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EDITORIAL 


ORGANIZED  MEDICINE  AND  THE 
GOVERNMENT 

In  the  elections  of  November,  the  people 
of  the  United  States  expressed  themselves 
in  tones  which  will  be  heard  for  the  next 
four  years.  For  the  medical  profession  the 
picture  in  the  Nation’s  Capitol  has  not 
changed  to  any  appreciable  degree.  The  at- 
titude of  the  Administration  toward  the  pri- 
vate practice  of  medicine  needs  no  review  in 
these  pages.  Whether  the  President  will  in- 
terpret his  re-election  as  a green  light  to 
prdceed  with  radical  changes  in  the  system 
of  medical  care  remains  to  be  seen,  of  course. 
Nor  is  it  possible  to  predict  with  any  degree 
of  accuracy  what  the  disposition  of  the  new 
Congress  will  be  toward  the  problem.  It  is 
generally  believed  in  Washington  that  the 
Social  Security  program  will  be  extended  be- 
fore long,  and  some  phase  or  phases  of  medi- 
cine will  likely  be  included.  With  the  freezing 
of  the  Social  Security  deductions  for  the 
coming  year  by  the  retiring  Congress,  it  may 
be  assumed  that  few  changes  will  be  put 
into  effect  immediately.  President  Roose- 
velt, however,  in  signing  the  bill  made  it 
clear  that  the  “freeze”  is  only  temporary. 

Most  readers  can  remember  when  editors 
of  medical  journals  could  ^xclaim  with  all 
dramatic  enthusiasm  characteristic  of  the 
breed:  “The  Government  "Has  No  Business 
in  Medicine!”  For  better  or  for  worse,  our 
concept  has  changed.  Willingly  or  other- 
wise, we  now  cannot  escape  the  obvious  fact 
that  Government  has  a legitimate  interest 
in  the  health  of  its  citizens.  The  statutory 
and  moral,  not  to  mention  the  political  ob- 
ligations of  government  in  this  respect,  are 
too  involved  to  detail  here.  The  militarv 


angle  alone  makes  this  statement  obvious. 
The  Army,  the  Navy,  and  their  branches 
can  be  only  as  strong  as  are  the  men  and 
women  who  make  up  these  services.  The 
greater  the  number  who  qualify  for  duty  and 
the  more  rugged  the  personnel,  the  better 
are  the  defenses  and  the  fighting  power  of 
our  armed  forces.  And  one  of  the  acknowl- 
edged duties  of  government  is  to  defend  tire 
country  against  enemies.  There  are  innum- 
erable other  realms  of  public  welfare  which 
call  upon  the  government  to  exercise  not 
only  a right,  but  a well  defined  duty  to  guard 
the  health  of  its  citizens.  From  this  stand- 
point, the  goal  of  medicine  and  that  of  gov- 
ernment is  identical.  The  impasse  is 
reached  over  the  method  and  procedure  to,  He 
followed  in  distribution  of  medical  car^  in 
order  to  attain  a maximum  degree  of  health 
for  the  nation. 

With  due  respect  to  Senator  Pepper,  we 
maintain  that  far  from  being  a nation  of 
weaklings,  our  health  record  is  second  to 
none  in  the  world.  There  is  room  for  argu- 
ment, to  be  sure,  on  what  constitutes  sound 
National  Health.  We  should  like  to  dispel 
the  apparent  belief  among  some  of  our  super- 
promoters that  medical  Utopia  is  just  around 
the  corner.  Actually  it  is  no  closer  than 
it  is  in  economics,  in  education,  or  in  states- 
manship. We  simply  do  not  know  enough 
about  the  secrets  of  nature  to  prevent  con- 
genital deformities  or  to  immunize  against 
rheumatic  infections.  Nor  have  we  found  a 
method  whereby  yve  could  make  all  people 
seek  timely  medical  care.  And  while  we  are 
,on  the  subject  of  timely  care  we  suggest  in 
full  innocence  that  Government  too  often 
interferes  with  the  process  by  legalizing  cult 
practice.  All  of  these  factors  play  a part  in 
our  National  Health  status. 

This  is  not  to  imply  that  we  lay  claim  to 
perfection  on  our  part.  But,  we  are  con- 
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stantly  attempting  to  improve  our  knowledge 
and  to  enlarge  the  facilities  for  making  this 
knowledge  useful  to  increasing  numbers  of 
our  people.  No  one  appreciates  the  problems 
of  medicine  better  than  we  do  ourselves,  and 
no  other  group  is  trying  more  energetically 
to  solve  them  by  practical,  economic  and 
dignified  means. 


YOU  SHOULD  READ  THESE  ARTICLES 

In  this  issue  of  The  Journal  is  a paper  by 
Dr.  L.  W.  Larson  of  Bismark,  N.  D.,  under 
the  title  “Responsibility  of  Organized  Medi- 
cine.” Physicians  should  not  only  read, 
but  study  this  paper  in  an  attempt  to  gain 
a proper  perspective.  Only  by  analyzing 
ourselves  will  we  be  enabled  to  deal  intelli- 
gently with  the  problems  which  now  face  us 
and  which,  as  the  writer  points  out,  will 
have  to  be  considered  in  the  post-bellum 
days.  If  we  are  to  avoid  being  snowed  under 
culturally  and  professionally  we  must  be 
aware  not  only  of  our  achievements  but  also 
of  our  shortcomings.  Only  in  that  way  will 
we  be  able  to  cope  successfully  with  the 
forces  of  what  Dr.  Larson  calls  the  “well- 
doers.” 

Along  the  same  line  we  recommend  an 
article  in  the  December  issue  of  Fortune 
Magazine.  It  is  clearly  written,  unsigned, 
and  talks  straight  from  the  shoulder.  We 
do  not  agree  with  everything  the  writer  says, 
and  in  some  instances  we  are  annoyed  with 
the  triteness  and  cocksureness  of  the  au- 
thor, but,  and  perhaps  because  of  that,  the 
article  deserves  our  attention.  It  is  good  to 
know -what  others  think  of  us.  Whether  or 
not  they  speak  our  language  is  beside  the 
point. 


PLEASE  ANSWER  THE 
QUESTIONNAIRE 

Within  a few  days  you  will  receive  a ques- 
tionnaire from  the  Planning  Committee  of 
the  Nebraska  State  Medical  Association  in 
which  you  are  urged  to  state  your  views  on 
a Prepayment  Plan  for  medical  service  under 
the  auspices  of  your  Association.  Whether 
you  are  for,  or  against  such  a venture  is 
not  nearly  as  important  at  this  time  as  is 
the  matter  of  submitting  your  answers.  In 
the  opinion  of  the  Committee  prepayment 
plans  organized  by  medical  societies  on  a 
non-profit  basis  is  the  most  effective  way 
of  combating  the  present  trends  toward  revo- 
lutionization  of  medical  practice. 


Some  states  already  have  these  Plans  in 
operation.  Many  others  are  now  working 
energetically  toward  similar  objectives. 
Physicians,  especially  those,  in  one  way  or 
another  connected  with  insurance  companies 
occasionally  ask  “Why  should  medical  so- 
cieties engage  in  competition  with  insurance 
carriers?”  The  answer  is  self  evident.  Few 
wage  earners  in  normal  times  can  afford  the 
premiums  demanded  of  such  policy  holders. 
As  a matter  of  record  the  insurance  com- 
panies have  made  little  if  any  effort  to  sell 
contracts  similar  to  those  offered  by  the 
medical  service  plans.  In  fact  during  the 
early,  experimental  period  of  these  plans,  a 
few  medical  associations  suffered  heavy  fi- 
nancial losses  before  they  acquired  actuarial 
experience  necessary  to  the  survival  of  the 
Plan.  Commercial  insurance  companies  are 
not  interested  in  non-profit  policy  premiums. 

Organized  medicine  has  acquired  a habit 
of  solving  its  own  problems  and  it  has  done 
a pretty  decent  job.  It  has  raised  the 
standards  of  medical  education  and  practice 
to  high  levels  of  efficiency.  It  has  reduced 
quackery  to  a minimum.  Through  the  Pro- 
curement and  Assignment  Service  function- 
ing under  the  American  Medical  Association 
military  and  civilian  medical  care  in  the 
United  States  is  the  envy  of  all  nations. 

We  have  solved  many  apparently  insoluble 
problems  by  our  own  endeavors.  Are  we  over 
optimistic  in  the  belief  that  we  can  solve  the 
problem  of  distribution  of  our  own  services 
by  means  satisfactory  to  the  public  and  to 
ourselves?  We  believe  it  can  be  done. 
Whether  the  Plan  about  to  be  proposed  is 
the  immediate  answer  we  obviously  do  not 
know.  But  it  is  a beginning  toward  a solu- 
tion of  a perplexing  social  problem,  and  in 
our  opinion  it  is  certainly  worth  a trial. 

Whether  you  agree  with  these  statements 
or  not,  please  return  the  questionaire.  The 
Committee  will  be  guided  by  your  reply. 


ANNUAL  CONFERENCE  OF  STATE 
SECRETARIES  AND  EDITORS 

The  Conference  was  held  in  the  A.M.A. 
Headquarters  in  Chicago,  November  17  and 
18,  1944.  The  Conference  opened  with  an 
address  by  Dr.  Herman  L.  Kretchmer,  Presi- 
dent of  the  American  Medical  Association. 
This  was  followed  by  a discussion  on  the 
Functions  and  Operations  of  the  Bureau  of 
Information,  by  Col.  Harold  C.  Lueth,  Liaison 
Officer  of  the  Army  Medical  Corps.  Dr. 
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FLOYD  L.  ROGERS,  M.  D. 


GREETINGS  AND  BEST  WISHES  FOR  THE  NEW  YEAR 


The  1944  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association  instructed 
the  Planning  Committee  to  study  the  ques- 
tion of  a state-wide  plan  for  pre-payment  of 
medical  care,  prepare  a plan  for  the  State 
of  Nebraska  and  present  it  at  the  1945  meet- 
ing of  the  House.  Present-day  social  trends 
justified  this  action  and  such  action  con- 
forms with  the  action  of  most  other  states. 
The  Planning  Committee  has  made  a pain- 
staking study  of  what  has  been  accomplished 
in  other  states.  Largely  from  this  informa- 
tion will  evolve  the  plan  which  will  be  sug- 
gested for  Nebraska. 


The  Committee  feels  a great  responsi- 
bility in  this  work.  It  seeks  the  interest 
and  cooperation  of  every  member  of  the  As- 
sociation. Every  effort  will  be  made  to  de- 
velop a plan’  which  will  eventually  prove  to 
your  benefit  as  well  as  the  benefit  of  your 
patient.  Within  a few  days  you  will  receive 
a questionnaire  which  this  committee  deems 
very  important.  Will  you  keep  this  in  mind, 
give  the  matter  your  earnest  consideration, 
fill  out  the  questionnaire  and  return  it 

promptly?  „ , „ 

Fraternally  yours, 

FLOYD  L.  ROGERS,  M.D. 
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John  H.  Fitzgibbon,  Chairman  of  the  Coun- 
cil on  Medical  Service  and  Public  Relations  of 
the  A.  M.  A.  described  the  work  of  the  coun- 
cil. 

Friday  afternoon  was  given  over  to  a dis- 
cussion of  the  EMIC  program  of  the  U.  S. 
Children’s  Bureau  and  to  Medical  Service 
Plans  now  in  operation  or  in  the  process  of 
planning  in  different  parts  of  the  country. 
It  seems  that  while  the  physicians  every- 
where are  thoroughly  dissatisfied  with  the 
administration  of  the  EMIC  prograjh  by  the 
Children’s  Bureau,  the  general  reaction  is 
that  no  matter  what  our  objections,  the  wife 
of  a soldier  must  be  given  the  best  of  medi- 
cal care  available  in  the  community. 

The  banquet  was  held  in  the  evening  at  the 
Palmer  House.  Following  the  dinner  the 
editor  of  this  Journal  read  a paper  on  “Our 
State  Journals  as  Molders  of  Public  Opinion,” 
This  was  followed  by  a discussion  on  “State 
Journals  and  Their  Attitude  Toward  Po- 
litical and  Social  Trends”  by  Dr.  Creighton 
Barker  of  Connecticut,  and  “Our  State 
Journals  as  News  Services”  by  Dr.  E.  M. 
Shanklin  of  Indiana. 

A highly  important  discussion  Saturday 
morning  was  led  by  Dr.  J.  W.  Wilce  of  Ohio 
State  University,  a member  of  the  National 
Committee  on  Physical  Fitness.  It  appears 
that  the  physical  fitness  program  has  be- 
come a burning  question  what  with  Senator 
Pepper’s  investigation  and  the  military  au- 
thorities’ opinions  on  the  health  of  our 
youth.  Industry  and  physical  education  di- 
rectors have  made  up  their  minds  to  inaug- 
urate a “hardening”  process  for  workers 
and  students,  and  unless  the  medical  profes- 
sion steps  in  to  guide  the  program  the  dan- 
gers of  overpromotion  will  have  to  be  faced. 
Dr.  Wilce  urged  all  present  to  stimulate  in- 
terest in  the  movement  by  urging  state  medi- 
cal associations  to  set  up  physical  fitness 
committees  in  each  state  and  to  assume  con- 
trol on  local  levels.  The  program  must  be 
encouraged,  the  speaker  said,  but  must  not 
be  allowed  to  fall  into  the  hands  of  the 
“muscle”  boys.  The  program  needs  the 
guidance  of  the  medica,!  profession. 


SAY  VIRUS  DISEASE  FROM  PIGEONS 
MAY  BE  A CAUSE  OF  SPORADIC 
ATYPICAL  PNEUMONIA 

In  view  of  the  high  percentage  of  pigeons 
in  the  United  States  infected  with  ornithosis, 
a disease  similar  to  psittacosis  which  is  con- 
tracted from  psittacine  birds,  such  as  par- 


rots, and  since  countless  individuals  are  daily 
exposed  to  this  potential  reservoir  of  infec- 
tion, it  is  probable  that  the  virus  of  orni- 
thosis may  be  responsible  for  many  sporadic 
cases  of  primary  atypical  pneumonia  which 
pass  unrecognized  according  to  a report  in 
The  Journal  of  the  American  Medical  Asso- 
ciation for  December  23. 

Lieutenant  David  C.  Levinson,  Medical 
Corps,  A.U.S. ; Lieutenant  John  Gibbs,  Medi- 
cal Corps,  A.U.S.,  and  Joseph  T.  Beardwood, 
Jr.,  M.D.,  Philadelphia,  cite  6 sporadic  cases 
of  ornithosis  the  diagnosis  of  which  was  con- 
firmed by  laboratory  tests.  A history  of  di- 
rect contact  with  pigeons  was  obtained  in  2 
cases  and  in  the  others  there  was  daily  ex- 
posure to  pigeons  in  the  immediate  vicinity 
of  the  homes.  They  point  out  that  it  is 
known  that  infection  may  occur  through  the 
inhalation  of  the  infected  excreta  of  pigeons 
blown  about  as  dust. 


EXCRETION  OF  VIRUS  OF 
POLIOMYELITIS 

In  a study  of  the  duration  of  excretion  of 
the  virus  of  infantile  paralysis  in  the  stools 
of  61  patients,  it  was  found  that  the  excre- 
tion extends  into  the  seventh  and  eighth 
weeks  after  the  onset  of  the  disease  in  an  ap- 
preciable percentage  of  cases,  which  is  con- 
trary to  the  prevalent  concept  that  stools 
commonly  contain  the  agent  for  three  to  four 
weeks  following  the  onset  but  rarely  there- 
after, Yale  University  School  of  Medicine  in- 
vestigators report  in  The  Journal  of  the 
American  Medical  Association  for  December 
23.  They  state  that  the  results  provide  no 
evidence  for  the  existence  of  persistent  car- 
riers of  poliomyelitis  virus  but  it  is  possible 
that  failure  to  demonstrate  such  carriers 
was  due  to  the  relatively  small  number  of 
subjects  studied. 

The  study  was  conducted  by  Dorothy  M. 
Iiorstmann,  M.D.,  Robert  Ward,  M.D.,  and 
Joseph  L.  Melnick,  Ph.D.,  New  Haven,  Conn. 

They  found  that  61  per  cent  of  the  pa- 
tients excreted  virus  during  the  first  two 
weeks  after  onset  of  the  disease,  50  per  cent 
during  the  third  and  fourth  weeks,  27  per 
cent  at  the  fifth  and  sixth  weeks,  12.5  pet 
cent  at  the  seventh  and  eighth  weeks.  Be- 
tween the  ninth  and  twenty-fourth  weeks 
virus  was  detected  in  only  one  of  52  speci- 
mens tested,  this  positive  result  coming  from 
a boy  8 years  old  in  the  twelfth  week  of  the 
disease. 


Clinical  Implications  of  Recent  Advances 
in  the  Knowledge  of  the  Vitamins" 

HANS  C.  S.  ARON,  M.D.,  Ph.D.f 
Assistant  Professor  of  Pediatrics, 

Northwestern  University  Medical  School 
Chicago,  Illinois 


It  may  appear  a precarious  enterprise  to 
speak  before  a medical  assembly  about  vita- 
min problems  at  a time  when  every  doctor’s 
mail  is  overloaded  with  bountiful  informa- 
tion on  this  subject  and  when  we  hear  the 
radio  commentators  talking  about  vitamins 
nearly  every  hour  on  the  hour.  Certainly, 
I could  not  communicate  to  you  much  new 
information  if  I would  speak  of  vitamins  as 
food  constituents  or  as  dietary  factors.  I 
would  also  hardly  be  able  to  describe  here 
any  clinical  signs' or  symptoms  possibly  re- 
lated to  some  vitamin  deficiencies  which  you 
do  not  know  from  your  study  of  the  leading 
medical  journals  or  from  your  personal  ex- 
perience. 

Today  I want  to  take  a somewhat  differ- 
ent approach  to  the  vitamin  problem.  You 
shall  hear  of  the  vitamins  as  essential  body 
constituents,  of  their  role  in  the  internal 
metabolism  and  in  the  regulation  of  the  body 
functions  under  normal  and  under  patho- 
logical conditions. 

During  the  last  few  years  much  valuable 
information  has  been  collected  on  the  chem- 
ical nature  and  on  the  function  of  various 
vitamins.  We  have  learned  that  at  least 
three  members  of  the  B complex  are  com- 
ponents of  enzyme  systems  which  play  an 
important  role  in  the  internal  metabolism (1). 
The  body  cells  are  apparently  capable  of 
building  up  the  enzymes  themselves,  but  the 
human  organism  is  completely  dependent 
upon  outside  sources  for  the  formation  of  the 
so-called  “coenzymes”  which  make  the  en- 
zymes work.  Essential  components  of  these 
coenzymes  are  vitamins  which  the  human 
body  can  not  synthesize.  Historically,  ribo- 
flavin was  the  first  vitamin  known  to  enter 
an  enzyme  system<2).  Nicotinic  acid  or  “nia- 
cin” is  the  active  group  of  two  coenzymes 
which  play  a major  role  in  intercellular  oxi- 
dation. 

Clinically  one  of  the  most  interesting  sub- 
stances of  this  group  is  vitamin  Bj  or  thia- 
mine. As  you  all  know,  all  carbohydrates 

*Read  before  the  76th  Annual  Assembly  of  the  Nebraska 
State  Medical  Association,  Omaha,  May,  1944. 

fFrom  the  Departments  of  Pediatrics  and  Chemistry,  North- 
western University  Medical  School. 


are  broken  down  finally  to  CO,  and  H„0.  For 
the  last  step  of  this  process  an  enzyme  called 
“carboxylase”  and  a co-enzyme  called  “co- 
carboxylase” are  required.  When  this  co- 
carboxylase was  isolated  in  crystalline  form, 
it  was  chemically  identified  as  thiamine- 
pyrophosphate,  a phosphorylated  derivative 
of  our  vitamin  B/3). 

Vitamin  C is  a simple  hexuronic  acid, 
formerly  named  cevitamic  acid  but  now  gen- 
erally called  ascorbic  acid.  Ascorbic  acid  is 
a chemical  substance  with  a great  reducing 
power.  It  is,  therefore,  a very  active  partner 
in  the  game  of  reductions  and  oxidations, 
processes  which  are  constantly  taking  place 
in  the  human  body  as  long  as  life  is  going 
on. 

The  coordination  of  clinical  observations 
with  suitable  laboratory  procedures  has 
brought  out  many  new  and  interesting  facts. 
Some  of  these  laboratory  procedures  promise 
to  be  of  definite  diagnostic  value.  They  may 
allow  the  exact  diagnosis  of  specific  defi- 
ciencies long  before  the  earliest  clinical  symp- 
toms are  detectable.  They  can  assist  in 
guiding  our  therapy  or  may  even  open  un- 
foreseen prospects  for  new  therapeutic  pro- 
cedures. 

Let  me  begin  with  vitamin  B,  or  thiamine. 
Thiamine  can  be  determined  quantitatively 
in  urine,  blood  and  feces.  A low  urinary 
thiamine  excretion,  especially  after  loading 
the  organism  with  thiamine,  is  indicative  of 
insufficient  thiamine  in  the  organism(4). 
The  direct  determination  of  the  thiamine 
content  of  the  blood  seems  clinically  not  to 
be  very  useful  because  the  thiamine  level  of 
the  blood  does  not  drop  much  before  clinical 
symptoms  of  thiamine  deficiency  become 
evident.  For  clinical  purposes  a functional 
test  for  thiamine  is  coming  into  the  fore- 
ground. This  test  is  based  on  the  determina- 
tion of  the  pyruvic  acid  or  the  pyruvate  level 
of  the  blood (5). 

Pyruvic  acid  is  one  of  the  lower  inter- 
mediary products  of  the  carbohydrate  meta- 
bolism in  the  human  body.  Thiamine,  as  an 
essential  constituent  of  co-carboxylase,  is  in- 
dispensable for  the  normal  oxidation  of  py- 
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ruvic  acid.  The  less  thiamine  available  or 
the  less  thiamine  functioning',  the  higher  is 
the  pyruvic  acid  level  of  the  blood  because  of 
the  incomplete  oxidation  of  the  carbohy- 
drates. We  are  accustomed  to  determine  the 
amount  of  functioning  insulin  in  the  body 
from  the  fasting  blood  sugar  level  and  from 
blood  sugar  curves  after  a glucose  test  dose. 
Hyperglycemia  is  indicative  of  a lack  of 
functioning  insulin.  In  the  same  way  hyper- 
pyruvemia  shows  that  not  sufficient  thia- 
mine is  functioning  in  the  body.  A definite 
elevation  of  the  fasting  blood  pyruvate  level 
has  been  found  in  patients  with  typical  beri- 
beri, with  Wernickes  syndrome  and  with  al- 
cohol polyneuritis (6- 7). 

Determinations  of  the  urinary  thiamine 
excretion  and  the  blood  pyruvic  acid  level 
permit  an  early  diagnosis  of  B1  deficiency 
before  any  clinical  symptoms  of  this  vitamin 
deficiency  are  detectable.  This  has  been 
clearly  demonstrated  at  the  Mayo  Clinic(8) 
and  at  Johns  Hopkins(9)  by  very  carefully 
conducted  studies  on  volunteers  who  were 
systematically  restricted  in  their  thiamine 
intake. 

The  relationship  of  thiamine  to  the  carbo- 
hydrate metabolism  has  some  other  interest- 
ing clinical  implications.  It  has  been  shown 
that  the  central  nervous  system  depends  en- 
tirely upon  carbohydrates  as  a source  of  en- 
ergy. It  is,  therefore,  easily  understood  that 
any  interference  with  the  regulation  of  the 
normal  course  of  the  carbohydrate  meta- 
bolism must  produce  disturbances  of  the 
central  nervous  system.  Large  doses  of 
purified  sugar,  esp.  i.v.  glucose  injections, 
must  necessarily  draw  on  the  thiamine 
stores  of  the  body  which  are  rather  small 
compared  to  the  stores  of  many  other  vita- 
mins. (See  table  p.  9).  Wilder(10)  recom- 
mends therefore  that  glucose  when  given  in- 
travenously should  be  fortified  with  not  less 
than  1 mg.  of  thiamine  for  every  50  gms.  of 
glucose. 

Thyroidin  when  given  to  healthy  persons 
increases  the  demand  of  vitamin  Bj.  In  thy- 
rotoxic subjects  the  thiamine  blood  levels 
were  found  below  normal  and  the  pyruvic 
acid  levels  elevated ( 11  h Studies  of  the  urin- 
ary thiamine  excretion  after  oral  or  intra- 
muscular administration  of  thiamine  indi- 
cate that  the  thiamine  requirements  during 
pregnancy  and  lactation  are  about  three 
times  those  of  women  under  normal  condi- 
tions. 


Most  of  the  vitamin  Bt  which  we  need  and 
which  we  have  in  our  body  is  taken  in  with 
the  various  food  materials,  but  actually  the 
diet  is  not  the  only  source  of  our  vitamin  Blt 
It  is  known  for  some  time  that  the  bacteria 
in  the  intestines  can  synthesize  thiamine. 
This  thiamine  can  be  absorbed  through  the 
intestinal  wall  and  may  become  a valuable 
source  of  this  vitamin.  Holt  and  his  asso- 
ciates(12)  deprived  a number  of  adolescents 
progressively  of  vitamin  Bt  in  the  diet.  One 
of  Holt’s  subjects  who  had  ample  free  thia- 
mine in  his  stools  was  given  succinysulfa- 
thiazole  with  the  result  that  within  one  week 
the  thiamine  content  of  his  feces  fell  to  zero. 
There,  you  have  a clinically  important  side 
action  of  the  sulfa  drugs.  Those  sulfa  drugs 
which  are  not  very  soluble  in  the  intestinal 
tract  may  inhibit  the  thiamine  synthesis  by 
the  intestinal  bacteria  and  deprive  the  pa- 
tient of  a valuable  additional  source  of  this 
vitamin. 

To  the  present  time  the  laboratory  tests 
for  the  other  components  of  the  B complex 
have  not  given  as  much  clinically  useful  in- 
formation as  the  tests  for  thiamine.  But  one 
should  not  forget  that  the  action  of  the  vari- 
ous constituents  of  the  B complex  are  close- 
ly interrelated.  When  deficiency  of  one  par- 
ticular vitamin  is  established  as  e.g.  thia- 
mine deficiency,  this  vitamin  should  be  sup- 
plied preferably  in  combination  with  other 
vitamins  of  the  B complex  which  may  act 
as  synergists.  In  this  way  an  imbalance  of 
the  vitamin  equilibrium  may  be  prevented. 

The  determination  of  the  fasting  plasma 
ascorbic  acid  level  is  generally  regarded  as  a 
reliable  indicator  of  the  vitamin  C status  of 
the  patient.  From  the  various  procedures 
devised  for  this  purpose,  the  method  devel- 
oped by  Farmer  and  Abt(13)  has  found  the 
widest  clinical  application  all  over  the  world. 
The  method  is  simple  and  does  not  require 
more  than  1 cc.  of  oxalated  blood. 

Fasting  ascorbic  acid  plasma  levels  of  1 
mg.  per  cent  or  above  are  evidence  that  the 
subject  is  receiving  a physiological  maxi- 
mum of  this  vitamin.  It  is  further  the  gen- 
eral consensus  of  opinion  that  fasting  plasma 
levels  of  from  0.6  to  1.0  mg.  % ascorbic  acid 
still  indicate  a good  nutritional  status  as  far 
as  vitamin  C is  concerned.  Whenever  large 
sections  of  the  population  have  been  exam- 
ined it  was  found  that  often  more  than  50% 
of  the  subjects  had  plasma  ascorbic  acid 
levels  under  0.6  mg.  %.  Many  had  plasma 
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levels  of  only  1 or  2 tenths  of  a mg-.  %,  and 
not  so  rarely  even  zero  values  were  found  in 
apparently  healthy  individuals.  These  very 
low  ascorbic  acid  plasma  values  from  zero 
to  0.2  mg.  % are  of  the  same  order  as  the 
plasma  values  found  in  frank  scurvy. 

My  own  observations  and  many  reports 
of  other  investigators  indicate  that  persons 
who  take  small  amounts  of  vitamin  C in  their 
diet,  sufficient  enough  to  prevent  any  clinical 
manifestations,  may  have  very  little  or  prac- 
tically no  ascorbic  acid  in  their  blood  plasma 
detectable  by  the  methods  used  for  the  clini- 
cal determination  of  this  vitamin. 

But  even  when  the  plasma  is  practically 
free  of  ascorbic  acid  there  are  usually  re- 
serves of  ascorbic  acid  in  the  liver  and  in 
other  body  tissues.  Thus  when  no  ascorbic 
acid  is  found  in  the  blood  plasma  the  white 
blood  cells  and  the  platelets  may  still  con- 
tain measureable  amounts  of  ascorbic  acid. 
A method  lias  been  devised ( 14 > to  determine 
the  ascorbic  acid  content  of  the  buff.y  layer 
of  white  blood  cells  and  platelets.  This  in- 
formation is  valuable  when  the  ascorbic  acid 
plasma  level  is  very  low  or  zero,  but  we  found 
the  technique  of  this  method  rather  compli- 
cated. 

For  clinical  purposes  more  simple  and 
equally  valuable  are  the  so-called  “saturation 
tests.”  After  the  fasting  plasma  level  has 
been  determined  the  subject  is  given  a 
known  amount  of  ascorbic  acid  orally,  intra- 
muscularly or  intravenously  either  in  one 
dose  or  repeated  doses  over  a few  days. 
Plasma  ascorbic  acid  level  and  urinary 
ascorbic  acid  excretion  are  observed.  The 
less  ascorbic  acid  appears  in  the  urine,  the 
more  ascorbic  acid  is  required  to  bring  the 
plasma  level  into  the  optimal  range,  the  less 
saturated  is  the  organism  and  the  lower  are 
the  patient’s  reserves.  A variety  of  satura- 
tion tests  has  been  suggested.  At  present 
we  follow  Farmer’s  recommendation  and  give 
one  oral  dose  of  15  mg.  ascorbic  acid  per  kg. 
of  body  weight  as  was  proposed  by  Rine- 
hart(15).  After  the  patient  has  emptied  his 
bladder,  hourly  urine  specimens  are  col- 
lected for  determination  of  ascorbic  acid. 
Plasma  ascorbic  acid  levels  should  be  checked 
also  preferably  every  hour. 

It  seems  that  typical  frank  scurvy  does 
not  develop  in  the  adult  before  the  body 
stores  of  ascorbic  acid  are  practically  ex- 
hausted'1 6 \ But  persons  with  a low  ascorbic 
acid  plasma  level  and  with  meager  tissue  re- 


serves may  suffer  from  various  ailments, 
especially  when  the  demand  for  this  vitamin 
is  increased.  From  a clinical  point  of  view 
we  must  therefore  ask,  “What  are  the  func- 
tions of  ascorbic  acid  in  the  body  and  what 
may  happen  to  those  people  who  have  a low 
intake  and  insufficient  reserves  of  vitamin  C 
in  their  body  stores?” 

The  best  known  function  of  ascorbic  acid 
is  the  prevention  of  hemorrhages.  System- 
atic studies  have  revealed  that  increased 
capillary  fragility  is  by  no  means  always  con- 
nected with  low  plasma  ascorbic  acid  levels. 
There  are  many  reasons  for  cutaneous  and 
other  hemorrhages.  But  there  is  unques- 
tionable evidence  that  reduction  of  ascorbic 
acid  in  the  body  may  cause  various  types  of 
hemorrhages  which  are  dramatically  cured 
by  the  administration  of  ascorbic  acid. 

Furthermore  ascorbic  acid  plays  an  im- 
portant role  in  hematopoiesis.  Already  be- 
fore vitamin  C was  identified  chemically,  it 
appeared  probable  from  clinical  observations 
that  lack  of  vitamin  C might  play  a role  in 
certain  types  of  nutritional  anemia.  After 
vitamin  C became  available  in  crystalline 
form  I had  the  opportunity  to  study  this 
problem  systematically  in  Farmer’s  labora- 
tory at  our  medical  school.  By  feeding  a diet 
deficient  in  vitamin  C even  with  large  sup- 
plements of  iron  salts  a nutritional  anemia 
could  be  produced  in  adult  guinea  pigs.  This 
anemia  was  cured  promptly  when  the  iron 
supplement  was  discontinued  and  an  ample 
supply  of  ascorbic  acid  was  given(17). 

In  man,  true  anemia  caused  by  vitamin  C 
deficiency  is  seen  only  when  the  stores  of 
ascorbic  acid  are  depleted  slowly  and  pro- 
gressively, a's  e.g.  in  sprue  or  in  celiac  dis- 
ease. In  the  literature  other  cases  of  anemia 
have  been  reported  where  the  vitamin  C 
status  was  very  low.  Hemoglobin  and 
R.B.C.  rose  promptly  after  administration  of 
a sufficient  amount  of  ascorbic  acid<18). 
During  the  past  year  several  cases  of  per- 
nicious anemia  which  did  not  respond  to  liver 
therapy  were  reported  from  Great  Bri- 
tain(1!)).  The  patients  were  found  to  be  low 
in  their  ascorbic  acid  status  and  when  suf- 
ficient ascorbic  acid  was  added  to  the  liver 
therapy  the  pernicious  anemia  was  prompt- 
ly cured.  The  relationship  of  vitamin  C to 
the  maintenance  of  a proper  level  of  red 
blood  cells  and  hemoglobin  in  the  circulating 
blood  certainly  requires  close  attention. 

The  best  known  chemical  function  of 


8 


KNOWLEDGE  OF  THE  VITAMINS:  ARON 


Nebr.  S.  M.  Jour. 
January,  1945 


ascorbic  acid  is  its  enormous  reducing-  power. 
This  makes  ascorbic  acid  one  of  the  most 
powerful  “antioxidants”  which  the  body  has 
physiologically  at  its  disposal.  Reduction  or 
prevention  of  oxidation  plays  an  important 
role  in  the  process  of  detoxication.  Longe- 
neker,  King-  and  associates*20'  have  shown 
that  animals  like  the  rat,  who  can  synthe- 
size ascorbic  acid,  respond  to  certain  drug’s 
with  increased  ascorbic  acid  formation  for 
detoxication.  Under  the  same  conditions  the 
human  organism  must  draw  on  its  own  re- 
serves of  ascorbic  acid.  We  found*21'  that 
patients  treated  with  neoarsphenamine  show 
a definite  decline  in  their  ascorbic  acid  plas- 
ma level.  Lewin<22)  made  similar  observa- 
tions on  infants  who  were  treated  with 
mapharsen  in  the  5-day  drip  method.  Bun- 
desen(23)  and  his  associates  demonstrated 
that  local  cutaneous  reactions  to  neoars- 
phenamine or  mapharsen  can  be  prevented 
by  adding  ascorbic  acid  to  these  drugs.  Fav- 
orable results  from  the  use  of  ascorbic  acid 
derivatives  added  as  detoxicants  to  arsenical 
drugs  were  reported  by  Beerman  and  his  as- 
sociates(24)  in  Philadelphia.  The  important 
factor  may  possibly  be  the  prevention  of  the 
oxidation  of  the  benzene  radical  to  which 
the  arsenic  is  linked  in  these  arsenical  drugs. 
This  assumption  would  find  its  confirmation 
in  reports  that  workmen  who  showed  reac- 
tions from  handling  benzene  or  benzene  de- 
rivatives in  factories  were  protected  when 
given  sufficient  ascorbic  acid  to  improve 
their  ascorbic  acid  status 025 ' . 

With  these  examples  the  problem  of  de- 
toxication is  certainly  not  exhausted.  We 
have  just  shown  a few  instances  of  making- 
useful  the  great  reduction  power  of  ascorbic 
acid  for  the  prevention  of  certain  drug  re- 
actions. 

Clinically  by  far  the  most  important  prob- 
lem is  the  relationship  of  the  tissue  satura- 
tion with  ascorbic  acid  to  wound  healing.  In 
1926,  I reported  that  in  scorbutic  children 
cutaneous  wounds  often  fail  to  heal  whereas 
following  vitamin  C therapy,  they  healed 
quickly(26).  Today  we  can  regard  it  as  an 
established  fact  that  a wound  cannot  be  ex- 
pected to  heal  normally  unless  essential 
building  materials  are  present,  and  ascorbic 
acid  is  one  of  them.  The  importance  of  a 
high  ascorbic  acid  content  of  the  tissues  for 
the  healing  of  artificial  wounds  and  for  the 
tensile  strength  of  the  resulting  scars  has 
been  proven  in  experiments  on  guinea  pigs. 
Lanman,  Ingalls,  Tafel,  Harvey,  Wolfer, 


Hoebel,  Crandon,  Lund  and  other  sur- 
geons*27'28’ 29’ 30)  studied  systematically  plas- 
ma ascorbic  acid  level  and  tissue  saturation 
of  operated  patients. 

Most  elaborate  studies  have  recently  been 
conducted  by  Farmer  and  associates  at  our 
medical  school  under  the  auspices  of  the  Na- 
tional Research  Council.  The  results  of 
these  studies,  when  released  for  publication, 
will  show  beyond  doubt  the  vital  importance 
of  a proper  control  of  the  ascorbic  acid  status 
of  patients  prior  and  during  any  surgical  op- 
eration. 

Adequate  dietary  vitamin  C intake  is  a 
prerequisite  for  an  optimal  ascorbic  acid 
status  of  the  body.  But  many  conditions 
may  interfere  with  the  saturation  of  the 
blood  and  tissues  even  when  the  dietary  in- 
take of  ascorbic  acid  is  sufficient.  You  have 
already  heard  that  certain  drugs  may  cause 
a depletion  of  the  ascorbic  acid  in  the  blood. 
Iron  given  as  ferrous  sulfate  — a frequent 
medication — depresses  the  plasma  ascorbic 
acid  level.  Gastro-intestinal  disorders,  espe- 
cially diarrhea  may  seriously  interfere  with 
the  absorption  of  ascorbic  acid  in  the  intest- 
inal tract.  When  loose  stools  are  produced 
in  infants  by  a cathartic,  large  amounts  of 
ascorbic  acid  are  excreted  in  the  feces,  as 
was  demonstrated  by  Abt,  Farmer  and  Top- 
per031'. All  febrile  infectious  diseases  draw 
on  the  body  stores  and  may  cause  a definite 
decline  of  the  plasma  ascorbic  acid  level  even 
with  a comparatively  large  vitamin  C in- 
take*32 '.  The  same  holds  true  for  post- 
operative infections.  Lactation  requires  a 
considerable  expenditure  of  ascorbic  acid 
from  the  nursing  mother  into  the  breast 
milk.  In  addition  to  these  well  established 
factors  there  are  certainly  other  conditions 
which  can  interfere  with  the  ascorbic  acid 
utilization  and  may  cause  a demand  many 
times  that  of  the  so-called  “normal”  require- 
ments. 

Vitamin  A in  the  human  body  is  regulated 
on  lines  very  different  from  those  discussed 
for  vitamin  Bj  and  vitamin  C.  This  may  be 
due  partially  to  chemical  properties:  Vita- 
min A is  a fat  soluble  substance  while  the 
other  two  vitamins  belong  to  the  water 
soluble  group.  A much  more  important  fac- 
tor is  probably  the  difference  in  the  distribu- 
tion of  the  three  vitamins  in  the  body.  The 
following  table  demonstrates  the  amounts 
of  these  three  vitamins  circulating  in  the 
blood  and  stored  in  the  liver  which  contains 
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at  least  ’%  of  all  the  vitamin  reserves  in  the 
body.  The  figures  are  approximate  values 
for  a healthy  well-nourished  person  of  about 
70  kg.  body  weight. 

HUMAN  ADULT  (70  KGS.) 


Blood  Liver 

Total  Amount  5000  cc.  1500  gms. 

Milligrams 

Vitamin  B,  25-50  3-4 

Vitamin  C 30-50  100 

Vitamin  A 1.5-2  150 


As  you  can  easily  see  there  is  about  10 
times  as  much  vitamin  circulating  in  the 
blood  as  is  stored  in  the  liver.  But  about 
three  times  as  much  vitamin  C is  stored  in 
the  liver  as  is  circulating  in  the  blood,  even 
when  the  plasma  level  is  high.  Nearly  100 
times  as  much  vitamin  A is  stored  in  the 
liver  as  is  found  in  the  circulating  blood. 

Since  only  a small  fraction  of  the  total 
vitamin  A of  the  body  is  circulating  in  the 
blood,  the  dietary  intake  has  but  a slight 
influence  on  the  plasma  vitamin  A level. 
Even  if  no  vitamin  A would  be  present  in  the 
diet  the  vitamin  A reserves  in  the  liver  of  a 
well  nourished  person  would  be  sufficient  to 
sustain  the  vitamin  A level  in  the  blood  for 
nearly  a full  year.  Lydia  Roberts (33)  has 
placed  young  adults  on  a diet  low  in  vitamin 
A : The  vitamin  content  of  the  blood  re- 
mained unchanged  at  the  original  level  for 
the  duration  of  the  depletion  period  of  7 
months.  Much  more  rigorous  experiments 
have  been  conducted  in  Leipzig,  Ger- 
many ( 34 K These  subjects  had  low  vitamin 
A reserves  from  the  beginning  and  they 
were  fed  a diet  completely  deprived  of  vita- 
min A.  After  more  than  6 months  the  tests 
revealed  definite  impairment  of  the  vision 
and  the  blood  serum  was  completely  free  of 
vitamin  A. 

When  now  vitamin  A concentrates  were 
added  to  the  vitamin  A free  diet,  all  vitamin 
A taken  was  stored  in  the  liver.  The  blood 
plasma  remained  at  a zero  vitamin  A level 
for  6-8  weeks  until  the  stores  in  the  liver 
were  at  least  partially  refilled.  Then  the 
plasma  vitamin  A rose.  When  a plasma 
level  of  60  or  more  I.  U.  vitamin  A was  re- 
gained the  visual  tests  showed  a return  to 
normal. 

Under  average  nutritional  conditions  the 
plasma  vitamin  A level  remains  remarkably 
constant.  We  have  followed  the  plasma 
vitamin  A level  of  a healthy  volunteer  for  a 
period  of  about  500  days.  The  plasma  vita- 
min A remained  in  a narrow  range  usually 


between  80  and  100  I.  U.  (Fig.  1).  A single 
dose  of  50,000  I.  U.  vitamin  A*  produced  a 

UJ  VlUtnmA,  w» 


Fig-.  1. 

temporary  rise  of  the  plasma  level  with  a 
peak  after  3 to  4 hours,  (fig.  2),  but  after 
24  to  48  hours  the  plasma  vitamin  A was 


Fig.'  2. 

again  at  its  original  level,  even  when  50,000 
I.  U.  were  given  daily  for  3 weeks.  In  a sec- 
ond series  the  large  amount  of  250,000  I.  U. 
vitamin  A*  was  given  daily  for  12  days. 
The  plasma  vitamin  A became  almost  twice 
as  high  during  the  time  these  huge  supple- 
ments were  taken  but  when  the  supplements 


^Capsules  each  containing  25,000  I.  U.  Vitamin  A furnished 
by  Mead  Johnson  and  Co.,  through  the  courtesy  of  Dr.  Warren 
M.  Cox,  Jr. 
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were  discontinued  the  plasma  vitamin  A 
dropped  promptly,  and  only  10  days  later 
the  plasma  vitamin  A was  not  much  high- 
er than  it  was  during  all  the  time  no  supple- 
ments were  taken  (fig.  3).  These  observa- 
tions and  those  reported  by  other  authors 
indicate  that  even  great  variations  in  the 
dietary  intake  of  vitamin  A produce  only 
temporary  changes  in  the  plasma  vitamin  A 
as  long  as  sufficient  reserves  of  vitamin  A 
are  present.  High  vitamin  A levels  may  be 
produced  by  a continuous  high  dietary  in- 
take, but  low  levels  usually  have  another 
origin c35). 

All  recent  investigations  indicate  that  the 
blood  vitamin  A level  is  maintained  and  regu- 
lated by  the  liver(36>.  Any  clinical  condition 
affecting  the  function  of  the  liver  may  pro- 
duce a definite  change  in  the  plasma  vita- 
min A level.  Plasma  vitamin  A is  much 
more  an  indicator  of  the  liver  function  than 
of  nutritional  conditions. 

Popper,  Meyer  and  Steigman  have  sum- 
marized their  studies  and  those  of  othei 
authors(36).  In  acute  hepatitis  and  in  othei 
forms  of  liver  damage  the  plasma  vitamin  A 
is  blocked  in  the  liver  and  is  not  released  in- 
to the  blood.  When  the  patient  recovers 
from  an  acute  hepatitis  and  normal  livei 
function  is  restored,  the  plasma  vitamin  A 
level  goes  up  sometimes  to  values  far  above 
the  normal  range.  Alcohol  may  also  cause 
an  overflow  of  vitamin  A from  the  liver  to 
the  blood  stream. 

A very  pronounced  depression  of  the  plas- 
ma vitamin  A is  found  in  febrile  diseases, 
especially  in  pneumonia.  When  the  pneu- 
monia patient  recovers  and  his  body  temper- 
ature has  returned  to  normal,  the  plasma 
vitamin  A level  goes  up,  frequently  to  values 
far  above  the  average  as  occurs  after  recov- 
ery from  hepatitis.  Lindquist ( 37 > has  furn- 
ished definite  proof  that  the  depression  of 
the  plasma  vitamin  A in  the  febrile  stage 
of  pneumonia  is  caused  by  a blockade  of  the 
vitamin  A in  the  liver.  He  analyzed  livers 
of  children  who  died  of  pneumonia.  The 
stores  of  the  livers  were  found  full  of  vita- 
min A,  but  the  blood  plasma  vitamin  A of 
these  children  during  the  last  days  before 
death  had  been  very  low,  in  some  cases  zero. 
Popper  and  his  associates ( 36 ) regard  the 
plasma  vitamin  A level,  especially  the  hyper- 
vitaminemia  as  a prognostic  sign  of  recov- 
ery in  liver  disease,  and  the  same  will  prob- 
ably hold  true  for  pneumonia  and  other 
febrile  diseases. 


There  are  two  other  conditions  under 
which  depression  of  the  plasma  vitamin  A 
has  been  observed.  Lewis,  Bodansky  and 
Shapiro(38)  found  low  vitamin  A values  in 
the  blood  of  newborn  infants  during  the  first 
48  hours  of  life  and  a marked  rise  thereafter. 
A normal  level  was  reached  on  the  4th  day 
of  life.  From  what  we  know  today,  this 
plasma  vitamin  A depression  must  be  caused 
principally  by  an  insufficient  mobilization 
from  the  liver  during  the  first  days  of  life. 

Two  years  ago  we  reported ( 39 > that  dur- 
ing pregnancy  the  plasma  vitamin  A is  def- 
initely depressed,  but  without  any  change 
in  the  dietary  intake  the  plasma  vitamin  A 
rises  markedly  after  parturition.  Lewis, 
Bodansky  and  his  associates(40)  confirmed 
the  findings  and  demonstrated  that  the  de- 
pression of  the  plasma  vitamin  A is  most  pro- 
nounced during  the  last  three  months  of 
pregnancy.  Very  elaborate  studies  were 
published  recently  by  Lunde  and  Kimble(41) 
in  Madison.  These  authors  showed  conclu- 
sively that  the  rise  of  the  plasma  vitamin  A 
is  evident  as  early  as  24  hours  after  delivery ; 
48  hours  after  delivery  normal  values  were 
recorded  which  were  usually  maintained  dur- 
ing the  remainder  of  the  puerperium. 

The  depression  of  the  plasma  vitamin  A 
during  pregnancy  may  be  due  partially  to  a 
transfer  of  vitamin  A to  the  fetus  and  the 
storage  in  the  fetal  liver,  an  explanation 
which  we  offered  previously.  Today  I be- 
lieve that  the  most  important  factor  is  again 
the  liver  function.  The  depression  of  the 
plasma  vitamin  A during  pregnancy  and  the 
rise  after  delivery  would  be  an  indicator 
of  a mild  impairment  of  the  function  of  the 
liver  during  the  later  period  of  pregnancy 
and  a return  of  the  liver  function  to  normal 
immediately  after  delivery. 

My  review  has  been  necessarily  incom- 
plete. But  I hope  I have  been  able  to  demon- 
strate that  from  a clinical  point  of  view  we 
should  regard  the  vitamins  not  solely  as  “ac- 
cessory dietary  factors”  but  also  as  vital  con- 
stituents of  the  body.  The  studies  which  ] 
reported  should  be  taken  as  preliminary  ad- 
ventures in  a field  yet  to  be  explored;  fur- 
ther investigation  will  open  many  more  as- 
pects of  clinical  importance  for  diagnosis  and 
therapy. 
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Medical  Conditions  Simulating  a Surgical 
Upper  Abdomen  " 

A.  A.  CONRAD,  M.D. 

Crete,  Nebraska 


A ten  minute  discussion  of  the  medical 
conditions  simulating  a surgical  upper  ab- 
domen is  more  than  likely  to  leave  much  to 
be  desired  for  those  of  you  who  wish  to  learn 
something.  I feel  like  an  imposter  because 
much  of  what  I am  about  to  expound  has  of 
necessity  been  picked  from  papers  written 
on  the  subject  and  from  text  books.  My 
general  practice  has  not  brought  me  in  con- 
tact with  all  of  these  conditions  or  I have 
failed  to  recognize  them. 

Many  papers  have  been  written  on  this 
subject,  in  fact  there  is  a considerable  bibli- 
ography on  this  particular  field.  It  has  been 
discussed  by  clinicians  who  are  interested  in 
internal  medicine,  by  surgeons,  by  neurolo- 
gists, in  fact  by  almost  every  specialty  which 
is  represented  by  men  who  are  called  upon 
to  interpret  the  subjective  findings  of  ab- 
dominal pain.  Furthermore,  it  has  been  dis- 
cussed from  two  viewpoints,  one  dealing  with 
acute  abdominal  symptoms,  the  other  with 
chronic  or  long  continued,  more  or  less  inter- 
mittant  pain  in  the  abdomen  when  either  of 
these  two  conditions  are  not  dependent  pri- 
marily on  organic  disease  within  the  belly. 

It  may  be  of  some  interest  to  recall  that 
pain  referred  to  the  upper  anterior  abdominal 
wall,  may  be  caused  by  lesions  which  involve 
the  sixth  and  seventh  intercostals,  which 
supply  the  skin  of  the  upper  epigastrium,  and 
the  tenth,  in  the  region  of  the  epigastrium. 
All  of  the  spinal  nerves  have  afferent  fibers 
not  only  to  the  skin  but  to  an  internal  organ, 
hence  it  is  perfectly  plain  why  often  pain 
which  may  arise  in  one  place  will  produce 
discomfort  elsewhere.  Head’s  law  has  it  that 
“if  a painful  stimulous  is  applied  to  a part 
of  low  sensibility,  the  pain  produced  is  felt 
in  the  part  of  higher  sensibility,  rather  than 
in  the  part  of  lower  sensibility  to  which  the 
stimulous  is  actually  applied.”  Then  we  have 
those  individuals  with  a high  pain  thresh- 
old who  complain  bitterly  of  a pain  which  in 
a person  of  low  pain  threshold  evokes  mere 
mention  or  is  ignored ; it  is  usually  more  pro- 
nounced in  females  than  in  males. 

I will  try  to  present  some  of  the  condi- 
tions which  may  simulate  the  surgical  up- 

*Read  before  76th  Annual  Assembly,  Nebraska  State  Medical 
Association,  Omaha,  May,  1944. 


per  abdomen  but  which  are  produced  by  some 
toxic  condition,  or  endocrine  disorder  or  al- 
lergic factor,  none  of  which  have  any  direct 
bearing  on  the  upper  abdomen  per  se. 

Probably  the  most  frequent  causes  of  up- 
per abdominal  pain  which  have  no  dependen- 
cy on  the  intra-abdominal  lesions  are  various 
types  of  intra-thoracic  disease.  They  may 
present  symptoms  of  either  acute  or  chronic 
upper  abdominal  disease.  Coronary  occlu- 
sion with  epigastric  symptoms,  is  one  of  the 
most  common  conditions  simulating  upper 
abdominal  surgical  conditions,  because  of  the 
exclusion  of  thoracic  signs.  Nevertheless  we 
still  hear  of  people  dying  of  acute  indigestion 
because  they  have  nausea,  vomiting,  shock, 
which  progresses  and  terminates  in  death. 
People  do  not  die  of  acute  indigestion  or 
acute  gastritis  or  whatever  you  please  to  call 
it.  On  the  other  hand  it  requires  consider- 
able diagnostic  ability,  sometimes,  to  differ- 
entiate between  coronary  occlusion,  acute 
cholycystitis  or  acute  pancreatitis,  or  rup- 
ture of  gallbladder.  An  E.K.G.  will  not  show 
changes  for  some  hours  after  closure  has 
taken  place. 

In  angina  pectoris  the  pain  classically  re- 
ferred to  the  shoulder,  down  the  arm  or  up 
into  the  neck  may  take  another  pathway 
and  cause  pain  or  discomfort  in  the  epigas- 
trium.. This  may  closely  resemble  the  pain 
that  comes  with  gallbladder  disease  and  if  it 
appears  in  a fat  middle  aged  man  who  is 
belching  air  it  may  be  quite  difficult  to  dif- 
ferentiate from  an  acute  gallbladder. 

Acute  basal  pleurisy  with  involvement  of 
the  diaghragm  may  produce,  if  on  the  right 
side,  acute  upper  abdominal  pain,  and  usually 
accompanied  by  fever  and  leucocytosis  may 
simulate  an  acute  disorder  of  the  gall- 
bladder or  ducts.  An  acute  pneumothorax 
may  make  the  examiner  suspect  an  abdom- 
inal condition.  This  condition  should  be 
relatively  easily  diagnosed  if  the  examina- 
tion is  thorough.  Parenthetically  it  should 
be  observed  here  that  in  the  diagnosis  of  any 
pain  in  the  abdomen  the  examination  should 
be  complete  and  full  and  not  limited  to  the 
painful  area.  Musser  reports  a case  of  peri- 
carditis with  pain  in  left  upper  quadrant 
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which  was  not  diagnosed  until  a pericardial 
friction  rub  was  heard  after  24  hours. 

An  aneurysm  sometimes  causes  chronic 
pain,  when  it  is  situated  just  above  the  dia- 
phragm pressing  on  nerve  roots  which  have 
branches  to  the  abdominal  parietes.  A dis- 
secting aneurym  may  cause  intensely  severe 
pain,  with  shock  and  cause  the  examiner  to 
think  an  acute  surgical  condition  is  present 
in  the  upper  abdomen.  There  are  times  when 
subacute  bacterial  endocarditis,  with  em- 
bolic phenomena,  produces  very  severe  upper 
left  abdominal  pain. 

According  to  Libman,  toxic  foci  may  pro- 
duce hyperemia,  edema  and  spasm  which 
would  in  turn  produce  abdominal  pain.  He 
says  that  an  attack  of  sinusitis,  as  an  ex- 
ample, can  cause  sigmoidal  spasms  which  in 
turn  may  produce  pyloric  spasm.  Lead 
poisoning  may  cause  severe  upper,  as  well  as 
general  abdominal  pain,  which  of  course  is 
due  to  an  associated  intestinal  physiologic 
disturbance,  results  of  spasm,  and  does  not 
have  an  anatomic  basis  within  the  intestine 
to  explain  the  pain.  In  other  words,  it  de- 
pends primarily  on  the  lead  circulating  in 
the  blood  stream  and  not  on  a pathologic 
condition  within  the  abdomen. 

Fears,  worries,  conflicts,  maladjustments, 
repressions,  inhibitions  and  general  emo- 
tional instability,  according  to  Paullin,  are 
causes  of  many  abdominal,  upper  as  well  as 
lower,  exploratory  operations.  Neurotic  in- 
dividuals may  have  a pathologic  basis  for 
their  symptoms.  Often  it  is  very  minor  in 
character,  but  the  subjective  symptoms  be- 
come accentuated  out  of  all  proportion  in  con- 
trast to  the  normal  person  without  hyper- 
sensibility. 

The  hysterical  patient  may  have  pain  here, 
there  or  anywhere.  It  is  not  uncommon  to 
observe  patients  who  suffer  from  hysteria 
who  have  been  operated  on  for  non-existant 
gastric  ulcer  or  gallbladder  disease  or  what 
not.  Dr.  Alverez  has  very  interesting  evi- 
dence of  this  group  of  patients  who  have 
scars  from  two,  three  or  four  abdominal  op- 
erations and  still  suffer  with  their  original 
complaint. 

Referred  pain  from  cord  tumors  are  listed, 
by  Temple  Fay,  as  an  occasional  cause  of 
unnecessary  abdominal  operations  because 
the  diagnosis  has  been  missed.  Kiefer  men- 
tions chronic  arachnoiditis  as  a condition  of 


the  cord  which  causes  abdominal  pain  and 
which  may  very  well  be  misdiagnosed. 

Osteoarthritis,  because  of  root  irritation, 
with  subsequent  pain  in  the  upper  abdominal 
wall  may  simulate  an  intra-abdominal  lesion. 
Carnett’s  method  is  that  of  having  the  pa- 
tient tighten  the  muscles  of  the  abdominal 
wall  with  forced  rigidity  of  the  muscles. 
With  this  defense,  he  claims,  intra-abdominal 
conditions  are  not  going  to  prove  painful  to 
palpation,  but  on  the  other  hand  if  the  ab- 
dominal muscles  are  relaxed,  intra-abdominal 
conditions  are  going  to  cause  tenderness  and 
discomfort.  If  there  is  neuralgia,  pinching 
of  the  skin  and  subcutaneous  fat  with  con- 
siderable force,  will  cause  rather  severe  dis- 
comfort, whereas  if  the  condition  is  depend- 
ent upon  an  intra-peritoneal  involvement  the 
pain  is  minimal  or  absent. 

Herpes  Zoster,  before  vesiculation,  may 
produce  pain  simulating  an  abdominal  lesion 
and  it  is  to  be  remembered  that  often  long 
after  the  skin  expressions  have  disappeared 
pain  remains. 

The  pituitary  may  produce  upper  abdomin- 
al pain  through  increased  gastric  motility, 
pyloric  spasm  and  reversed  peristalsis, 
physiologic  reactions  which  are  observed  in 
experimental  animals  after  the  injection  of 
pituitary  extract. 

Musser  reports  a case  of  Henoch’s  pur- 
pura which  had  associated  with  it  the  symp- 
toms of  purpura,  severe  upper  abdominal 
pain  and  vomiting  of  blood.  She  was  sent 
to  the  operating  room  with  a diagnosis  of 
ruptured  gastric  ulcer  and  operated  on.  Be- 
cause of  the  tendency  to  bleed  it  was  im- 
possible to  control  the  hemorrhage  and  she 
died.  He  also  reports  another  case,  that  of 
a physician  who  had  a lesion  of  the  stomach, 
which  by  x-ray  was  highly  suspicious  of  ul- 
cer. This  patient  had  had  cerebral  claudica- 
tion and  a hypertension  which  was  quite 
marked,  and  the  abdominal  pain  had  been  re- 
lieved by  nitrites.  This  patient  had  had  his 
pain  off  and  on  for  two  years,  and  had  never 
been  relieved  by  alkalies.  Gastric  secretions 
were  normal.  Musser  is  of  the  opinion  that 
this  represents  a typical  case  of  spasm  in  one 
or  another  of  the  vessels  of  the  splanchnic 
circulation  producing  pain,  and  comparable  to 
the  spasm  which  occurs  in  the  cerebral  ves- 
sels or  the  coronaries  or  the  vessels  of  the 
legs. 


Volume  30 
Number  1 


MEDICAL  CONDITIONS  IN  UPPER  ABDOMEN:  CONRAD 


13 


Periarteritis  nodosa  is  an  inflammatory 
disease  of  the  smaller  blood  vessels  charac- 
terized by  sepsis,  neuritis,  general  weakness, 
and  if  the  abdominal  blood  vessels  are  af- 


fected marked  pains  in  the  abdomen  are 
present.  At  times  abdominal  symptoms  are 
so  severe  that  an  acute  surgical  condition 
may  be  suggested. 


* * ❖ 


IN  THIS  ISSUE 


THE  ROLE  played  by  the  vitamins  in  the 
processes  of  nutrition  is  a matter  of  interest 
to  every  practicing  physician.  We  present 
the  paper  read  by  Dr.  Aron  at  the  last  An- 
nual Sessions  of  our  Association.  Dr.  Aron 
interprets  the  clinical  implications  of  our  ac- 
cumulated knowledge  of  the  vitamins.  See 
page . 5 

A PRACTICAL  discussion  on  the  surgical 
abdomen  is  part  of  a symposium  held  at  the 
last  Annual  Sessions  in  Omaha.  The  first 
paper  is  by  Dr.  A.  A.  Conrad  of  Crete.  You 
will  find  it  on  page.. . 11 

THE  SECOND  paper  is  by  Dr.  W.  L. 
Sucha  of  Omaha  under  the  title,  “Upper  Ab- 
dominal Pain  in  Trauma,”  on  page 14 

THIRD  is  a clear  discussion  of  pelvic  con- 
ditions simulating  upper  abdominal  surgical 


conditions  by  Dr.  Geo.  F.  Hoffmeister,  on 
page . 17 

AND  biliary  and  pancreatic  pathology, 
often  a confusing  condition,  especially  in  in- 
terpretation of  upper  abdominal  pain.  A 
comprehensive  discussion  on  this  subject  is 
submitted  by  Dr.  H.  S.  Andrews  of  Minden 
on  page 19 

AT  THE  recent  meeting  of  the  North  Cen- 
tral Coilference  in  Minneapolis,  Dr.  L.  W. 
Larson,  President  of  the  Conference,  read  a 
paper  which  should  stimulate  the  thought 
of  every  physician.  Mr.  Merrill  C.  Smith, 
our  Executive  Secretary,  was  kind  enough  to 
bring  a copy  of  the  paper  and  to  obtain  per- 
mission from  Dr.  Larson  to  publish  it.  Read 
it,  study  it  and  think  it  over.  It  is  on 
page.. 21 


Upper  Abdominal  Pain  in  Trauma" 

W.  L.  SUCHA,  M.D. 

Omaha,  Nebraska 


The  traumatic  surgeon  is  confronted  with 
a multiplicity  of  problems  when  his  recently 
injured  patient  complains  of  pain  in  the  up- 
per abdomen  (without  a penetrating  wound 
which  is  to  be  dealt  with  later). 

His  first  responsibility  is  to  decide  whether 
the  pathology  is  abdominal,  thoracic,  or  re- 
ferred. This  differentiation  in  itself  can  be 
anything  but  simple  even  with  the  assist- 
ance of  all  the  diagnostic  aids  at  one’s  dis- 
posal including  time,  but  when  time  is  sacred 
as  it  often  is  in  these  cases,  and  there  arc 
only  the  patient  and  the  doctor’s  natural 
senses  to  do  with,  even  this  first  decision  can 
well  tax  the  judgment  of  the  most  skillful 
and  experienced  surgeon. 

Having  made  this  differentiation  and  de- 
cided in  favor  of  pathology  in  the  upper  ab- 
domen the  question  now  is:  Has  the  patient 
a ruptured  liver,  a ruptured  spleen,  a rup- 
tured stomach  or  other  viscus,  mesenteric 
thrombosis,  a ruptured  pancreas  or  kidney, 
or  perhaps  a ruptured  thorasic  duct. 

A history  of  the  patient  if  obtainable  may 
help.  Type  and  mechanism  of  the  injury 
is  very  important.  Was  there  a sharp  blow 
by  a blunt  object,  a blow  from  a fist,  a kick 
by  a horse,  thrown  against  a steering  wheel, 
etc.  ? Was  the  patient  squeezed,  if  so  was  it 
(A.P.  or  lateral)  or  was  he  jack-knifed? 

A sharp  blow  is  most  apt  to  injure  one  of 
the  solid  organs,  liver,  spleen,  kidney,  pan- 
creas or  mesenteric  vessel.  The  locality  of 
the  blow  can  be  very  helpful.  An  A.  P. 
squeeze  is  more  apt  to  rupture  a hollow  vis- 
cus; a lateral,  the  spleen  or  kidney;  whereas 
a jack-knifing  although  it  usually  injures 
the  spine  can  especially  in  the  obese  patient, 
cause  almost  any  of  the  above,  particularly 
rupture  of  the  liver,  diaphragm,  stomach 
or  bladder. 

Findings:  First,  determine  if  the  patient 

is  in  shock  or  if  he  is  hemorrhaging  or  both, 
and  institute  treatment.  This  is  important 
as  it  will  greatly  influence  the  whole  future 
procedure.  Early  differentiating  points  are : 

SHOCK 

1.  Patient  calm,  not  too  interested  in  his 
surroundings  or  attention. 

*Read  before  the  76th  Annual  Assembly  of  the  Nebraska 
State  Medical  Association,  Omaha,  May,  1944. 
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2.  Skin  damp,  clammy,  cold. 

3.  Color:  ashen,  ears  and  lips  may  be 
cyonotic. 

4.  Will  remain  covered ; may  ask  for  cov- 
ers; breathes  normally  or  shallow. 

HEMORRHAGE 

1.  Apprehensive,  quizzical  demanding 
and  scared. 

2.  Skin  dry;  may  feel  warmer. 

3.  Stony  white,  lips  pale  . 

4.  Throws  off  covers,  wants  window 
opened;  breathes  deep;  wants  more  air. 

Blood  pressure  is  not  too  dependable  be- 
cause it  may  be  zero  due  to  primary  shock 
and  not  mean  a great  deal.  Generally  speak- 
ing a late  sign  in  either  shock  or  hemor- 
rhage. 

If  the  patient  is  found  to  be  in  shock  but 
not  bleeding  it  tends  to  rule  out  rupture  of 
the  liver  or  spleen.  Sharp  rigidity  points 
to  a viscus  or  mesentary  (here  history  of 
ulcer  influences).  Doughy  abdomen  indi- 
cates abdominal  bleeding.  If  the  patient 
shows  definite  signs  of  hemorrhage  and  also 
has  a sharp  rigidity  the  indications  point 
definitely  to  a ruptured  viscus  with  severe 
bleeding.  X-ray  flat  plate  can  be  a valuable 
aid  if  it  shows  a gas  bubble  beneath  the  dia- 
phragm; if  negative,  however,  it  does  not 
disprove  anything. 

Chest  conditions  causing  upper  abdominal 
pain  may  be  (1)  fracture  of  lower  ribs  at,  or 
near  diaphragm  attachments;  (2)  puncture 
or  tear  in  the  diphragm;  (3)  puncture  of 
base  of  the  lung;  (4)  hemorrhage  into  the 
mediastinum. 

1.  Fracture  or  severe  trauma  to  the 
chest  wall  low  enough  to  traumatize  the  dia- 
phragm and  produce  pain  and  rigidity  of  the 
upper  abdomen,  is  sure  to  be  accompanied 
by  painful  breathing.  If  this  is  not  com- 
plained of.  there  will  still  be  the  inspiratory 
catch  or  grunt,  not  unlike  the  expiratory 
grunt  in  children  with  pneumonia. 

2.  Puncture  or  tear  of  the  diaphragm; 
since  penetrating  wounds  are  all  explored 
preoperative  diagnosis  is  not  so  imperative. 
However,  even  a puncture  wound  of  the  dia- 
phragm will  cause  an  almost  immediate  dia- 
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phragmatic  pleurisy  with  painful  catch  in 
breath  and  often  pain  referred  to  the  outer 
triangle  of  the  neck.  A rupture  of  the  dia- 
phragm if  large  enough  to  admit  herniation 
of  abdominal  contents  produces  profound 
shortness  of  breath  with  breathing  shallow, 
limited  to  the  upper  lung  in  direct  contrast  to 
the  long,  deep  breathing  of  air  hunger  pro- 
duced by  hemorrhage. 

3.  Punctured  lung  is  accompanied  by 
bloody  froth,  and  bloody  sputum  if  the  pa- 
tient is  conscious  enough  to  cough. 

4.  Hemorrhage  into  the  mediastinum.  I 
know  of  no  classical  signs  by  which  to  recog- 
nize this  condition  early.  These  patients  are 
apprehensive  of  impending  death,  and  later 
develop  broad  central  dullness  on  percussion. 

5.  Rupture  of  the  pancreas  is  not  com- 
mon and  rarely  diagnosed  pfer  se.  There  is 
one  sign  that  might  cause  suspicion  of  pan- 
creatic injury  and  that  is  marked  shock  and 
a pain  that  is  very  severe  and  goes  through 
and  through  not  unlike  a severe  spinal  in- 
jury. Kidney  injury  usually  is  not  too  pain- 
ful. The  patient  soon  shows  signs  of  blood 
loss  and  bloody  urine. 

REFERRED  UPPER  ABDOMINA  PAIN 

Any  and  all  of  the  symptoms  of  intra- 
abdominal  damage  (except  hemorrhage)  can 
result  from  injury  to  the  spine  and  nerve 
roots.  Compression  fracture  frequently 
manifests  abdominal  symptoms  only.  There 
may  be  pain,  rigidity,  very  early  distension 
and  nausea.  Here  however,  we  do  not  find 
localized  tenderness  and  although  the  pa- 
tient may  be  quite  rigid  it  is  not  the  reflex 
type  of  rigidity  but  more  of  the  breath  hold- 
ing type  and  is  not  accompanied  by  reflex 
muscle  spasm.  The  pain,  if  carefully 
analyzed,  is  found  to  be  of  a girdling  type, 
or  of  late,  due  to  the  distension.  Disloca- 
tion or  fracture  dislocation  is  more  apt  to 
have  sufficient  local  pain  in  the  back  to  call 
the  attention  to  that  point,  and  any  abdom- 
inal pain  is  more  apt  to  be  limited  to  the 
area  of  two  or  possibly  three  nerve  roots  of 
one  side. 

Herniation  of  one  of  the  mid-dorsal  discs 
will  give  a picture  similar  to  compression 
fracture  together  with  girdling  pain  follow- 
ing the  insulted  intercostal  nerve  or  nerves. 
It  is  not  too  infrequent  that  in  a fracture 
of  the  neck  of  the  femur  or  of  the  pelvis 
the  predominating  complaint  is  distention 
and  pain  in  the  abdomen.  The  reason  for 


the  distressing  and  frequently  treatment- 
resisting  distention  of  the  abdomen  which 
occurs  with  injuries  to  the  spine,  hips,  and 
pelvis,  is  not  too  well  explained,  but  un- 
doubtedly is  the  result  of  some  sympathetic 
nervous  system  insult.  Treatment  must  be 
based  entirely  on  the  diagnosis  and  condi- 
tion of  the  patient. 

In  my  opinion  the  primary  requisite  with- 
out which  no  one  should  undertake  the  treat- 
ment of  an  injured  patient  with  severe  up- 
per abdominal  symptoms  is  the  ability  to  dif- 
ferentiate between  shock  and  hemorrhage.  I 
have  been  asked,  why?  Is  not  the  treat- 
ment about  the  same?  Primarily  it  is  not 
much  different,  but  in  regard  to  use  of  mor- 
phine it  is  entirely  different.  Morphine  can 
be  beneficial  to  shock  if  pain  is  a factor  only; 
always  good  for  hemorrhage  if  in  small 
doses.  In  shock,  replacement  therapy  is 
carried  on  to  full  replacement  of  blood  fluids 
and  proteins  together  with  adrenal  cortex, 
if  the  case  is  severe  enough  to  warrant  it; 
stimulation  of  the  vegetative  nervous  system 
by  the  injection  of  K salts  into  the  cistern 
after  the  method  of  Lena  Stern  of  Moscow. 
In  hemorrhage,  however,  replacement  is  apt 
to  be  only  transient,  unless  the  source  of  loss 
is  stopped.  Frequently  the  surgeon  is  forced 
to  operate  very  bad  risks  in  order  to  stop 
such  a leak.  Primary  shock  must  have 
passed  in  all  cases  before  surgery  is  under- 
taken, and  treatment  for  shock  continued 
during  the  operation. 

The  three  cardinal  indications  for  early 
surgery,  are  first,  a diagnosis  of  a ruptured 
viscus ; second,  continuing  hemorrhage ; 
third,  all  penetrating  wounds  of  the  abdom- 
inal wall  (even  without  any  intraabdominal 
symptoms).  The  operator  must  be  quali- 
fied and  ready  to  cope  with  anything  from 
the  purse  stringing  of  a small  intestinal 
wound  to  a massive  resection.  He  must  have 
the  necessary  judgment  to  know  whether 
to  resect  or  exteriorize,  able  to  suture  a rent 
liver,  remove  a spleen  or  kidney  or  ligate 
a thoracic  duct.  (A  rupture  of  the  thoracic 
duct  will  result  in  free  chyle  in  the  abdomen. 
Left  open  patient  will  die,  ligated  the  patient 
has  a fair  chance  of  recovery). 

If  the  diagnosis  is  that  of  a spinal  injury, 
intelligent  handling  of  the  condition  is  im- 
perative if  the  patient’s  best  interest  is  to 
be  served.  If  neurological  damage  is  pres- 
ent its  extent  and  nature  must  be  deter- 
mined. If  none  is  present  it  must  be  pre- 
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vented.  In  the  absence  of  paralysis  and  un- 
til complete  diagnosis  of  the  spinal  lesion  is 
made  I know  of  no  safer  immediate  treat- 
ment than  immobilization  on  a canvas  frame, 
maintain  quiet  by  relief  of  pain  and  nervous- 
ness, even  postponing  x-ray  until  one  is  sure 
there  is  no  actual  pathology  in  the  abdomen. 


Only  after  the  absence  of  intra-abdominal 
pathology  has  been  proven,  manipulations, 
casts  and  treatment  of  the  distention  may 
be  instituted.  For  the  latter,  I like  Pitressim, 
1 ampule,  followed  by  ampule  every  four 
hours  until  relieved.  Prostigmine  acido- 
coline  Bromide  are  also  extensively  used. 


* * * 


EARLY  PHYSICAL  FITNESS  TRAINING 
SHORTENS  CONVALESCENCE 

Physical  fitness  tests  given  AAF  cadets  recover- 
ing from  acute,  uncomplicated  upper  respiratory 
diseases  to  determine  when  it  was  safe  and  bene- 
ficial for  them  to  participate  in  physical  training 
programs  revealed  that  they  could  do  so  earlier  than 
had  been  commonly  believed  and  that  the  participa- 
tion reduced  hospitalization  time,  Peter  V.  Karpo- 
vich, M.D.,  Randolph  Field,  Texas;  Lieutenant  Col- 
onel Merritt  P.  Starr,  Medical  Corps,  A.  U.  S.,  and 
Captain  Raymond  A.  Weiss,  Air  Corps,  A.  U.  S.,  re- 
port in  The  Journal  of  the  American  Medical  As- 
sociation for  December  2. 

The  tests,  which  were  given  417  cadets  and  stu- 
dents convalescing  from  primary  atypical  pneumon- 
ia, influenza,  tonsillitis  and  other  upper  respiratory 
infections,  consisted  of  stepping  up  and  down  on  a 
20  inch  box  at  a cadence  and  for  a period  of  time 
which  were  increased  for  each  of  three  tests. 

It  was  found  that  three  days  after  an  acute  fever 
of  two  and  a half  days’  duration  a cadet  could  pass 
a physical  fitness  test  equivalent  to  walking  up  to  a 
height  of  20  feet  and  down  again  in  thirty  seconds 
(approximately  to  the  third  floor  of  an  average 
building).  One  and  a half  additional  days  after 
fever,  the  convalescent  cadet  could  pass  a physical 
fitness  test  equivalent  to  climbing  200  feet  and 
coming  down  in  five  minutes  (approximately  to  the 
twenty-first  floor).  After  three  more  days  he  could 
pass  the  test  for  discharge  to  full  military  duty. 

Those  passing  the  first  test  took  mild  calisthenics 
in  the  ward  and  those  passing  the  second  and  third 
tests  participated  in  outdoor  physical  training. 

The  importance  of  physical  training  is  empha- 
sized by  the  finding  that  men  with  a high  degree  of 
physical  fitness  retained  a high  level  throughout 
their  illness,  the  investigators  say. 


NEW  METHOD  FOR  REDUCING  EXCRETION 
OF  PENICILLIN 

A method  whereby  the  amount  of  penicillin  re- 
quired for  effective  treatment  can  be  reduced  or  the 
concentration  of  the  drug  in  the  blood  stream  can  be 
maintained  and  which  had  previously  been  tried  suc- 


cessfully on  dogs  has  been  found  satisfactory  for 
human  beings,  Karl  H.  Beyer,  M.D.;  Harrison  Flip- 
pin,  M.D.;  W.  F.  Verwey,  D.Sc.,  and  Roland  Wood- 
ward, B.S.,  Glenolden,  Pa.,  report  in  The  Journal  of 
the  American  Medical  Association  for  December  16. 

One  of  the  disadvantages  of  penicillin  treatment 
is  the  great  rapidity  with  which  the  drug  clears 
from  the  blood  stream  and  appears  in  the  urine.  In 
the  new  method  the  penicillin,  in  a solution  of  sodi- 
um para-aminohippuric  acid  instead  of  in  a glucose 
solution,  is  administered  continuously  into  a vein. 
Para-aminohippuric  acid  is  a member  of  a group  of 
compounds  which  increase  the  excretion  of  urine. 

The  four  investigators  explain  that  when  the 
compound  is  administered  simultaneously  with  peni- 
cillin it  competes  with  penicillin  for  the  same  excre- 
tory mechanism  in  the  kidneys.  By  so  doing  the  rate 
of  elimination  of  penicillin  by  the  kidneys  is  much 
reduced  thereby  slowing  considerably  the  rate  of  fall 
of  the  concentration  of  penicillin  in  the  blood 
stream.  The  original  work  was  done  on  dogs. 

“In  view  of  the  widespread  interest  in  this  re- 
search,” the  four  men  say,  “and  the  implications  of 
the  possible  therapeutic  efficacy  of  the  combination, 
it  was  decided  to  obtain  data  on  a few  patients  to 
determine  whether  the  simultaneous  administration 
of  para-aminohippuric  acid  with  penicillin  did  pro- 
duce an  elevated  plasma  concentration  of  the  anti- 
biotic agent.  Such  a program  would  also  permit  us 
to  study  the  patients  carefully  for  any  untoward  re- 
actions to  the,  therapy  so  that  we  might  be  able  to 
call  these  effects  to  the  attention  of  other  investi- 
gators. 

The  tests  were  made  on  9 patients.  In  every  in- 
stance the  administration  of  para-aminohippuric 
acid  with  penicillin  caused  at  least  a twofold  in- 
crease in  the  plasma  level  of  penicillin.  The  penicil- 
lin concentration  was  in  direct  relationship  to  the 
para-aminohippuric  acid  concentration.  When  the 
latter  was  highest  the  penicillin  level  was  increased 
more  than  fivefold. 

“The  combination  of  penicillin  and  para-amino- 
hippuric acid  therapy,”  the  investigators  say,  “can- 
not be  said  to  have  influenced  deleteriously  the 
physical  condition,  the  blood  picture  or  the  illness  of 
any  of  the  patients.  . . .” 


Pelvic  Conditions  Causing-  Symptoms 
Simulating  a Surgical  Upper 
Abdomen* 

GEORGE  W.  HOFFMEISTER,  M.D. 

Imperial,  Nebraska 


It  is  unusual  for  pathologic  conditions  in 
the  pelvis  to  cause  symptoms  that  simulate 
surgical  lesions  in  the  upper  abdomen. 

Considerable  accuracy  in  the  diagnosis  of 
pelvic  conditions  is  possible.  The  diagnosis 
of  pathology  in  the  pelvis  is  usually  arrived 
at  after  careful  history-taking,  a bi-manual 
vaginal  examination,  and  the  inspection  of 
the  vagina  and  cervix  through  a speculum. 
Utilization  of  smears,  cultures,  biopsy, 
serological  tests  and  the  sound  and  cysto- 
scope  may  be  added  as  one’s  judgment  indi- 
cates. 

In  addition,  pneumoperitoneum  and  roent- 
genographic  diagnosis  may  be  a necessary 
method  of  precision  to  reduce  errors  to  the 
minimum. 

In  spite  of  these  aids,  errors  or  difficul- 
ties in  diagnosis  arise  in  those  patients  in 
which  such  factors  as  extreme  obesity, 
marked  distention,  rigidity  of  the  abdominal 
wall  or  poor  cooperation  on  the  part  of  the 
patient  make  the  examination  unsatisfac- 
tory. Problems  are  also  encountered  when 
the  symptoms  and  physical  findings  caused 
by  the  pathology  are  atypical  of  the  classical 
clinical  picture. 

The  following  are  some  of  the  pathologic 
pelvic  conditions  which  might  present  symp- 
toms that  could  be  confused  with  those  of 
surgical  lesions  of  the  upper  abdomen: 

A ruptured  tubal  pregnancy  with  the  sud- 
den irritation  of  the  parietal  peritoneum 
caused  by  the  spilling  of  blood  into  the  cav- 
ity results  in  the  abrupt  onset  of  acute  pain. 
This  pain  is  frequently  generalized  over  the 
entire  abdomen,  and  in  addition  to  the 
muscle  guarding  which  accompanies  this 
pain,  there  are  evidences  of  blood  loss  with 
shock,  pallor,  sweating,  anxiety,  soft  rapid 
pulse,  restlessness  and  at  times  even  air 
hunger. 

We  have  here  a combination  of  the  symp- 
toms of  perforation,  hemorrhage  and  aseptic 
peritonitis  which  could  result  as  well  from 
the  perforation  of  any  viscus  or  organ  in  the 
upper  abdomen  such  as  the  stomach,  gall- 

*Read  before  the  76th  Annual  Assembly  of  the  Nebraska 
State  Medical  Association,  Omaha,  May,  1944. 


bladder,  duodenum,  or  it  may  simulate  an 
acute  pancreatitis  with  its  severe  shock  and 
collapse. 

The  acute  pain,  shock  and  symptoms  of 
hemorrhage  at  the  time  of  the  rupture  quite 
frequently  prevent  a satisfactory  pelvic  ex- 
amination and  in  some  cases  the  pelvic  ex- 
amination is  absolutely  negative.  The  preg- 
nant tube  may  be  so  slightly  enlarged,  not- 
withstanding the  fact  that  a perforation  of 
its  wall  is  causing  serious  hemorrhage,  that 
palpation  reveals  nothing. 

A very  considerable  amount  of  free  blood 
in  the  peritoneal  cavity  may  be  unrecogniz- 
able by  any  method  of  physical  examination. 
Under  these  conditions,  reliance  must  be 
based  mainly  on  the  subjective  symptoms 
and  history. 

Lewis  says  that  in  recent  years  a correct 
diagnosis  was  made  in  72%  of  the  cases  in 
Johns-Hopkins  hospital.  It  is  in  the  remain- 
ing 28%  that  symptoms  may  be  confused 
with  those  of  other  abdominal  lesions.  The 
free  blood  by  irritation  may  cause  referred 
pain  in  the  epigastrium  under  either 
the  costal  margin  or  behind  the  sternum. 

If  the  blood  loss  is  sufficient  to  cause  some 
of  the  blood  to  reach  the  diaphragm,  the 
symptom  shoulder  top  pain,  so  characteristic 
of  perforation  of  peptic  ulcer,  may  be  pres- 
ent. In  the  cases  seen  late  by  the  surgeon 
or  in  those  where  the  diagnosis  has  been 
missed,  jaundice  may  appear  as  the  result  of 
the  intraperitoneal  extravasation  of  blood 
with  absorption  of  its  broken-down  products. 
The  escaped  blood  may  also  cause  a visceral 
response  in  the  organs  of  the  upper  abdomen 
by  irritation  of  their  peritoneal  coverings. 

A bleeding  corpus  luteum  cyst  or  a rup- 
tured Graafian  follicle  with  hemorrhage  may 
rarely  duplicate  the  above  chain  of  symp- 
toms. These  more  frequently  cause  symp- 
toms simulating  acute  appendicitis,  and  oc- 
casionally are  found  instead  of  appendicitis 
at  operation  planned  for  it.  Of  course  the 
diseased  appendix  can  produce  symptoms 
simulating  those  caused  by  almost  any  other 
lesion  in  the  entire  abdomen. 
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Large  ovarian  cysts  may  rupture  and  the 
cystic  fluid  may  set  up  almost  the  same  ir- 
ritation as  is  produced  by  extravasation  of 
blood.  Usually  the  history  of  a previous  tu- 
mor in  the  abdomen  is  of  help  in  differential 
diagnosis. 

More  common  than  rupture  is  torsion  of 
the  pedicle  of  an  ovarian  cyst.  Symptoms 
of  severe  generalized  abdominal  pain,  abrupt 
onset  accompanied  by  shock  and  rigidity  of 
the  abdominal  walls,  are  present  as  in  acute 
upper  abdominal  conditions.  A large,  flac- 
cid ovarian  cyst  may  simulate  abdominal  as- 
cites. Tumors  of  the  ovaries  occurring  in 
children,  as  well  as  in  adults,  often  cause 
great  abdominal  enlargement  extending  well 
into  the  upper  abdomen. 

Fibroid  tumors  of  the  uterus  with  twisted 
pedicle  also  present  symptoms  of  severe 
pain,  sudden  onset,  frequently  generalized, 
increasing  in  intensity  and  associated  with 
a progressive  toxicity  and  systemic  reac- 
tions. 

The  acute  pelvic  inflammations  are,  as  a 
rule,  more  apt  to  be  confused  with  acute  ap- 
pendicitis or  acute  diverticulitis  than  with 
upper  abdominal  lesions.  When  the  infection 
and  inflammation  spread  rapidly  out  of  the 
pelvis  with  the  development  of  a generalized 
peritonitis,  difficulty  may  be  found  in  deter- 
mining the  primary  causative  lesion. 

Certain  emergency  symptoms  may  arise 
during  pregnancy  which  make  the  diagnosis 
and  treatment  difficult.  There  are  no  doubt 
many  cases  in  which  the  pain,  nausea  and 
vomiting  are  caused  not  by  the  pregnancy 
but  by  gastrointestinal  trouble  entirely  in- 
dependent of  it.  The  symptoms  of  grave 
gastrointestinal  lesions  may  be  attributed  to 
the  pregnancy,  much  time  being  thereby 
lost  before  a correct  diagnosis  is  made. 

Some  of  the  more  important  signs  and  con- 
ditions requiring  investigation  are  vomiting, 
particularly  late  in  pregnancy;  jaundice  with 
epigastric  pain  and  vomiting;  marked  and 
continued  abdominal  pain  due  to  accidental 
concealed  hemorrhage;  acute  necrobiosis  of 
uterine  fibroids ; strangulated  ovarian  cysts ; 
and  acute  pain  with  nausea,  vomiting  and 
abdominal  rigidity  and  fever  due  to  acute  ap- 
pendicitis, intestinal  obstruction,  or  peri- 
tonitis. 

Pathologic  conditions  in  the  pelvis  not  re- 
lated to  the  female  reproductive  organs  and 
which  may  present  problems  in  diagnosis 


may  be  present  in  the  sigmoid.  Diverticu- 
litis, while  rare,  merits  consideration  in 
doubtful  cases.  Diverticulae  of  the  sigmoid 
in  which  perforation  is  followed  by  abscess 
formation  or  peritonitis,  cause  symptoms 
comparable  to  pelvic  inflammatory  disease. 
The  results  of  the  perforation  depend  on  the 
acuteness  of  the  ulcerative  process,  the 
amount  of  chronic  inflammatory  thickening 
and  the  presence  of  adhesions.  The  pro- 
tective adhesions  which  may  be  formed  in 
the  course  of  slow  inflammation  can  involve 
the  small  bowel,  causing  acute  or  chronic 
intestinal  obstruction.  The  inflammatory 
thickening  may  also  give  rise  to  twists,  kinks 
or  volvulus.  The  infection  from  the  perfora- 
tion rarely  causes  metastatic  suppuration  in- 
to the  liver,  with  resulting  symptoms  refer- 
able to  that  organ. 

Carcinoma  or  ulcerative  colitis  involving 
the  bowel  in  this  area  may  cause  a similar 
chain  of  symptoms.  Cancer  of  the  lower 
bowel  will  sometimes  give  rise  to  gastric 
symptoms  such  as  flatulence  and  indigestion. 
Any  patient  who  has  constipation,  diarrhea, 
indigestion,  dyspepsia  masquerading  under 
these  cognomens,  must  be  really  worked  but 
and  shown  not  to  have  cancer. 

Confusion  in  diagnosis  can  result  when  an 
upper  abdominal  lesion  such  as  an  ulcer  or 
gallbladder  perforates  and  by  the  spread  of 
contents  give  rise  to  pelvic  inflammation. 

Finally,  there  are  those  cases  difficult  to 
diagnose  in  which  there  is  disease  of  one  of 
the  pelvic  organs  as  well  as  disease  in  one  of 
the  organs  of  the  upper  abdomen.  The  clini- 
cal picture  in  such  instances  is  more  or  less 
confused  and  even  if  the  diagnosis  is  certain, 
it  is  often  difficult  to  decide  what  the  pro- 
cedure should  be  as  in  some  instances  the 
upper  abdominal  lesion  demands  immediate 
attention;  in  other  instances  the  primary 
approach  should  be  in  the  pelvis. 


THERE  IS  NO  CURE  FOR  LEUKEMIA 

“There  is  no  new  drug  which  offers  any  hope  in 
the  treatment  of  acute  leukemia,”  The  Journal  of  the 
American  Medical  Association  for  December  9 says 
in  answer  to  an  inquiry.  “Reports  of  cures  or  new 
treatments  of  leukemia  appear  frequently  in  the 
press.  The  index  of  one  large  newspaper  contains 
seven  reports  of  new  treatments  for  leukemia  in  the 
past  six  years;  none  of  these  have  proved  success- 
ful. If  a specific  agent  for  leukemia  is  discovered, 
it  would  undoubtedly  receive  prompt  recognition  in 
The  Journal.” 


Biliary  and  Pancreatic  Pathology  Causing 
Upper  Abdominal  Pain 

H.  S,  ANDREWS,  M.D. 

Minden,  Nebraska 


In  order  to  present  a comprehensive  pic- 
ture of  the  high  points  of  diagnosis  in  surg- 
ical diseases  of  the  liver,  gallbladder,  bile 
ducts  and  the  pancreas,  one  should  start  with 
the  presenting  symptoms  and  analyze  and 
evaluate  these  symptoms  and  signs  instead 
of  starting  with  the  name  of  a condition  and 
then  repeating  the  symptoms  in  a didactic 
or  academic  manner.  The  paramount  rea- 
son for  the  patient’s  visit  is  epigastric  pain. 
We  will  have  to  rule  out  many  possible  con- 
ditions and  differentiate  them  from  some  of 
the  other  diseases 'that  will  be  presented  by 
other  members  of  the  society  at  this  pro- 
gram. The  first  thing  to  consider  in  connec- 
tion with  epigastric  pain  is  gastrohepatic 
congestion  due  to  cirrhosis  of  the  liver  as  a 
result  of  congestive  disease.  This  of  course 
may  be  established  or  ruled  out  by  a care- 
ful examination  of  the  heart.  The  next  com- 
mon cause  of  gastric  pain  is  appendicitis. 
Then  comes  peptic  ulcer,  gall  stones,  ulcer 
of  the  stomach  or  duodenum,  gastric  cancer, 
pericarditis,  gastric  neurosis,  and  pancreati- 
tis. 

Acute  pencreatitis  should  be  thought  of  in 
abdominal  crises  or  painful  condition  of  the 
epigastrium.  The  rarity  of  this  condition 
often  accounts  for  mis-diagnosis.  Abdom- 
inal rigidity  comes  late  in  pancreatitis  com- 
pared with  perforated  ulcer  which  comes 
very  early.  Any  acute  abdominal  crises 
with  a flaccid  abdomen  of  twelve  hours  dura- 
tion is  suggestive  of  acute  pancreatitis.  If 
there  is  cyanosis,  falling  blood  pressure,  and 
subnormal  temperature  you  will  have  to  rule 
out  acute  pancreatitis  in  connection  with 
acute  abdominal  pain.  In  peptic  ulcer  the 
blood  pressure  rises,  fever  appears,  and  the 
abdomen  is  rigid;  in  cholecystitis  the  pain 
is  referred  to  the  right  side.  If  after  twelve 
hours  painful  rigidity  of  the  left  rectus  per- 
sists one  must  think  of  acute  pancreatitis. 
The  same  condition  holds  for  right  rectus 
muscle  rigidity  in  cholecystitis  but  symp- 
toms usually  develop  early.  In  intestinal  ob- 
struction the  vomiting  is  early  and  the  pain 
intermittent.  In  acute  pancreatitis  pain  is 
persisent  and  vomiting  is  delayed.  Mor- 
phine relieves  hepatic  colic  but  does  not  re- 

*Read  before  the  76th  Annual  Assembly  of  the  Nebraska 
State  Medical  Association,  Omaha,  May,  1944. 


lieve  the  pain  in  acute  pancreatitis.  Ob- 
structive conditions  of  the  pancreas  are  as- 
sociated with  diseases  of  the  common  duct 
and  jaundice  and  these  chronic  surgical  con- 
ditions of  the  pancreas  are  seldom  diagnosed 
until  the  abdomen  is  opened. 

When  acute  pancreatic  diseases  cannot  be 
distinctly  differentiated  from  biliary  condi- 
tions the  determination  of  diastase  in  the 
blood  serum  may  help.  In  pancreatitis  the 
blood  serum  diastase  becomes  elevated  within 
a few  hours  after  the  onset  of  the  disease 
and  is  the  highest  in  the  first  twelve  hours. 
This  test  can  be  done  within  an  hour.  Every 
surgeon  should  be  familiar  with  the  test. 
In  suspected  cancer  of  the  pancreas  the  pass- 
ing of  a duodenal  tube  after  emptying  the 
stomach  and  injecting  mecholyl  chloride  ac- 
cording to  the  method  of  Comfort  and  Oster- 
berg  with  a dose  of  15  milligrams  subcu- 
taneously will  yield  pancreatic  secretion  rich 
in  trypsin,  diastase  and  lipase  in  the  normal 
individual.  In  a patient  with  cancer  of  the 
pancreas  the  increase  in  these  enzymes  is 
only  slight. 

When  there  is  found  jaundice  there  is  al- 
ways known  to  exist  an  obstruction  to  the 
common  duct.  There  may  be  either  an 
acutely  inflammed  condition  of  the  gall- 
bladder or  an  obstruction  to  the  cystic  duct 
due  to  stone  or  stricture.  In  acute  chole- 
cystitis of  the  unobstructive  type  there  is 
acute  indigestion,  slight  fever,  definite  ten- 
derness and  rigidity  over  the  upper  right 
quadrant  of  the  abdomen  but  the  pain  is 
not  so  acute  as  to  require  morphine.  Of  the 
obstructive  type  of  cholecystitis  there  is  a 
sudden  biliary  colic  with  a stabbing  epigas- 
tric pain  accentuated  by  movement  of  the 
diaphragm;  with  vomiting  and  a history  of 
constipation.  There  may  be  severe  chills  but 
not  necessarily  a very  high  temperature. 
Jaundice  is  rare  in  acute  cholecystitis. 
The  patient  usually  presents  himself  after 
having  several  attacks  of  the  acute  obstruc- 
tive type  and  here  as  a rule  jaundice  is  pres- 
ent. By  careful  palpation  one  can  elicit 
definite  tenderness  and  sometimes  feel  the 
enlarged  gallbladder.  This  does  not  always 
indicate  stone,  but  from  the  history,  checked 
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by  cholecystography  one  can  safely  arrive 
at  a diagnosis. 

It  is  my  firm  belief  that  if  stone  is  pres- 
ent even  though  the  gallbladder  function  is 
not  impaired  surgery  is  indicated  because 
gall  stones  are  never  dormant  and  they 
should  be  considered  dangerous  because  mal- 
ignancy of  the  gallbladder,  while  rare,  can 
be  an  initial  lesion.  Dr.  Moynihan,  the  fa- 
mous British  surgeon,  often  said,  “Where  a 
diagnosis  is  difficult,  a chance  of  a life  saved 
is  so  important,  I always  advise  operation 
in  cases  of  chronic  disease  of  the  liver  with 
an  acute  exacerbation.” 

One  should  bear  in  mind  in  any  chronic 
condition  involving  the  liver  the  possibility 
of  ecchinocic  cyst  and  also  the  possibility  of 


amebic  abscess  of  the  liver  or  other  tropical 
diseases.  It  is  important  for  American  sur- 
geons to  become  familiar  with  these  infec- 
tions for  doubtless  with  the  return  of  our 
boys  of  the  armed  forces  from  the  tropics 
many  complications  of  these  various  tropical 
diseases  will  come  to  our  attention.  Many 
of  us  I am  certain  will  have  the  opportunity, 
through  careful  diagnosis  and  timely  treat- 
ment to  save  a life.  Dr.  Starr  Judd  once 
said,  “In  this  area,  the  size  of  the  palm  of  the 
hand  which  cover  the  bile  ducts,  the  gall- 
bladder, the  pancreas,  the  pylorus,  duoden- 
um, hepatic  flexure  of  the  colon,  the  right 
kidney  and  sometimes  the  appendix  it  is  not 
surprising  that  troubling  problems  occur  in 
diagnoses  in  the  area.  Here  a careful  his- 
tory should  never  be  neglected.” 


* ❖ * 


A.M.A.  TO  HOLD  1945  ANNUAL  SESSION 
IN  PHILADELPHIA  JUNE  18  TO  22 

The  Ninety-Fifth  Annual  Session  of  the  Ameri- 
can Medical  Association  will  be  held  in  Philadelphia 
June  18  to  22,  1945,  The  Journal  of  the  Association 
announces  in  its  November  25  issue.  This  session 
was  originally  scheduled  to  be  held  in  New  York 
June  11  to  15,  but  because  of  untoward  conditions 
growing  out  of  the  war  emergency  it  was  found  that 
needed  facilities  would  not  be  available  in  that  city. 

Commenting  on  the  Philadelphia  meeting,  The 
Journal  says  that  “Because  of  the  tremendous  de- 
mands on  the  hotels  for  rooms,  physicians  are  asked 
to  cooperate  by  refraining  from  making  a reserva- 
tion in  more  than  one  hotel,  also  by  limiting  their 
reservations  to  the  minimum  amount  of  space  that 
they  need  to  occupy.  Physicians  are  asked  to  share 
accommodations  by  utilizing  a double  room  with  an- 
other physician  whenever  that  is  convenient.  The 
medical  profession  of  Pennsylvania  and  of  Philadel- 
phia and  all  of  the  groups  in  Philadelphia  concerned 
in  the  holding  of  this  session  promise  to  do  their  ut- 
most to  aid  the  success  of  the  meeting.” 


THE  PREVENTION  OF  MEASLES 

Human  immune  serum  globulin,  one  of  the  frac- 
tion or  components  of  blood  plasma,  is  the  material 
of  choice  in  the  prevention  and  modification  of 
measles,  Morris  Greenberg,  M.D.;  Samuel  Frant, 
M.D.,  and  David  D.  Rutstein,  M.D.,  New  York,  re- 
port in  The  Journal  of  the  American  Medical  As- 


sociation for  December  9.  Their  report  is  based  on 
a study  of  the  comparative  effectiveness  of  human 
immune  serum  globulin,  which  they  call  gamma 
globulin,  and  of  placental  globulin,  obtained  from 
the  placenta.  The  use  of  placental  globulin  in  the 
prohpylaxis  of  measles  was  first  introduced  in  1933. 
Gamma  globulin,  one  of  the  discoveries  of  our  war 
research  program,  was  used  exclusively  by  our 
armed  forces  until  last  summer  when  a sufficient 
supply  became  available  for  its  distribution  to  the 
public. 

The  three  investigators  say  that  gamma  globulin 
was  administered  to  814  children  between  the  ages 
of  6 months  through  6 years  who  were  in  contact  in 
their  households  with  others  who  had  measles.  None 
developed  regular  measles,  78.7  per  cent  were  com- 
pletely protected  and  21.3  per  cent  had  modified 
measles.  Among  the  latter  92  per  cent  were  mild 
and  8 per  cent  moderate.  There  was  a tendency  for 
the  effectiveness  to  decrease  with  age.  Untoward 
reactions  were  rare. 

Placental  globulin  was  administered  to  90  similar 
contacts.  Severe  measles  occurred  in  23.3  per  cent, 
38.9  per  cent  were  completely  protected  and  37.7  per 
cent  had  modified  measles.  Among  the  latter  70 
per  cent  were  mild  and  30  per  cent  were  moderate. 
Reactions  occurred  in  41  per  cent  of  those  injected. 

In  a group  of  65  contacts  who  received  no  pro- 
phylaxis 83  per  cent  developed  measles,  31  per  cent 
being  severe,  12  moderate  and  10  mild. 

The  three  physicians  point  out  that  convalescent 
serum  for  measles  is  not  as  readily  available  and 
the  comparatively  large  doses  which  are  necessary 
make  its  use  unpractical. 


Responsibility  of  Medicine 

L.  W.  LARSON,  M.D., 

President,  North  Central  Medical  Conference 
Bismarck,  North  Dakota 


In  these  days  when  after  three  years  of 
total  war,  we  are  beginning-  to  see  a rift  in 
the  clouds  and  are  justified  in  the  hope  that 
the  war’s  end  is  not  too  far  distant,  it  is 
proper  that  all  groups  of  our  citizens  should 
be  thinking  of  the  postwar  period.  Our  pro- 
fession can  point  with  pride  to  its  contribu- 
tion to  the  war  effort.  Fully  sixty  thousand 
of  its  members  have  entered  the  military 
services  and  have  given  fully  of  their  talents, 
and  many  their  lives,  in  order  that  the  forces 
which  oppose  us  may  be  conquered  and  some, 
if  need  be,  destroyed.  Those  who  have  re- 
mained to  serve  the  home  front,  have  given 
their  all  to  supply  medical  service,  many 
with  sacrifice  of  health  and  even  of  life. 
What  will  the  world  be  like  when  this  holo- 
caust is  over?  To  what  kind  of  a United 
States  will  our  colleagues  who  are  in  the 
service,  return?  Will  the  practice  of  medi- 
cine as  our  predecessors  developed  it,  sur- 
vive, or  will  it  be  caught  in  the  tide  of  social 
change  that  has  been  swelling  for  a decade 
and  is  being  accentuated  by  the  war?  The 
answers  to  these  questions  may  of  neces- 
sity be  vague,  as  yet,  but  the  problems  these 
questions  raise  demand  the  careful  study  of, 
and  mature  judgment  in,  their  solution  by 
every  practitioner  of  medicine. 

The  medical  profession  is,  I believe,  com- 
mitted to  one  objective,  which  is  contained 
in  the  platform  of  the  American  Medical  As- 
sociation, “Availability  of  medical  care  of  a 
high  quality  to  every  person  in  the  United 
States.”  This  objective  implies  the  quality 
and  distribution  of  medical  care.  The  for- 
mer involves  medical  training,  undergradu- 
ate, graduate  and  postgraduate.  The  latter 
involves  economic  and  social  problems. 

Is  there  anything  wrong  with  the  quality 
of  American  medicine  today,  and  if  so,  can 
anything  be  done  about  it?  Having  gradu- 
ated in  medicine  only  twenty-two  years  ago, 
it  may  be  presumptuous  on  my  part  to  dis- 
cuss this  particular  phase  of  the  problem. 
However  the  nature  of  my  specialty,  Path- 
ology, and  the  interest  I have  tried  to  take  in 
the  public  relations  of  organized  medicine, 
and  in  medical  legislative  matters  in  my 
state,  have  led  me  to  the  conclusion  that  the 
standard  of  medical  practice  in  this  country 


is  not  what  it  should  and  could  be.  I will 
insist,  with  you,  that  it  is  the  best  in  the 
world.  But  is  that  good  enough?  One 
might  argue  that  our  shortcomings  are  com- 
pletely overshadowed  by  our  daily  successes, 
but  if  we  analyze  the  viewpoints  of  our 
critics,  who  both  in  and  out  of  government 
circles,  have  a powerful  influence  over  public 
opinion,  we  will  find  too  often,  I am  sorry  to 
admit,  that  they  have  either  had  an  unfor- 
tunate personal  experience  with  doctors  or 
know  of  some  friend  or  acquaintance  who  has 
had  one.  As  a rule  this  episode,  when  di- 
vulged, involves  a sin  of  omission  rather  than 
one  of  commission.  Too  many  early  cancers 
are  being  overlooked  because  the  physician 
either  did  not  know  the  early  signs  of  hidden 
malignancies  or  was  reluctant  to  refer  a pa- 
tient to  someone  else.  Diabetes  is  frequent- 
ly unrecognized  simply  because  a urinalysis 
was  not  done.  If  this  thesis  is  correct,  and  I 
believe  it  is,  we  must  assume  the  responsi- 
bility for  improving  the  standard  of  medical 
practice.  Surveys  among  medical  officers 
indicate  two  definite  opinions  in  their  minds ; 
the  overwhelming  majority  want  to  return 
to  private  practice  as  soon  as  possible,  and 
fully  eighty  per  cent  desire  a course  of  some 
sort  to  refresh  their  memories  of,  and  to  ac- 
quaint them  with  the  progress  made  in,  the 
diagnosis  and  treatment  of  civilian  ailments. 
A large  number  of  these  men,  possibly  fif- 
teen thousand  will  have  never  practiced  a 
day  when  they  are  released  from  the  service. 
The  remainder  have  dealt  almost  exclusive- 
ly, while  in  uniform,  with  age  groups  and 
medical  problems  which  will  be  uncommon 
in  their  private  practices.  Where  will  they 
go  for  their  postwar  courses,  short  or  long? 
The  Council  on  Medical  Education  and  Hos- 
pitals estimates  that  the  number  of  resi- 
dencies, especially  in  medicine  and  surgery, 
will  have  to  be  doubled.  This  will  mean  ef- 
fective cooperation  on  the  part  of  hospitals 
and  their  medical  staffs.  Hospitals  which 
trained  few  if  any  interns  or  residents  in  the 
past  will  have  to  take  stock  of  their  facili- 
ties and  expand  them  if  possible.  The  need 
for  an  effective  appeal  by  organized  medicine 
to  its  members  to  assist  in  this  great  effort  is 
apparent  if  the  returning  medical  officer  is 
to  receive  the  consideration  he  is  entitled  to, 
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and  the  public  he  will  later  serve  is  to  receive 
a high  quality  of  medical  service. 

Unfortunately  the  problem  does  not  end 
there.  The  rank  and  file  of  practitioneers 
in  civilian  practice,  both  middle  aged  and 
elderly,  must  be  encouraged  to  attend  medi- 
cal meetings  and  refresher  courses.  It  is 
the  responsibility  of  organized  medicine  to 
see  to  it  that  these  courses  and  meetings 
stress  the  practical  rather  than  the  theo- 
retical. Recourse  to  the  undergraduate  form 
of  teaching,  in  which  the  fundamentals  of 
diagnosis  and  treatment  are  emphasized 
again,  and  again  may  have  to  be  resorted 
to  in  many  instances. 

What  about  medical  education  of  the  fu- 
ture? I believe  we  not  only  have  the  right 
to  be  concerned  over  this  problem,  but  it  is 
our  duty  to  help  guide,  if  possible,  the  trends 
in  medical  education.  The  Council  on  Medi- 
cal Education  and  Hospitals  has  done  a mag- 
nificent job  in  eliminating  diploma  mills  and 
inferior  schools,  and  has  set  a high  standard 
for  the  present-day  medical  school  to  strive 
for.  But  has  the  medical  graduate  in  recent 
years  been  sufficiently  equipped  during  his 
schooling  and  hospital  experience  to  estab- 
lish and  maintain  a high  quality  of  medical 
service?  Is  there  any  virtue  to  the  argu- 
ment that  the  recent  graduate  has  been  ex- 
posed to  too  much  science  and  too  little  of 
the  practical,  and  that  the  “art”  of  medi- 
cine has  been  almost  entirely  neglected? 
From  experience  with  quite  a number  of 
medical  neophytes,  I believe  there  is.  Medi- 
cal educators  are  not  alone  to  be  blamed  for 
this  condition  for  they  are  subject  to  pres- 
sures from  all  sides  to  increase  the  scope  of 
work  to  be  covered,  and  especially  by  the 
tendency  of  us  all  to  judge  the  excellence  of 
a medical  school  by  the  research  and  papers 
it  turns  out  rather  than  the  knowledge  of 
practical  medicine  with  which  its  graduates 
leave  the  school.  It  would  seem  that  the 
time  has  come  when  the  doctors  of  this  na- 
tion should  interest  themselves  in  the  fu- 
ture of  medical  education  and  not  leave  it 
entirely  in  the  hands  of  deans  and  profes- 
sors, many  of  whom  have  had  little  or  no 
experience  in  the  private  practice  of  medi- 
cine. 

The  second  great  problem  confronting  the 
medical  profession  is  the  distribution  of 
medical  care.  Its  solution  involves  economic 
and  social  problems.  It  is  apparent  that  if 
the  present  wartime  prosperity  could  be  ex- 


tended into  the  postwar  period  we  would 
have  little  to  worry  about,  for  when  people 
have  plenty  of  money  to  spend,  and  especial- 
ly if  the  supply  of  luxury  items  is  limited, 
they  will  consult  their  physicians  freely  and 
will  pay  their  medical  bills  gladly.  How- 
ever, no  one  except  the  impractical  dreamer 
can  hope  for  anything  but  a return  of  dif- 
ficult times  unless  our  leaders  and  experts, 
in  and  out  of  government,  display  a greater 
talent  for  dealing  with  economic  problems 
than  they  have  in  the  past.  When  the  level- 
ing off  process  does  arrive,  sooner  or  later, 
there  will  be  increased  demands  for  exten- 
sions of  medical  services.  The  Wagner- 
Murray  Bill  in  its  present  form  will  probably 
be  defeated  but  there  will  be  other  health 
bills  introduced.  They  will  undoubtedly  fol- 
low the  trend  of  social  changes  which  is 
gradually  sweeping  the  world. 

What  are  the  causes  of  this  attack  upon 
the  private  practice  of  medicine,  and  is  it 
the  responsibility  of  medicine  to  remove 
them  ? One  factor  is  the  uneven  distribu- 
tion of  physicians  in  which  physicians  tend 
to  concentrate  in  the  larger  centers  of  popu- 
lation. The  emphasis  on  specialization  in 
medicine  has  been  a contributory  factor.  But 
the  absence  of  adequate  hospital  and  diag- 
nostic facilities  and  consultants,  plus  the 
desire  on  the  part  of  most  physicians  to  live 
near  to  recreational,  cultural,  and  education- 
al advantages  has  discouraged  young  physi- 
cians from  settling  in  small  communities.  It 
has  also  driven  many  practitioners  from  the 
small  community  to  the  larger  center.  In 
the  smallest  communities  the  refusal  of  the 
people  to  patronize  the  hometown  doctor  and 
their  tendency  to  drive  to  the  larger  centers 
for  medical  care  has  forced  the  physician  to 
move  elsewhere.  Will  the  plans  proposed  by 
the  United  States  Public  Health  Service  for 
the  establishment  of  diagnostic  centers  in 
the  smaller  communities  entice  physicians  to 
them  ? I doubt  it,  for  at  best  such  diagnostic 
centers  cannot  satisfy  all  the  objections  to 
this  type  of  practice.  Nor  will  they  insure 
the  patronage  of  the  citizenry  provided  it  has 
gasoline  and  tires  to  travel  to  the  larger 
centers  for  medical  care.  The  medical  pro- 
fession faces  the  responsibility  of  preventing 
ill-advised  cures  for  this  condition,  which  are 
being  proposed  by  some  high  government 
officials  and  loudly  acclaimed  by  the  “well 
doers.”  For  if  the  “plans”  materialize  and 
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then  fail,  the  profession  will  be  blamed  for 
their  failure. 

What  can  the  medical  profession  do  about 
this  problem  of  unequal  distribution  of 
physicians?  It  can  and  should  emphasize 
to  the  public  the  important  role  played  by 
the  general  practitioner  in  the  general  health 
picture.  It  can  also  encourage  the  develop- 
ment of  better  highways  for  the  farmers 
and  the  establishment  of  low  cost  ambulance 
service  so  that  any  person,  regardless  of  lo- 
cation, can  be  transported  to  a center  in  the 
matter  of  minutes  or  a few  hours.  In  addi- 
tion it  can  consider  ways  and  means  of  en- 
couraging young  medical  graduates  to  settle 
in  the  smaller  centers.  In  this  connection, 
the  great  length  of  time  necessary  at  present 
to  complete  a medical  education  and  the  ex- 
pense involved  has  led  some  to  believe  that 
the  problem  cannot  be  solved  unless  the  med- 
ical course  is  materially  shortened.  I would 
be  the  last  in  the  world  to  advocate  any 
change  in  this  respect  that  would  lower  the 
standards  of  medical  service,  but  I am  fear- 
ful that  some  such  change  will  be  forced 
upon  us  unless  we,  or  others,  do  something  to 
improve  the  situation. 

Another  factor  in  the  problem  of  dis- 
tribution of  medical  service  is  that  of  cost. 
Every  survey  of  public  opinion  upon  medical 
service  which  has  been  made  lately  indicates 
that  the  majority  of  the  people  want  some 
method  whereby  they  can  cushion  the  ex- 
pense of  a catastrophic  illness.  This  is  pre- 
cisely what  the  planners  would  do  through 
the  Wagner-Murray  Bill.  Is  it  the  responsi- 
bility of  medicine  to  provide  the  pattern  for 
prepaid  medical  insurance  and  to  subsidize 
it,  or  should  the  insurance  companies  assume 
this  responsibility  if  government  does  not  do 
it  ? Many  of  our  medical  leaders  are  earnest- 
ly opposed  to  it,  while  others  believe  that 
we  must  sponsor  our  own  plan  in  order  that 
the  control  of  medicine  will  remain  in  the 
physicians  hands.  The  decision  must  be 
made  only  after  all  the  problems  involved 
have  been  carefully  scrutinized  and  the  ex- 
perience of  established  service  plans  have 
been  studied.  Every  physician  must  voice 
his  opinion  before  a plan  is  instituted,  but 
after  it  is  adopted  and  placed  in  operation 
it  is  the  duty  of  every  physician  to  cooper- 
ate fully.  If  he  fails  to  do  so,  the  plan  will 
fail  and  the  profession  as  a whole  will  be 
discredited.  Until  private  insurance  com- 
panies enter  the  field  of  medical  service  in- 


surance, it  is  the  responsibility  of  medicine 
to  at  least  study  the  feasibility  of  physician- 
sponsored  plans,  and,  where  they  are  in  op- 
eration, to  support  them. 

I am  convinced  that  we  as  a profession 
must  improve  our  relations  with  public 
health  departments.  There  has  been  too 
much  tendency  in  the  past,  at  least  in  my 
state,  for  physicians  to  frown  on  any  exten- 
sion of  health  department  facilities.  I ap- 
preciate full  well  the  apprehension  on  the 
part  of  most  physicians,  that  such  exten- 
sions are  the  entering  wedge  to  state  medi- 
cine. In  some  instances  they  can  be  so  con- 
strued, but  in  most  instances  they  are  simply 
manifestations  of  the  people’s  desire  for 
more  public  health  facilities. 

The  appalling  rejection  rate  under  the  Se- 
lective Service  System  has  focused  the  at- 
tention of  the  entire  country  on  the  health 
status  of  our  young  people.  Unfortunately 
the  figures  have  been  used  as  a basis  for  an 
unjust  criticism  of  the  medical  and  dental 
professions.  We  all  admit  that  medical  care 
is  an  important  factor  contributing  to  better 
health  but  it  is  by  no  means  the  only  one. 
Health  education,  sanitation,  hygiene,  diet 
and  nutrition,  infant  care,  and  a proper 
recreational  and  physical  fitness  program,  are 
equally  important,  if  the  health  of  the  com- 
ing generation  is  to  be  improved.  They  fall 
within  the  province  of  public  health  officials 
as  well  as  educators  in  our  secondary  schools, 
colleges  and  universities.  The  medical  pro- 
fession can  assist  the  agencies  these  people 
represent  by  supporting  their  programs. 
Have  we  done  our  part  to  reach  an  under- 
standing with  health  officers  and  depart- 
ments as  to  what  constitutes  legitimate  pub- 
lic health  activities  and  the  private  practice 
of  medicine?  We  haven’t  done  it  as  yet  in 
our  state.  I believe  we  can  get  together ; and 
when  an  agreement  is  reached  we  can  give 
the  health  department  unstinted  coopera- 
tion in  the  furtherance  of  its  program. 

This  inadequate  analysis  of  the  problems 
we  face,  will,  I hope,  stimulate  some  discus- 
sion at  this  conference.  It  has  been  said  that 
responsibility  is  a twin,  and  the  name  of 
its  brother  is  opportunity.  Our  profession 
faces  grave  responsibilities  but  it  also  has 
great  opportunties  for  service.  The  reward 
for  our  success  will  accrue  to  the  people 
whom  we  serve,  and  the  profession  which  we 
love. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


YOUR  DUES  ARE  NOW  DUE.  PLEASE 
SEND  YOUR  CHECK  TO  THE  LOCAL 
SECRETARY.  DUES  BECOME  DELIN- 
QUENT FEBRUARY  FIRST. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  bought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise  of 
ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever  6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 


The  Council  of  the  Nebraska  State  Medical 
Association  will  meet  in  the  Cornhusker 
Hotel,  Lincoln,  February  4. 


The  Regional  meeting  of  the  American 
College  of  Physicians  will  be  held  in  Okla- 
homa City,  February  22  and  23.  Head- 
quarters will  be  at  the  Biltmore  Hotel.  Res- 
ervations should  be  made  now,  through  the 
Oklahoma  City  Medical  Society,  512  Medical 
Arts  Building,  Oklahoma  City. 


Attention  Medical  Officers  of  the  Army 
and  Navy:  Please  read  the  editorials  and 

the  President’s  Message  in  this  issue.  If 
you  do  not  receive  the  questionnaire  it  is 
because  of  circumstances  over  which  we  have 
no  control.  Send  your  opinions  anyway. 
The  Planning  Committee  will  appreciate  get- 
ting your  viewpoint. 


The  Annual  Assembly  of  our  Association 
will  be  held  in  Lincoln,  May  7,  8,  9,  1945. 
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The  Annual  Sessions  of  the  A.M.A.  will 
be  in  Philadelphia  June  18-22.  If  you  plan  to 
attend  make  your  hotel  reservations  now. 
See  page  20  in  this  issue. 


Dr.  Elliot  P.  Joslin,  Professor  Emeritus 
of  Clinical  Medicine,  Harvard  University, 
will  deliver  the  annual  address  before  the 
Alpha  Omega  Alpha  Chapter  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  on 
Thursday,  January  18,  1945,  8:30  p.m.,  Jos- 
lyn  Memorial  Auditorium.  His  subject, 
“Diabetes  Today.” 


THE  SECOND  ANNUAL  CHICAGO  MEDICAL 
SOCIETY  CLINICAL  CONFERENCE 

Tuesday,  Wednesday  and  Thursday,  February 
“27th,  28th  and  March  1st,  1945,  are  the  big  days, 
the  days  on  which  mid-western  physicians  can  take 
advantage  of  the  educational  opportunity  offered 
by  the  excellent  scientific  program  and  the  care- 
fully selected  commercial  and  scientific  exhibits  to 
be  presented,  during  the  Annual  Clinical  Confer- 
ence of  the  Chicago  Medical  Society,  at  the  Palmer 
House,  Chicago. 

The  program  of  these  three  days,  of  intensive 
post-graduate  medical  education,  will  be  replete  with 
the  names  of  widely  known  and  well  recognized, 
local  and  national,  medical  educators,  men  who  will 
present  a wide  variety  of  currently  interesting  medi- 
cal topics.  The  program  being  arranged  will  be  of 
real  interest  to  all  physicians,  general  practitioners 
and  specialists  alike.  You  should  begin  making 
your  plans  now,  remember  the  presentations  begin 
at  8:00  a.  m.  and  continue  all  day  throughout  the 
three  days,  with  a special  program  Tuesday  eve- 
ning and  with  a well  planned  banquet  program 
Wednesday  evening. 

Those  of  you  who  attended  the  First  Annual  Clin- 
ical Conference,  last  March,  will  not  need  any  urg- 
ing to  return  for  the  second  Conference,  those  of  you 
who  did  not  attend  will  be  equally  enthusiastic  if 
you  but  take  the  time  to  attend  the  next  session, 
it  will  be  worth  your  while.  Make  your  hotel  res- 
ervation with  the  Palmer  House,  Chicago,  now  and 
avoid  disappointment  later  on. 


EXAMINATIONS— AMERICAN  BOARD  OF 
OBSTETRICS  AND  GYNECOLOGY 

The  next  written  examination  and  review  of  case 
histories  (Part  I)  for  all  candidates  will  be  held 
In  various  cities  of  the  United  States  and  Canada 
on  Saturday,  February  3,  1945,  at  2:00  p.  m. 

Arrangements  will  be  made  so  far  as  is  possible 
for  candidates  in  military  service  to  take  the  Part  I 
examination  (written  paper  and  submission  of  case 
records)  at  their  places  of  duty,  the  written  exam- 
ination to  be  proctored  by  the  Commanding  Officer 
(medical)  or  some  responsible  person  designated  by 
him.  Material  for  the  written  examination  will  be 
sent  to  the  proctor  several  weeks  in  advance  of  the 
examination  date.  Candidates  for  the  February  3, 
1945,  Part  I examination,  who  are  entering  military 


service,  or  who  are  now  in  service  and  may  be  as- 
signed to  foreign  duty,  may  submit  their  case 
records  in  advance  of  the  above  date,  by  forward- 
ing the  records  to  the  Office  of  the  Board  Secretary. 
All  other  candidates  should  present  their  case  rec- 
ords to  the  examinner  at  the  time  and  place  of  tak- 
ing the  written  examination. 

The  Office  of  the  Surgeon-General  (U.  S.  Army) 
has  issued  instructions  that  men  in  Service,  eligible 
for  Board  examinations,  be  encouraged  to  apply 
and  that  they  may  request  orders  to  Detached  Duty 
for  the  purpose  of  taking  these  examinations 
whenever  possible. 

All  candidates  will  be  required  to  take  both  the 
Part  I examination,  and  the  Part  II  examination 
(oral-clinical  and  pathology  examination).  Candi- 
dates who  successfully  complete  the  Part  I exam- 
ination proceed  automatically  to  the  Part  II  examin- 
ation to  be  held  later  in  the  year. 

Notice  of  the  exact  time  and  place  of  the  Part 
II  examinations  will  be  sent  all  candidates  well  in 
advance  of  the  examination  date.  Candidates  in 
Military  or  Naval  Service  are  requested  to  keep 
the  Secretary’s  Office  informed  of  any  change  in 
address. 

If  a candidate  in  service  finds  it  impossible  to 
proceed  with  the  examinations  of  the  Board,  defer- 
ment without  time  penalty  will  be  granted  under 
a waiver  of  our  published  regulations  applying  to 
civilian  candidates. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


PENICILLIN  FOR  EMPYEMA 

Penicillin  administered,  by  injection  into  a muscle, 
for  one  week  before  and  for  two  weeks  after  the 
partial  or  total  surgical  removal  of  the  lung  appears 
to  be  useful  in  preventing  pyogenic  infections  fol- 
lowing the  operation,  nine  Philadelphia  investigators 
report  in  The  Journal  of  the  American  Medical 
Association  for  December  16.  Their  report  is  based 
on  results  obtained  in  a study  of  41  patients,  21  of 
whom  received  the  penicillin  treatment  and  20  of 
whom  served  as  controls. 

The  report  is  made  by  William  L.  White,  M.D.; 
W.  Emory  Burnett,  M.D.;  Charles  P.  Bailey,  M.D.; 
George  P.  Rosemond,  M.D.;  Charles  W.  Norris, 
M D.;  Grant  O.  Favorite,  M.D.;  Earl  H.  Spaulding, 
Ph.D.;  Amedeo  Bondi,  Jr.,  Ph.D.,  and  Russell  Fowler. 

None  of  the  patients  receiving  penicillin  prophy- 
lactically  showed  evidence  of  empyema,  the  inves- 
tigators say,  while  12,  or  60  per  cent,  of  the  con- 
trols developed  pus  in  the  pleural  or  chest  cavity. 
Patients  with  pus  producing  lung  infections  who  had 
part  or  all  of  the  lung  removed  and  who  received  the 
penicillin  not  only  showed  no  evidence  of  postopera- 
tive infection  but  also  had  less  fever,  were  allowed 
out  of  bed  earlier  and  were  discharged  sooner  than 
control  patients.  No  toxic  reactions  were  noted  in 
the  penicillin  patients. 
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WOMAN'S  AUXILIARY 


President — Mrs.  Herbert  H.  Davis 

112  So.  Elmwood  Road,  Omaha,  Nebr. 

President-elect — Mrs.  Howard  Royer 

Grand  Island,  Nebr. 

First  Vice-President — Mrs.  D.  B.  Wengert 

Fremont,  Nebr. 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  W.  B.  Moody 

533  So.  53rd  St.,  Omaha,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 


Historian — Mrs.  Floyd  Rogers 
3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Underwood 
Ave.,  Omaha,  State  Chairman  for  the  Bulletin. 


The  following  is  a resume  of  the  pro- 
gram chairman’s  report  at  the  fall  board 
meeting: 

“To  extend  the  aims  of  the  medical  pro- 
fession to  all  organizations  which  look  to 
the  advancements  of  health  and  health  edu- 
cation.” This  first  object  from  our  Consti- 
tution forms  the  basis  of  any  program  of  any 
auxiliary  group.  To  accomplish  this  the  fol- 
lowing outline  of  possible  procedure  is  quoted 
from  the  National  Program  Chairman,  Mrs. 
W.  J.  Butler: 


All  Program  Chairmen  may  obtain  ma- 
terial by  writing  Dr.  W.  W.  Bauer,  535  N. 
Dearborn  St.,  Chicago,  Illinois,  who  can 
furnish  transcribed  radio  programs  and  post- 
ers on  health  films  and  topics.  Speakers 
from  the  local  medical  societies  may  be  ob- 
tained but  please  remember  at  all  times  to 
consult  your  local  and  state  advisory  councils 
when  planning  programs. 

LEONA  R.  CAMERON, 
Program  Chairman. 


1.  Promote  the  distribution  of  Hygeia,  as  the 
only  magazine  of  national  circulation  sponsored  and 
having  behind  it  the  authority  of  the  A.M.A. 

a.  Reviews  of  current  articles  should  be  a part 
of  Auxiliary  programs. 

2.  Medical  Economics. 

a.  Proposed  medical  legislation. 

Study  state  and  federal  legislation  if  legislative 
committee  approves. 

b.  Medical  Education. 

Changes  in  Army  and  Navy  plans  may  cut  the 
number  of  medical  students  to  where  the  future 
supply  will  be  inadequate.  Watch  the  editorial 
page  of  The  Journal  for  program  material  of  cur- 
rent interest. 

c.  Post-graduate  Education. 

Seek  opportunties  for  all  returning  service  doc- 
tors to  have  this  advantage  if  they  desire. 

d.  Medical  and  Hospital  Service  Plans. 

Study  and  discussion  of  local  plans.  Some  so- 
cieties already  have  such  services  operating. 

e.  Rehabilitation  Study. 

Caring  for  war  veterans  will  be  an  enormous  fed- 
eral problem.  How  will  it  affect  private  medical 
and  surgical  care? 

3.  U.  S.  Cadet  Nurses  Corps. 

a.  Continue  to  promote  recruiting. 

4.  Juvenile  Delinquency. 

a.  Basis  of  one  program  topic. 

b.  Members  who  serve  on  Youth  Group  or  Welfare 
Committees  should  do  so  in  the  name  of  the  Medi- 
cal Auxiliary  to  lend  our  strength  to  this  problem. 

5.  Programs  on  New  Scientific  Discoveries. 

Sulfa  drugs;  penicillin;  tropical  diseases. 

6.  Participation  in  Health  Drives  Such  As: 

Tuberculosis  Seals  and  Cancer  Control  is  urgent- 
ly requested. 


The  members  of  the  Woman’s  Auxiliary  to 
the  Omaha-Douglas  County  Medical  Society 
met  Tuesday,  December  12,  at  1:00  for  a 
dessert  luncheon  at  the  home  of  Mrs.  Her- 
bert Davis.  Through  courtesy  of  the  Music 
Department  of  North  High  a musical  pro- 
gram of  Christmas  carols  and  hymns  was 
presented  under  the  direction  of  Mrs.  Eliza- 
beth Freeman,  Mrs.  Mary  Silver,  and  Mr. 
Sam  Thomas. 

A business  meeting  followed  in  which  Mrs. 
Herbert  Davis  gave  a report  on  the  National 
Convention  in  Chicago,  at  which  she  and 
Mrs.  Howard  Royer,  president-elect  of  Grand 
Island,  attended.  The  Douglas  County  Aux- 
iliary staffing  a bond  booth  was  heartily  ap- 
proved. 


NEWS  and  VIEWS 


Eighty-one  out  of  the  ninety-two  candidates 
taking  the  examination  for  licensure  given  by  the 
medical  examining  board  of  Nebraska,  passed  suc- 
cessfully, according  to  a report  by  Dr.  Claude  Selby, 
the  Director  of  the  State  Health  Department.  Dr. 
E.  T.  Manning  of  Omaha  was  reappointed  by  Gov- 
ernor Dwight  Griswold  to  serve  for  five  years  on 
the  examining  board. 


The  Omaha  Safety  Council  has  undertaken  a 
series  of  Industrial  Health  Conferences.  Among 
physicians  thus  far  participating  are  E.  J.  Kirk, 
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Olin  Cameron  and  F.  L.  Dunn.  According  to  Ne- 
braska statutes  occupational  diseases  are  now  com- 
pensable on  essentially  the  same  basis  as  personal 
injuries.  Health  in  industry  is  thus  rapidly  becom- 
ing a problem  of  importance  not  to  the  plant  physi- 
cian alone  but  to  every  one  concerned  with  the 
medical  care  of  workers  in  every  field. 


The  original  $1,000,000  grant  by  Mr.  Bernard 
M.  Baruch  for  the  advancement  of  physical  medi- 
cine in  the  United  States  was  recently  supplemented 
by  an  additional  $185,000  for  the  advancement  of  a 
program  of  rehabilitation  of  those  disabled  in  the 
war.  The  latest  sum  has  been  divided  between  the 
Universities  of  Minnesota,  Harvard,  Iowa,  Illinois, 
and  Marquette. 


The  community  of  Osmond  has  inaugurated  a 
campaign  for  $15,000  for  a hospital.  The  plan  is  to 
purchase  the  building,  equip  it,  and  turn  it  over  to 
the  Sisters  of  St.  Casimir.  A similar  plan  was 
followed  by  Osceola  with  outstanding  success.  (See 
this  Journal  for  December). 


Only  about  six  men  in  every  10,000  in  the 
army  die  of  disease  now  compared  with  141  in 
the  first  World  War,  Maj.  Gen.  George  F.  Lull, 
deputy  surgeon  general,  announced  recently  before 
the  ninth  national  assembly  of  the  International 
College  of  Surgeons.  The  death  rate  from  all  dis- 
eases, with  the  exception  of  deaths  due  to  influenza 
epidemic,  dropped  from  14.1  (per  1,000  army 
strength)  in  World  War  I to  0.6  at  the  present 
time. 


Recently  elected  to  Fellowship  in  the  American 
College  of  Surgeons  were:  James  F.  Kennedy,  Al- 
liance; Louis  D.  McGuire,  Omaha;  W.  Howard 
Morrison,  Omaha. 


Take  the  following  item  for  what  it  is  worth. 
We  have  not  checked  it  statistically.  We  are  re- 
producing it  from  the  Clarkson,  Nebr.  Press: 
“During  the  last  few  calls,  Colfax  county  regis- 
trants had  made  a very  poor  record  from  a medical 
standpoint,  as  too  many  were  rejected  from  military 
service  because  of  some  physical  defect.  At  the 
last  call,  thirteen  youths  were  sent  to  the  induc- 
tion center  and  only  two  passed  the  medical  test. 
In  the  group  were  12  farm  boys  and  one  town  boy. 
The  town  boy  passed  the  physical  and  only  one 
from  the  group  of  12  farm  boys  made  the  grade. 
So  it  is  evident  that  it  is  a poor  showing  when 
only  2 out  of  13  pass.” 


And  this  piece  of  news  comes  from  Washington. 
It  reached  us  through  the  Omaha  World-Herald. 
The  Children’s  Bureau  has  a way  of  counting  heads 
by  the  millions.  We  cannot  vouch  for  the  truthful- 
ness of  the  figures,  but  would  like  to  say  “Amen” 
to  the  recommendations  provided  that  politics  can  be 
kept  out  of  the  picture. 

“The  health  of  the  nation’s  youngsters  was  re- 
ported by  the  United  States  Children’s  Bureau  Sat- 
urday to  be  in  a ‘shocking  state.’ 


“Miss  Katherine  F.  Lenroot,  chief  of  the  bureau, 
said: 

“Ten  million  boys  and  girls  under  21  have  de- 
fective vision. 

“Two  million  have  impaired  hearing  and  17  thou- 
sand of  them  are  deaf. 

“Close  to  one  million  have  congenital  syphilis. 

“A  half  million  have  orthopedic  or  plastic  con- 
ditions. 

“Four  hundred  thousand  have  tuberculosis. 

“Nearly  half  a million  have  or  are  being  affected 
by  rheumatic  fever. 

“Nearly  three-fourths  of  all  school  children  have 
dental  defects. 

“The  chief  of  the  Children’s  Bureau  herself  would 
like  to  see  a three-point  program  put  into  effect. 

Her  proposals: 

“1.  Pre-natal  and  maternity  care  for  all  mothers, 
as  a starting  point  on  a child’s  road  to  robust  health. 

“2.  Continuous  health  supervision  for  every 
child,  with  the  nipping  of  defects  in  the  bud. 

“3.  Free  school  lunches  for  all  children  as  spade 
work  in  a better  nutrition  program. 

“Miss  Lenroot  declared  that  continuous  health 
supervision  can  be  worked  out  between  physicians 
and  a public  health  network.” 


The  three  following  items  are  taken  from  the 
Nebraska  Hospital  News: 

Penicillin  Depots  Increase  in  State 

Twelve  additional  Nebraska  hospitals  have  been 
designated  as  “Penicillin  Depot”  institutions  by  the 
War  Production  Board,  Office  of  Civilian  Penicillin 
Distribution,  bringing  to  thirty  the  total  number 
thus  designated  in  the  state.  Recent  additions  in- 
clude: 

Columbus,  St.  Mary’s;  Fremont,  Dodge  County; 
Grand  Island,  Lutheran;  Hastings,  Mary  Lanning 
Memorial;  Kearney,  Good  Samaritan;  Lincoln,  Dr. 
Bailey  Sanatorium;  Nebraska  City,  St.  Mary’s; 
Norfolk,  Our  Lady  of  Lourdes;  Omaha,  Doctors 
Hospital,  Lutheran;  Scottsbluff,  Fairacres;  York, 
Lutheran. 

With  the  “Blue  Cross”  in  Nebraska 

Membership  enrollment  in  the  Associated  Hos- 
pital Service  of  Nebraska  has  increased  by  5,050  in 
the  three-month  period  since  September  1st,  the  re- 
port of  the  executive  director,  J.  H.  Pfeiffer,  indi- 
cates. 

The  enrollment  of  several  substantial  groups,  to- 
gether with  large  increases  reported  from  three 
Nebraska  communities  at  semi-annual  re-enrollment 
periods,  sent  membership  records  soaring  to  38,500, 
representing  1,030  groups,  at  the  end  of  November. 
A new  group  at  the  Sioux  Ordnance  Depot,  Sidney, 
added  228  subscribers  during  the  month,  while  re- 
enrollment activities  at  Alliance  brought  500  addi- 
tional contracts  and  100  each  at  Fremont  and 
Beatrice. 

Most  notable  achievement  during  November  was 
the  retirement  in  full  of  all  remaining  surplus  notes, 
representing  funds  advanced  by  member  hospitals. 
Checks  totaling  $4,968.50  have  been  issued  by 
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“Blue  Cross”  and  hospitals  which  have  not  returned 
their  surplus  notes  are  urged  to  do  so  immediately. 

The  purchase  of  $3,700  of  War  Bonds  during  the 
Sixth  War  Loan  Drive  was  authorized  by  the 
Executive  Committee  during  November,  bringing  to 
$25,900  actual  cash  value  the  Association’s  invest- 
ment of  surplus  funds  in  government  bonds. 

Nursing  Survey  Begins  in  State 

Spurred  by  requests  from  military  authorities  for 
an  additional  10,000  nurses  for  army  service,  coupled 
with  the  navy  department’s  standing  order  for  500 
nurses  monthly,  Procurement  and  Assignment  Serv- 
ice for  Nurses  committees  have  intensified  their  ef- 
forts to  reclassify  all  registered  nurses  previously 
placed  in  deferred  classifications.  Local  commit- 
tees have  scheduled  meetings  throughout  the  state 
for  early  December  to  hasten  completion  of  their 
reclassification  duties. 

Although  the  Nebraska  quota  of  55  nurses  for 
the  second  half  of  1944  had  been  met  by  November 
21st,  efforts  are  being  directed  by  Mrs.  Catherine 
Gehrmann,  Red  Cross  Recruitment  Officer  toward 
meeting  the  increased  quota  for  the  first  half  of 
1945,  which  is  -expected  to  be  announced  shortly. 
Military  service  assignments  since  July  1st  have 
included  50  nurses  for  army  nurse  corps  and  seven 
for  navy  nursing  service.  Most  of  these  assign- 
ments have  been  nurses  who  have  been  1944  gradu- 
ates from  the  thirteen  schools  of  nursing  in  Ne- 
braska. 

Meanwhile,  plans  are  going  forward  for  an  early 
conference  of  all  groups  interested  in  the  current 
nursing  situation,  to  work  out  plans  for  expediting 
the  task  of  meeting  both  military  and  civilian  needs. 
Groups  which  have  been  notified  of  the  coming 
meeting  include  the  Local  Nursing  Council  for  War 
Service,  Procurement  and  Assignment  Service 
committees,  American  Red  Cross,  public  health  nurs- 
ing groups,  hospital  general  staff  and  private  duty 
nurses.  Heads  of  hospitals  are  requested  to  re- 
turn promptly  survey  forms  which  have  been  sent 
them  to  indicate  Nebraska’s  needs  for  nurses. 


NOTES  FROM  THE  OFFICE  OF  THE 
SURGEON  GENERAL 

Army  Treatment  of  Gonorrhea  and  Syphilis 

In  September,  1944,  the  penicillin  supply  problem 
had  eased  to  the  point  where  the  Army  made  peni- 
cillin the  drug  of  choice  in  the  treatment  of  gonor- 
rhea and  limited  the  use  of  the  sulfonamides  to 
cases  which  did  not  respond  to  adequate  penicillin 
therapy  or  where  penicillin  was  not  available 
through  normal  supply  channels. 

Outlining  the  treatment  to  the  Military  Surgeons, 
Brigadier  General  Hugh  J.  Morgan,  USA,  Chief 
Consultant  in  Medicine  to  the  Surgeon  General,  said 
that  “the  initial  treatment  schedule  recommended 
is  20,000  units  intramuscularly  every  three  hours 
for  a total  dosage  of  100,000  units.  Patients  in 
whom  a favorable  response  is  not  obtained  by  the 
third  day  are  re-treated  with  100,000  units.  When 
patients  fail  to  respond  to  the  second  course,  a third 
course  of  penicillin  totaling  not  less  than  300,000 
units,  administered  in  20,000  unit  doses  every  three 
hours  is  recommended.  Should  this  fail,  sulfa- 


thiazole  or  sulfadiazine  is  used,  employing  a dosage 
of  4 grams  initially,  followed  by  1 gram  every  four 
hours  day  and  night  for  five  days.” 

“It  is  too  early,  of  course,”  said  General  Morgan, 
“to  evaluate  the  effect  of  this  new  policy  regard- 
ing the  treatment  of  gonorrhea.  There  is  every 
reason  to  believe  that  we  shall  look  upon  it  in  retro- 
spect as  constituting  one  of  the  most  conspicuous 
advances  made  during  this  war  in  military  medicine, 
in  light  of  its  almost  certain  favorable  effect  upon 
morbidity  and  noneffectiveness,  and  this  in  spite  of 
a rising  incidence  rate.” 

In  October,  1944,  the  penicillin  treatment  of 
syphilis  was  authorized  throughout  the  Army. 
“The  total  dosage  for  early  syphilis  and  latent 
syphilis,”  said  General  Morgan,  “is  2,400,000  units 
given  in  sixty  consecutive  intramuscular  injections  of 
40,000  units  at  three-hour  intervals  day  and  night 
for  seven  and  one-half  days.  No  additional  anti- 
syphilitic therapy  is  to  be  given  during  or  after  the 
completion  of  the  course  of  penicillin,  except  in  the 
case  of  penicillin  treatment  failures.  Prior  to  Octo- 
ber 11,  1944,  this  method  of  treatment  had  been  au- 
thorized for  overseas  theaters.  Since  that  date  it 
applies  also  to  the  zone  of  interior.  Within  the 
limits  imposed  by  this  short  period  of  study,  we 
have  reason  to  believe  that  this  method  of  treating 
syphilis  will  be  every  bit  as  effective  and  much  less 
dangerous  than  any  treatment  plan  heretofore 
employed.” 

Neuropsychiatry 

Speaking  on  the  relationships  of  neuropsychiatry 
to  general  medicine  and  surgery  in  the  Army, 
Colonel  William  C.  Menninger,  MC,  Chief  Con- 
sultant in  Neuropsychiatry,  told  the  Association  of 
Military  Surgeons  that  every  medical  officer,  re- 
gardless of  his  training  or  specialty,  is  confronted 
with  a considerable  number  of  psychiatric  prob- 
lems. 

As  a guide  to  those  who  have  not  specialized  in 
the  psychiatric  field,  Colonel  Menninger  elaborated 
on  ten  points  to  be  observed  and  avoided.  These 
were:  1.  The  failure  to  adequately  or  correctly 
assess  the  relative  importance  of  the  psychological 
along  with  the  physical  factors  in  disease,  (assum- 
ing the  illness  to  be  entirely  organic  or  entirely 
emotional).  2.  Failure  to  take  an  adequate  his- 
tory of  the  emotional  factors  involved.  3.  Failure  to 
establish  rapport  with  a patient.  4.  Failure  to  rec- 
ognize the  importance  of  the  particular  emotional 
factors  in  Army  patients  (it  may  be  the  situation 
that  is  tough  rather  than  the  man  who  is  weak). 
5.  Over-examination  (physical),  which  may  make 
the  patient  think  he  has  a baffling  illness  or  has 
fooled  the  physician.  6.  Over-hospitalization  (which 
causes  the  patient  over-concern).  7.  Over-emphasis 
on  treatment  of  a physical  nature  (which  convinces 
patient  he  has  an  organic  difficulty).  8.  Mistaking 
organic  for  functional  illness.  9.  Use  of  scientific 
nomenclature  in  diagnosis  without  sufficient  explan- 
ation to  patient.  10.  False  evaluation  of  statistics 
(efficiency  of  the  unit,  not  a paper  record,  is  the 
Medical  Department’s  goal). 

Pay  Allowances  for  Women  Medical  Officers 

Legislation  under  which  women  officers  of  the 
Army  Medical  Corps  will  be  entitled  to  receive  the 
same  pay  allowances  for  their  dependents  as  are 
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paid  to  all  other  commissioned  personnel  of  the 
Army  became  effective  on  October  1. 

An  act  authorizing  the  commissioning  of  women 
physicians  in  the  Medical  Corps  was  approved  in 
April,  1943,  and  provided  that  they  should  “receive 
the  same  pay  and  allowances  and  be  entitled  to  the 
same  rights,  privileges  and  benefits  as  members  of 
the  Officers  Reserve  Corps  of  the  Army.”  The 
Comptroller  General  subsequently  ruled  that  they 
were  not  entitled  to  allowances  for  dependents. 

The  new  law,  designed  to  meet  the  Comptroller 
General’s  objections,  is  not  retroactive  to  the  date  of 
Women  officers’  commissions.  The  dependents  for 
whom  allowances  may  be  paid  are  “husband,  a child 
or  children,  or  a parent  or  parents  in  fact  depend- 
ent” upon  the  officer  “for  their  chief  support.” 

Approximately  75  women  have  been  commissioned 
to  date  in  the  Medical  Corps. 

Major  General  Norman  T.  Kirk,  the  Surgeon 
General,  made  the  opening  address  at  the  52nd  An- 
nual Meeting  of  the  Association  of  Military  Sur- 
geons in  New  York  City  in  November.  He  outlined 
briefly  the  progress  made  by  the  medical  profession 
in  this  war,  which,  he  stated,  had  advanced  medi- 
cine fifteen  years.  He  then  went  on  to  say  that 
the  responsibility  of  the  Army  Medical  Department 
did  not  end  with  getting  soldiers  well  quickly  and 
soundly  but  extended  to  giving  those  returning  to 
civilian  life  “every  possible  aid  to  get  them  back 
on  their  feet.”  This,  he  explained,  meant  preparing 
them  to  return  home  and  resume  their  normal  way 
of  life.  General  Kirk  then  called  on  the  military 
surgeons  to  help  educate  the  public  on  how  to  re- 
ceive these  men,  the  majority  of  whom,  he  said, 
want  to  be  considered  as  self-reliant  human  beings 
and  want  a job — not  a lot  of  sob-sister  sympathy. 


Upjohn  Company  Presented  with  “E” 

At  special  ceremonies  held  at  the  plant  on  the 
24th  of  November,  the  Upjohn  Company  of  Kala- 
mazoo, Mich.,  was  presented  with  the  Army-Navy 
Award  for  their  excellent  production  record  in  sup- 
plying vital  pharmaceuticals  for  the  armed  forces. 
In  a letter  to  the  company,  Major  General  George 
F.  Lull,  Deputy  Surgeon  General,  said  “The  men 
and  women  of  your  company  can  well  be  proud 
of  your  production  record.  Your  organization  has 
given  this  office  the  greatest  cooperation  in  the 
supply  of  pharmaceuticals — the  use  of  which  is  vital 
and  necessary  in  performing  the  mission  of  the 
Medical  Department.  The  products  you  supply  to 
the  Medical  Department  have  been  outstanding  both 
in  the  volume  produced  and  quality  of  production.” 

Lieutenant  Colonel  J.  G.  Neb,  Director  of  the 
Purchasing  Division,  Army  Medical  Purchasing  Of- 
fice, New  York  City,  made  the  presentation  speech, 
and  awarded  the  “E”  insignia. 
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Ward  Hughes  Powell,  Minden.  Born  in  1882. 
Graduated  from  the  Omaha  Medical  College  in 
1913.  Immediately  after  graduation  he  located  in 
Minden  where  he  became  active  in  civic  and  com- 
munity affairs.  He  served  in  many  capacities  as 
physician  and  as  citizen.  In  the  spring  election 


WARD  HUGHES  POWELL 

Courtesy  Minden  Courier 

last  year  he  was  chosen  mayor  of  the  city  of  Minden. 
He  suffered  from  a coronary  attack  November  3, 
and  never  recovered.  Death  came  November  13, 
1944. 

Surviving  are  his  wife;  a daughter;  and  two  sons 
now  on  overseas  duty  with  the  Armed  Forces  of 
the  United  States. 


Alva  Sherman  Pinto,  Sr.,  Omaha.  Born  in  Ohio 
in  1872.  Graduated  from  Creighton  University 
Medical  School  in  1898.  He  joined  the  Third  Ne- 
braska Infantry,  (Bryan’s  Regiment).  In  1900  while 
serving  in  Cuba  he  was  one  of  Walter  Reed’s  first 
volunteers  to  be  bitten  by  a mosquito  in  the  experi- 
ments on  transmission  of  yellow  fever.  Following 
his  discharge  from  the  army  he  returned  to  Omaha 
where  be  became  interested  in  public  health.  After 
duty  in  Cuba  he  was  assigned  to  the  Philippine 
Islands  where  he  served  as  Army  health  officer 
on  Leyte  Island.  During  World  War  I he  com- 
manded a hospital  in  France,  rose  to  the  rank  of 
lieutenant  colonel.  In  1921  he  was  appointed  health 
commissioner  of  the  city  of  Omaha,  and  served  in 
that  office  until  1933.  He  was  reappointed  to  the 
post  in  1939  and  served  as  health  commissioner  un- 
til the  time  of  his  death,  December  8,  1944.  Dr. 
Pinto  was  president  of  the  Omaha  Douglas  County 
Medical  Society  in  1-931. 

Surviving  are  his  wife;  two  sons,  Capt.  Sherman 
S.  Pinto,  MC,  USA,  and  Dr.  Harvey  E.,  of  Agnew, 
Calif. 
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John  Edward  Bowman,  Broken  Bow.  Born  in 
Illinois  in  1878.  Came  to  Nebraska  with  his  parents 
during  early  childhood.  Graduated  from  Cottner 
Medical  College  in  Lincoln,  in  1912.  With  his  wife, 
also  a physician,  he  located  in  Loup  City  in  1912,  and 
remained  there  until  1938  when  the  couple  moved  to 
Broken  Bow. 


JOHN  EDWARD  BOWMAN 

Courtesy  Custer  County  Chief 

Aside  from  his  professional  interest  Dr.  Bowman 
was  very  active  in  agricultural  work,  in  irrigation 
projects  and  especially  in  roads,  and  highway  con- 
struction. He  served  for  several  years  as  president 
of  the  Highway  92  Association. 

Death  occurred  November  15,  1944.  His  widow, 
Dr.  Carrie  L.  Bowman,  survives. 


Nelson  Lewis  Hansen,  M.  D.,  Emerson.  Bom  in 
Chicago  in  1875.  Graduated  from  Sioux  City 
Medical  College  in  1903.  He  practiced  for  several 
years  in  Iowa  and  in  South  Dakota.  In  1914  he  lo- 
cated in  Emerson  where  he  remained  until  the  time 
of  his  death,  November  30,  1944. 

Dr.  Hansen  was  active  in  civic,  fraternal  and 
church  activities,  and  held  various  offices  in  many 
organizations.  Surviving  are  his  wife;  a son  now 
on  duty  in  U.  S.  Navy,  and  three  daughters. 


Roscoe  L.  Smith,  Los  Angeles,  formerly  of  Lin- 
coln. Born  in  Nebraska  in  1884.  Graduated  from 
Creighton  Medical  School  in  1910.  Located  in  Lin- 
coln where  he  practiced  radiology  until  1935,  when 
he  moved  to  California.  Died  early  in  November, 
1944. 


Dr.  William  F.  Wild  of  Jackson  Heights,  N.  Y., 
one-time  Director  of  Health  in  Nebraska,  died  at 
Beth  Moses  Hospital  in  Brooklyn,  N.  Y.,  in  Novem- 


ber, 1944.  Dr.  Wild  was  a graduate  of  the  Tulane 
University  Medical  School,  and  was  active  in  pub- 
lic health  work  throughout  his  professional  life. 
Prior  to  coming  to  Nebraska  he  served  as  director 
of  public  health  in  Virginia.  Following  his  resig- 
nation from  Nebraska,  he  served  in  various  public 
health  capacities  in  the  East,  and  in  1936  joined 
the  New  York  City  Health  Department  where  he 
remained  until  the  time  of  his  death. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  Scottsbluff  Medical  Society  held  a joint  meet- 
ing with  the  Twelfth  Councilor  District  in  the 
Scottsbluff  Country  Club  November  20,  1944.  Twen- 
ty-one members  and  guests  attended.  The  meeting 
was  devoted  largely  to  a discussion  of  medical  eco- 
nomic problems  .particularly  those  relating  to  medi- 
cal service  plans.  Dr.  Floyd  Rogers,  President  of 
the  Nebraska  State  Medical  Association,  and  Mr. 
M.  C.  Smith,  the  Executive  Secretary  of  the  Asso- 
ciation, were  present  and  contributed  to  the  discus- 
sion. 


The  Northeast  Nebraska  Medical  Society  met  in 
Norfolk  Tuesday  November  21  in  the  Hotel  Nor- 
folk, with  dinner  at  seven-thirty.  The  scientific 
program  consisted  of  three  papers,  as  follows: 
“Exfoliative  Dermatitis;  Analytic  Study,”  Olin  J. 
Cameron,  M.D.,  Omaha;  “Venereal  Disease  Rapid 
Treatment  Center,”  Major  R.  O.  Ruch,  M.C.,  Oma- 
ha, U.  S.  Public  Health  Service;  “Cystitis;  Etiology 
and  Treatment,”  Payson  S.  Adams,  M.D.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  Tuesday,  November 
14,  1944,  in  the  Medical  Arts  Auditorium,  and  called 
to  order  at  8:15  p.m.  by  President  Brown.  Owing 
to  the  fact  that  a quorum  was  not  present  at  the 
time  the  meeting  was  called  there  was  no  business 
meeting,  and  the  scientific  program  was  turned 
over  to  Dr.  J.  P.  Tollman,  Chairman  of  the  pro- 
gram presented  by  University  Hospital  staff.  Pa- 
pers presented  were  as  follows: 

“Monochorionic  Twins  and  Duplicities,  with  Case 
Reports,”  by  E.  A.  Holyoke,  M.D.,  Associate  Pro- 
fessor of  Anatomy,  University  of  Nebraska  College 
of  Medicine. 

“Plastic  Repair  of  Cutaneous  Defects  Subsequent 
to  Eradication  of  Neoplasms  by  Radiotherapy”  by 
Dr.  D.  H.  Briet,  M.D.,  instructor  in  Radiology,  Uni- 
versity of  Nebraska  College  of  Medicine.  Both 
speakers  appeared  by  invitation. 

There  was  general  discussion  of  both  papers,  and 
meeting  adjourned  at  9:45  p.m. 
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Membership  Roster  as  of  December  31,  1944 
FIRST  DISTRICT 


DOUGLAS 

OMAHA— 

Adams,  Payson 

527  Medical  Arts 
Allen,  John  F. 

912  Medical  Arts 
*Alliband,  Geo.  T. 

Allingham,  H.  T. 

4823  So.  24th 
Anderson,  Alfred  C. 

430  Aquila  Court 
Andersen,  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Harley  E. 

1116  Medical  Arts 
Armbrust,  Walter 
1113  Redick  Tower 
*Arnsten,  L.  L. 

Attwood,  N.  H. 

502  Medical  Arts 
Baker,  Chas.  P. 

Methodist  Hospital 
*Bantin,  C.  F. 

Bantin,  E.  W. 

440  Aquila  Court 
Baptist,  John 

303  Neville  Block 
Barry.  M.  W. 

1416  Medical  Arts 
Bartek,  Julius  G. 

619  Barker  Bldg. 

Beber,  Meyer 

631  Medical  Arts 
Beck,  F.  O. 

Livestock  Natl.  Bank 
Bennett,  A.  E. 

607  Medical  Arts 
^Best,  R.  Russell 
Betz,  W.  H. 

724  City  Natl.  Bank 
Bisgard,  J.  Dewey 
1420  Medical  Arts 
Bleick,  L.  C. 

830  City  Natl.  Bank 
Bliss,  Rodney  W. 

1120  Medical  Arts 
Block,  Max 

432  Brandeis  Theatre 
Boetel,  George  H. 

3019  Ames  Street 
Boler,  Thos.  D. 

718  Barker  Bldg. 

Borghoff.  J.  A. 

1319  Medical  Arts 
*Bowers,  Warner  F. 

Boyne,  H.  N. 

1302  Medical  Arts 
Brandt,  Emelia  H.,  Honorary 
602  Omaha  Loan  & Bldg. 
*Brazer,  J.  G. 

Brinkman,  H.  H. 

60141/*  Military  Ave. 
Brodkey,  M.  H. 

320  Medical  Arts 
Brown,  Alfred 

1618  Medical  Arts 
*Burns,  B.  C. 

Bushman,  L.  B. 

627  City  Natl.  Bank 
Callfas,  W.  F. 

Pasadena,  Calif. 

Cameron,  O.  J. 

1520  Medical  Arts 
Carnazzo,  S.  J. 

712  Barker  Bldg. 

*Cash,  Paul  T. 

Cassidy,  W.  A. 

1020  Medical  Arts 
Catania,  Nancy 

418  Brandeis  Theater 
Christensen,  Julius  B. 

1326  Medical  Arts 
Christie,  B.  W..  Honorary 
Deceased  5-28-44 
Christlieb,  J.  M. 

47021/4  So.  24th  St. 

Clark,  Geo.  L. 

1817  Vinton 
Clark,  Mildred  J. 

Deceased  4-3-44 
Clarke,  F.  S. 

314  Medical  Arts 
Cloyd,  A.  D.,  Jr. 

316  Medical  Arts 
Cloyd,  A.  D.,  Sr.,  Honorary 
Ins.  Bldg. 

Coakley,  L.  P. 

918  Medical  Arts 
*Service  Membership  Given 


*Cohen,  Louis  A. 

*Comine,  J.  J. 

Conlin,  F.  M. 

1414  Medical  Arts 
Connolly,  E.  A. 

502  Medical  Arts 
Cook,  Lyman  J. 

311  Medical  Arts 
Courtney,  J.  E. 

730  City  Natl.  Bank 
*Crynes,  S.  F. 

Davis,  Edwin  G. 

1436  Medical  Arts 
Davis,  Herbert  H. 

1204  Medical  Arts 
Davis,  J.  Calvin 
425  Aquila  Court 
Davis,  W.  W. 

1007  So.  37th  St. 
DeLanney,  L.  A. 

721  Medical  Arts 
*DeLong,  Henry  L. 
Dendinger,  W.  M. 

1036  Redick  Tower 
Dishong,  G.  W. 

1530  Medical  Arts 
DiStefano,  Carmelo 

721  Medical  Arts 
*Donelan,  James  P. 

Dow,  A.  G. 

314  Medical  Arts 
"Dowell,  D.  A. 

'^Downing,  John  E. 

Drdla,  Theodore 
460  Aquila  Court 
Duncan,  J.  W. 

Elkhorn,  Nebr. 

Dunn,  F.  Lowell 
737  Medical  Arts 
Dwyer,  J.  R. 

820  Medical  Arts 
Egan,  Richard  L. 

St.  Joseph’s  Hospital 
Egan,  Wm.  J. 

460  Aquila  Court 
Eggers,  H.  E. 

University  Hospital 
Ellis,  P.  H. 

Los  Angeles,  Calif. 
Elston,  Harry  R. 

2401  N Street 
Erman,  J.  M. 

722  World  Herald  Bldg. 
Evans,  E.  B. 

201  Leflang  Bldg. 

Everitt,  N.  J. 

7th  Corps  Area 
Ewing,  Ben  F. 

220  Medical  Arts 
*Faier,  Samuel  Z. 

Farrell,  Robert  F. 

411  Medical  Arts 
*Fellman,  A.  C. 

Findley,  David 
446  Aquila  Court 
Findley.  Palmer,  Honorary 
446  Aquila  Court 
*Finegan,  James 
Fleishman,  Max 

Douglas  County  Hospital 
Follman,  J.  C. 

1136  First  Natl.  Bank 
Fouts,  Roy  W. 

1007  Medical  Arts 
Frandsen,  Charles 
1622  Medical  Arts 
*Freymann,  John  J. 
Brooklyn.  N.  Y. 

Gardiner,  J.  F. 

628  Medical  Arts 
* Gatewood,  John  W. 
Gedgoud,  John  L. 

205  No.  38th  and 
Uni.  Hospital 
Gerald,  H.  F. 

Creighton  Uni. 

Gerin,  Edward  T. 

Gifford.  Harold 
1620  Medical  Arts 
Gleeson.  John  J. 

601  City  Natl.  Bank 
''Green,  M.  C. 

Greenberg.  A. 

320  Medical  Arts 
^Greenberg,  M.  M. 

*Greene,  Arthur  M. 

Grier,  John  J. 

1307  Medical  Arts 


Grier,  M.  E.,  Delegate 
1307  Medical  Arts 
Grodinsky,  Manuel 
902  Medical  Arts 
*Gross,  Joseph  F. 

Hahn,  W.  N. 

517  Citv  Natl.  Bank  Bldg. 
Hall,  B.  W. 

2736  No.  61st  St. 

Hall,  Lynn  T. 

1204  Medical  Arts 
Hamsa,  W.  R. 

527  Medical  Arts 
Haney,  W.  P. 

1500  Medical  Arts 
Hanisch,  L.  E. 

1218  Medical  Arts 
*Hansen,  Clifford  H. 

Hansen,  G.  M. 

4826  So.  24th 
*Hardv,  C.  C. 

Harris.  T.  T. 

Clarkson  Hospital 
Harrison,  Merle  A. 

525  City  Natl.  Bank 
Hawkins,  Anthony  L. 

2120y2  No.  24th 
*Hayes,  Jack  M. 

Hays,  E.  R. 

5805  Nicholas  St. 

Hellwig,  J.  W. 

1008  WOW  Bldg. 

*Henrich,  Leo  C. 

Henske,  J.  A. 

1614  Medical  Arts 
Heumann,  J.  M.  F. 

6110  Military  Ave. 

Hickey,  Charles 

Bennington,  Nebr. 

Hill,  F.  C. 

430  Aquila  Court 
Hirschmann,  H. 

454  Brandeis  Theater 
Hoffman,  L.  O. 

1012  Medical  Arts 
*Holden,  W.  J. 

Hollenback,  C.  F. 

5821  Military  Ave. 
*Holmes,  W.  E. 

Holst,  John 

724  City  Natl.  Bank 
Hotz,  Harley 

1013  Redick  Tower 
Howard,  M.  C. 

802  Medical  Arts 
*Hubenka,  A.  H. 

Hughes,  Leo  V. 

442  Aquila  Court 
Hunt,  H.  B. 

Methodist  Hospital 
Hyde.  J.  F. 

812  Om^ha  Loan  & Bldg. 
Isacson,  Sven 

410  Aquila  Court 
*Iwersen,  Frank  J. 

Iwersen.  J.  C. 

236  Medical  Arts 
Jahr,  Herman  M. 

1120  Medical  Arts 
James,  C.  S. 

615  Medical  Arts 
Jenkins,  Harry  J. 

1113  Redick  Tower 
Johnson,  A.  C. 

326  Medical  Arts 
Johnson,  Herman  F. 

831  Medical  Arts 
Johnson,  J.  A. 

602  Omaha  Loan  & Bldg. 
*Jonas,  August  F. 

Jones,  Wesley 

15141/2  No.  24th  St. 
Judd,  J.  H. 

1020  Medical  Arts 
Kadavy,  G.  J. 

2703  So.  16th  St. 
Keegan,  J.  Jay 

1234  Medical  Arts 
Kelley,  Ernest 

1104  City  Natl.  Bank 
*Kelley,  J.  Whitney 
*Kelley,  Wm.  E. 

Kelly,  James  F. 

816  Medical  Arts 
Kennedy.  H.  B. 

Insurance  Bldg. 

Kennedy,  John  C. 

1618  Medical  Arts 


Kenney,  B.  V. 

617  Medical  Arts 
Kirk,  E.  J. 

434  Aquila  Court 
*Klabenes,  Frank  J. 

Kleyla,  John  R. 

712  Medical  Arts 
*Korth,  Z.  N. 

Kroupa,  W.  E. 

4923i/>  So.  24th  St. 

Kully,  Herman  E. 

1316  Medical  Arts 
Langdon,  J.  F.,  Honorary 
1341  Medical  Arts 
*LeMar,  J.  D. 

Lennox,  G.  B. 

2314  No.  24th  St. 

*Levine,  Victor  E. 

*Lewis,  Raymond  G. 

*Longo,  Joseph 
Lovely,  Frank  T. 

1136  First  Natl.  Bank 
Luikart,  Ralph 
708  Medical  Arts 
Lukovsky,  J.  F. 

815  WOW  Bldg. 

McArdle,  Prentiss 

Glenn  L.  Martin  Nebraska 
Co.,  Ft.  Crook,  Nebr. 
McAvin,  J.  S. 

University  Hospital 
McCarthy,  J.  D. 

1036  Medical  Arts 
McCleneghan,  Sam 
615  City  Natl.  Bank 
McCurdy,  Thomas 

Creighton  University 
McDermott,  Arnold 
712  Medical  Arts 
McEachen,  Esther  I. 

307  Medical  Arts 
McGee,  Harry  E. 

1126  City  Natl.  Bank 
McGee,  J.  W. 

406  Aquila  Court 
McGoogan,  Leon  S. 

813  Medical  Arts 
McGuire,  L.  D. 

326  Medical  Arts 
McKean,  J.  W..  Honorary 
Long  Beach.  Calif. 
*McLaughlin.,  C.  W. 
McMartin,  Charles 
611  City  Natl.  Bank 
McMartin,  W.  J. 

611  City  Natl.  Bank 
McNamara,  J.  W. 

633  City  Natl.  Bank 
*Maekenbrock,  F.  C. 
MacQuiddy,  E.  L. 

478  Aquila  Court 
Madsen,  C.  C. 

5901  Military 
Malloy,  E.  F. 

Douglas  Co.  Hosp. 
Manning.  E.  T. 

1407  Medical  Arts 
Marble,  R.  E. 

1221  First  Natl.  Bank 
Margolin,  Morris 
902  Medical  Arts 
Marr,  Madeline 
3902  Davenport 
Marsh.  Charles 
Valley,  Nebr. 

Martin,  James  W. 

1420  Medical  Arts 
*Martin,  Paul  J. 

Mason,  Claude  W. 

721  Medical  Arts 
Mauer,  R.  T. 

1520  Medical  Arts 
Maxwell,  J.  T. 

1140  Medical  Arts 
Mercer,  Nelson  S.' 

2506  Dodge  Street 
*Millett,  Clinton  C. 

Mnuk,  Frank  J. 

460  Aquila  Court 
Moody.  W.  B. 

530  Medical  Arts 
Moon,  C.  F. 

1607  Medical  Arts 
Moon,  Louis  E. 

1326  Medical  Arts 
Moore,  Clyde 

319  Medical  Arts 
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Nebr.  S.  M.  Jour. 
January,  1945 


♦Moran,  Clarence  S. 

Morrison,  Wm.  Howard 
1500  Medical  Arts 
♦Morrow,  Paul  N. 

Moser,  R.  A. 

1407  Medical  Arts 
Muehlig,  W.  A. 

636  Medical  Arts 
♦Murphy,  Albert  V. 

Murphy,  Chas.  M. 

63rd  and  Maple 
Murphy,  F.  P. 

Glenn  L.  Martin  Nebr.  Co., 
Ft.  Crook,  Nebr. 

Murphy,  J.  Harry 
915  Medical  Arts 
Murray,  F.  J. 

63rd  and  Maple  'Sts. 
♦Nelson,  Floyd  C. 

Nemec,  C.  J. 

629  City  Natl.  Bank 
♦Nemec,  Edward  C. 

Newman.  James  K.,  Honorary 
3907  Leavenworth 
Nickum.  Oliver  C. 

524  Brandeis  Theater 
Niehaus,  F.  W. 

1622  Medical  Arts 
Nilsson,  John  Fred 

612  Omaha  Loan  & Bldg-. 
Nilsson,  John  R. 

612  Omaha  Loan  & Bldg. 
Nolan,  W.  J. 

203  Baldridge  Bldg. 

Novak.  W.  F. 

721  Medical  Arts 
♦O'Brien,  D.  J. 

Offerman,  A.  J. 

4826  So.  24th  St. 

O’Hearn,  J.  J. 

4811%  So.  24th  St. 

O’Neil.  Gerald  C. 

640  City  Natl.  Bank 
Osheroff,  S.  A. 

536  Medical  Arts 
♦Owen,  D.  R. 

Owens,  C.  A.,  Jr. 

1515  Medical  Arts 
Paulson,  H.  O. 

Wesley  Hosp.,  Chicago 
Parsons,  Antony 
Valley,  Nebr. 

Pinkerton,  W.  J. 

8613  No.  30th 
Pinto,  A.  S. 

Deceased  12-4-44 


LANCASTER 

LINCOLN— 

Adams,  R.  B. 

720  So.  22nd  St. 

Albin,  W.  L. 

619  Fed.  Sec.  Bldg. 
Alcorn,  F.  A. 

2201  So.  11th  St. 

Andrews,  Clayton  F. 

1016  Sharp  Bldg. 

Andrus,  F.  M. 

943  Stuart  Bldg. 

Angle,  E.  E.,  Alternate 
903  Sharp  Bldg. 

Arnholt,  M.  F. 

935  R Street 
♦Arnold,  C.  H. 

Bailey,  B.  F. 

5515  South  Street 
Bancroft,  Paul  M. 

909  Sharp  Bldg. 
♦Bartholomew.  P.  H. 

Becker,  W.  C.,  Delegate 
826  Sharp  Bldg. 

Black,  Paul 

929  Stuart  Bldg. 

Blum,  Henry 

214  Sec.  Mutual  Bldg. 
Bowman,  D.  J. 

400  No.  27th 
Brooks,  E.  B. 

939  Stuart  Bldg. 
♦Calhoun,  O.  V. 

♦Campbell,  W.  A. 

Carveth,  W.  W.,  Treasurer 
625  Sharp  Bldg. 

Case,  J.  D. 

1101  Fed.  Sec.  Bldg. 
Churchill,  I.  W. 

200  Bankers  Life  Bldg. 
Clark,  E.  E. 

430  Stuart  Bldg. 

♦Service  Membership  Given 


Pleiss,  Joseph  A. 

802  Medical  Arts 
Pollard,  Chas.  W. 

813  Medical  Arts 
Potts,  John  B.,  Honorary 
3817  Dewey  Ave. 

Poynter,  C.  W.  M. 

University  Hosp. 

Pratt,  George  P. 

1234  Medical  Arts 
Prichard,  Geo.  W. 

3013  Ames  Ave. 

Priest,  P.  H. 

2210%  Military  Ave. 
Pruner,  A.  C. 

402  Medical  Arts 
Quigley,  D.  T. 

721  Medical  Arts 
Quigley,  W.  H. 

636  Medical  Arts 
Ranee,  W.  T. 

730  Natl.  Bank 
♦Rangorshek,  R.  H. 

♦Read,  Paul  S. 

♦Redgwick,  J.  P. 

Reed,  S.  G. 

306  So.  24th  St. 

Rich,  Charles  O.,  Honorary 
5017  Chicago 
Riley,  B.  M. 

538  City  Natl.  Bank 
Robertson,  G.  E. 

308  So.  39th 
Rubendall,  Clarence 
1107  Medical  Arts 
Rubnitz,  A.  S. 

732  Medical  Arts 
Russum,  B.  C. 

816  Medical  Arts 
Sachs,  Adolph 

527  City  Natl.  Bank 
Sage,  Earl  C. 

1234  Medical  Arts 
Schmitz,  W.  H. 

611  City  Natl.  Bank 
Schrock,  R.  D. 

831  Medical  Arts 
Schwertly,  F.  J. 

614  Barker  Bldg. 

Shaffer,  Carl  E. 

Houston.  Texas 
Shearer,  W.  L. 

1226  Medical  Arts 
Sher,  Philip 

424  Brandeis  Theater 
Shramek,  C.  J. 

510  Redick  Tower 


SECOND 

Coleman,  F.  D. 

936  Stuart  Bldg. 

Covey,  Geo.  W. 

805  Sharp  Bldg. 

Crook,  C.  E. 

Ann  Arbor,  Mich. 

♦Crook,  G.  D. 

Crook,  Roy 
4825  St.  Paul 
Deppen,  E.  N. 

911  Sec.  Mutual  Bldg. 
Easton,  R.  H.  (Polk  Co.) 
2925  Cable  St. 

♦Elliott,  C.  K. 

707  Fed.  Sec.  Bldg. 
Emerson,  Clarence 
1700  So.  24th  St. 

Emery,  A.  L. 

Waverly,  Nebr. 

Everett,  H.  H. 

417  Woodmen  Acc.  Bldg. 
Everett,  H.  H.,  Jr. 

417  Woodmen  Acc.  Bldg. 
Fahnestock,  C.  L. 

1812  So.  26th 
♦Fechner,  A.  H. 

♦Ferciot,  C.  F. 

Finkle,  B.  A. 

726  Sec.  Mut.  Bldg. 

Finney,  E.  B. 

323  So.  14th 
Finney,  L.  E. 

323  So.  14th 
Flanagan,  M.  L. 

5515  South  St. 

Flansburg,  H.  E.,  Censor 
415  Bankers  Life  Bldg. 
Frary,  R.  A.  (Madison 
Six  Co.) 

1003  State  Capitol 
♦Frazer,  M.  D. 

Furgason,  A.  P. 

303  Richards  Blk. 


Shramek.  J.  M. 

612  Medical  Arts 
Simanek,  George  F. 

540  Medical  Arts 
Simmons,  E.  E. 

826  Medical  Arts 
Simonds,  Francis  L. 

1216  Medical  Arts 
Simpson,  J.  E. 

1229  First  Natl.  Bank 
Slutzky,  Ben 

Creighton  Uni.  School 
of  Medicine 
Solomon,  W.  W. 

2425  No.  24th  St. 

Srb,  Adolph  F. 

1719  So.  16th  St.  ■ 
Stastny,  Olga 
308  So.  41st  St. 

♦Staubitz,  Herbert  F. 
Stearns,  R.  J. 

620  Omaha  Loan  & Bldg. 
Steinberg,  A. 

536  World  Herald  Bldg. 
♦Steinberg,,  M.  M. 

Stokes,  W.  H. 

1620  Medical  Arts 
Streitwieser,  R.  J. 

527  Medical  Arts 
Strickland,  W.  R. 

514  Omaha  Loan  & Bldg. 
Sucha,  W.  L. 

915  Medical  Arts 
Sullivan,  H.  T. 

1036  Redick  Tower 
Swab,  C.  M. 

1316  Medical  Arts 
Swab,  Elizabeth  M. 

1316  Medical  Arts 
Swoboda,  Jos.  P. 

4824y2  So.  24th  St. 
♦Tamisiea,  John  A. 

Taylor,  W.  H. 

3807  Cuming  St. 

Thomas,  John  Martin 
1418  Medical  Arts 
♦Thompson,  C.  Edward 
Thompson,  C.  Q. 

1530  Medical  Arts 
Thompson,  Dorothy  H. 

1234  Medical  Arts 
Thompson,  Warren  Y., 
Councilor 
1530  Medical  Arts 


DISTRICT 


♦Garlinghouse,  Dr. 

♦Gibson,  L.  V. 

Graham.  Alice 
1701  So.  24th 
♦Gray,  Richard  W. 
♦Haentzschel,  L.  W. 
Hancock,  E.  W.,  Delegate, 
President 
820  Sharp  Bldg. 

Harms,  C.  V/. 

927  Sec.  Mutual  Bldg. 
Harvey,  H.  E. 

824  Sharp  Bldg. 
Hickman,  C.  C. 

1028  Stuart  Bldg. 
Hilton,  D.  C. 

305  Richards  Blk. 
♦Hobbs,  E.  T. 

Hohlen,  K.  S.  J. 

914  Fed.  Sec.  Bldg. 
Hompes,  J.  J. 

702  Sharp  Bldg. 
Hummel,  R.  O. 

1025  Sharp  Bldg. 
Johnson,  F.  B. 

1110  Sharp  Bldg. 
♦Johnson,  Robert  W. 

Jones,  T.  K. 

Lincoln  State  Hosp. 
Lamb,  W.  E. 

Sprague,  Nebr. 

Lewis,  G.  E. 

332  Natl.  Bank  Bldg. 
Loder,  R.  H. 

State  Capitol  Bldg. 
Loomis,  J.  J. 

908  Terminal  Bldg. 
Loveland,  Grace 
1108  Sharp  Bldg. 
♦Loudon,  John  R. 

Lyman,  R.  A. 

1649  So.  21st  St. 


Thomsen,  J.  H. 

205  So.  37th  St. 
Tipton,  P.  W. 

454  Aquila  Court 
Tollman,  J.  P. 

University  Hospital 
Tomlinson,  C.  C. 

1520  Medical  Arts 
♦Tompkins,  Charles  A. 
Torpy,  T.  W. 

920  W.O.W.  Bldg. 
Traynor,  R.  L. 

527  City  Natl.  Bank 
Trimble,  C.  R. 

2402  Ames  Ave. 

Tyler,  A.  F. 

Deceased  2-25-44 
Vetter,  J.  G. 

721  W.O.W.  Bldg. 
Walsh,  E.  M. 

1527  Medical  Arts 
Warta,  J.  J. 

817  W.O.W.  Bldg. 
Waters,  C.  H. 

1407  Medical  Arts 
♦Waters,  Chester  H.,  Jr. 
Watke,  F.  M. 

629  Medical  Arts 
Wearne,  F.  J. 

830  City  Natl.  Bank 
♦Weinberg,  J.  A. 
Whitcomb,  Glenn  D. 

926  Medical  Arts 
Wigton,  H.  A. 

1614  Medical  Arts 
Wilbur,  Cornelia  B. 

607  Medical  Arts 
Wilhelmj,  C.  M. 

Creighton  Uni. 
♦Wilson,  Donald  J. 
♦Wright,  W.  D. 

♦Wyrens,  Raymond  J. 
Young,  Alexander  J. 

1117  Medical  Arts 
Young,  G.  Alexander 
1436  Medical  Arts 
♦Young,  George  A.,  Jr. 
Young,  Richard  H. 
1436  Medical  Arts 

SARPY 

PAPXLLION — 

Baca,  D.  E. 

Martin,  Otis 


McCarthy,  T.  F. 

202  Lib.  Theater  Bldg. 
McLeay,  H.  L.  (Clay  Co.  ; 
Del.  ; Sec.-Treas.) 

State  Hospital 
Marx,  L.  E. 

901  Fed.  Sec.  Bldg. 
♦Marx,  Paul  D. 

♦Merideth,  J.  A. 

♦Miller,  N.  R. 

♦Miller,  S.  D. 

Misko,  G.  H. 

308  1st  Natl.  Bank 
Morgan,  H.  S.,  Alternate 
935  Stuart  Bldg. 
Morris,  Robert  E. 

908  Terminal  Bldg. 
♦Morton,  H.  B. 

Moyer,  T.  C.,  Alternate, 
Vice  President 
1110  Sharp  Bldg. 
Munger,  A.  D.,  Censor 
1015  Sharp  Bldg. 
♦Munger,  Horace  V. 
Munger,  I.  C. 

916  Sharp  Bldg. 

♦Neely,  J.  Marshall 
Neely,  Orvis  A. 

3414  Woodshire 
Olney,  R.  C. 

800  South  13th 
Orr,  H.  W. 

307  Sharp  Bldg. 

Owen,  L.  J. 

954  Stuart  Bldg. 
♦Palmer,  R.  B. 

Pelikan,  C.  C. 

1037  Stuart  Bldg. 
♦Peterson,  J.  C. 
♦Podlesack,  J.  I. 

♦Reed,  E.  B. 

Reese,  S.  O. 

816  Sharp  Bldg. 
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Reinhard,  O.  A. 

1037  Stuart  Bldg. 
♦Rembolt,  Ray  R. 

♦Reynolds,  Verne  J. 

Rider.  E.  E..  Honorary 
2421  Ryons 
Rogers.  F.  L. 

805  Sharp  Bldg. 

Rowe,  E.  W..  Censor 
1037  Sharp  Bldg. 

♦Royal.  P.  A. 

Sanderson,  D.  D. 

914  Stuart  Bldg. 

Scott,  H.  A. 

600  So.  74th 

Selby,  C.  A.  (Lincoln  Co.) 
State  Capitol 
♦Sharrar,  Lynn 
Skinner,  A.  O.  (Gage  Co.) 

State  Hospital 
Smith,  A.  L. 

1001  Fed.  Sec.  Bldg. 
♦Snipes,  J.  J. 

Spradling,  F.  L. 

Lincoln  State  Hosp. 
Stapleton,  H.  B. 

Hickman,  Nebr. 


GAGE 

ADAMS— 

♦Swartwood,  F.  M. 
Waggener,  J.  T. 

BEATRICE— 

Bradley,  C.  A.,  Honorary 
Brown,  H.  R.,  Censor 
♦Brown,  R. 

♦Bryant,  A.  R. 

Buchanan.  Rea 
Buckley.  F.  W..  President 
♦Elias,  H.  F. 

Hepperlen,  H.  M.,  Jr.. 
Delegate 

♦McCleery,  D.  P. 

McGirr,  J.  I.,  Honorary 
Penner,  H.  G. 

Penner,  L.  E. 

♦Rathbun,  Sanford  M. 

♦Rush,  W.  A. 

Taylor,  R.  W..  Sec.-Treas., 
Delegate 
Waddell,  J.  C. 

♦Waddell,  W.  W. 

Wildhaber,  Wm.  T. 


MADISON 

BATTLE  CREEK— 

Rudloff,  F.  X. 

MADISON— 

Bruce,  J.  J. 

♦Eagen,  John  C. 

NEWMAN  GROVE— 

Frink,  F.  L.,  Honorary 
Jensen.  Frank 
MEADOW  GROVE— 

Kindred,  H.  L. 
NORFOLK— 

Barry,  A.  C. 

♦Brauer,  S.  H. 

Brush,  E.  L..  Delegate 
Charlton,  Geo. 

Conwell,  G.  D. 

Farner,  B.  R. 

Howley,  A.  N.,  Alternate 
Pollack,  F.  A. 

♦Salter,  Geo.  B. 

♦Sandritter,  G.  L. 
♦Schwedhelm,  A.  J. 

Stark,  Lucien 
Stewart,  Geo.  J.,  Censor 
TILDEN< — 

Barr,  Carl  C. 

Salsburg,  H.  E. 

CUMING 

BANCROFT— 

Francis,  H.  W.,  Delegate 
Hughes,  W.  T. 

WEST  POINT— 

Anderson.  A.  W.,  Alternate 
Kotlar,  F.  J. 

♦Service  Membership  Given 


♦Stein,  Robert  J. 

Strader,  R.  M. 

308  Sec.  Mut.  Bldg. 

♦Still,  R.  M. 

♦Taborsky.  A.  F. 

Tanner.  Frank  H..  Secretary 
3831  Puritan 
Taylor,  H.  A. 

4728  St.  Paul 
Tavlor,  J.  D. 

4728  St.  Paul 
Teal,  F.  F. 

910  Sharp  Bldg. 

♦Teal,  Fritz,  Jr. 

♦Teal,  Philip 
Thomas,  J.  W. 

1115  Sharp  Bldg. 
Thompson,  J.  C. 

707  Fed.  Sec.  Bldg. 
Thomson,  J.  E.  M. 

1104  Sharp  Bldg. 
♦Underwood,  G.  R. 

Walker,  G.  H. 

412  Ins.  Bldg. 

Warner,  Ruth 
954  Stuart  Bldg. 

Webb,  A.  H. 

827  Sec.  Mut.  Bldg. 


THIRD 

BLUE  SPRINGS— 

Warner,  E.  A.,  Vice 
President 
CORTLAND— 

Schowengerdt,  F.  T. 
FILLEY— 

Hodam,  J.  A. 

LIBERTY— 

Bachle,  E.  P. 

ODELL— 

Rice,  C.  E. 

WYMORE— 

Elias.  Francis,  Censor 
Gafford,  Chas.  C.,  Honorary 
Thomas,  C.  W.,  Censor 
HANOVER,  KANSAS— 
Hurtig,  H.  G. 

PAWNEE 

PAWNEE  CITY— 

Anderson,  A.  B..  Jr.. 

Vice  President,  Delegate 
Boyer,  W.  R.,  Sec.-Treas. 
♦Harmon,  L.  D. 

♦Lowe,  DeWitt  S. 


FOURTH 

♦Robbins,  H.  M. 

Thompson,  I.  L. 

♦Thompson,  L.  L. 

WISNER— 

Hansen,  Warren  D. 

PIERCE 

OSMOND— 

Mailliard,  A.  E.,  Alternate, 
Censor 

PIERCE— 

Calvert,  John  H. 

Devers,  W.  I.,  Sec.-Treas., 
Delegate 

PLAINVIEW— 

Johnson,  M.  A. 

Nye,  F.  H.,  Deceased  7-18-44 

KNOX 

CREIGHTON— 

Burrell,  R.  H. 

Wright,  W.  E.,  Delegate 
BLOOMFIELD— 

♦Carrig,  M.  H.,  Vice  President 
CROFTON— 

Swift,  C.  H. 

NIOBRARA' — 

♦Green,  Carl  R. 

VERDIGRE— 

Bare,  N.  H. 

Custer  Co. 

WAUSA— 

Johnson,  R.  E..  President, 
Alternate 


Wegner,  E.  S-.  Delegate 
724  Sharp  Bldg. 
Welch,  J.  S. 

1037  Stuart  Bldg. 
♦Whitham,  Roy  H. 
Weidman,  E.  V. 

315  First  Natl.  Bank 
♦Wood,  Maynard  A. 
Woodward,  J.  M. 

910  Sharp  Bldg. 
Wright,  F.  T. 

905  Stuart  Bldg. 
Zemer,  S.  G. 

949  Stuart  Bldg. 
♦Zinneman,  Helmut 

C'ASS 

ELMWOOD— 

Liston,  O.  E.,  Delegate 

GREENWOOD— 

Talcott,  N.  D. 

LOUISVILLE— 

*Worthman,  H,  W. 

MURDOCK— 

*Formanack,  C.  J. 


DISTRICT 

TABLE  ROCK— 

McCrea,  E.  L.,  President. 
Alternate 

NEMAHA 

AUBURN— 

Cline,  Edgar,  Vice  President, 
Alternate 

Irvin,  I.  W..  Censor,  Delegate 
Krampert,  F.  L..  President, 
Censor 

Lorance,  B.  F.,  Sec.-Treas. 
Tushla,  F.  M. 

RICHARDSON 

DAWSON— 

Ulmer,  Walter 
FALLS  CITY— 

Cowan,  S.  D.,  Censor 
Gillispie,  J.  C.,  Censor 
Greene,  J.  M. 

Deceased  6-10-44 
Henderson,  R.  G. 

Hustead,  C.  L.,  Sec.-Treas. 
♦Ketter,  W.  D. 

♦Lennemann,  Ernest 

DISTRICT 

STANTON 

PILGER— 

Reid,  J.  D.,  Delegate 

STANTON— 

Allen,  S.  G. 

Tennant,  H.  S.,  Alternate. 

ANTELOPE 

CLEARWATER— 

Bennie,  J.  W. 

ELGIN— 

Graham,  W.  W. 

NELIGH— 

Curtis,  E.  E.,  Delegate, 
Censor 

Harrison,  U.  S.,  Alternate 

ORCHARD— 

Fletcher,  D.  L. 

Fletcher.  W.  G. 

CEDAR 

COLERIDGE— 

Dewey,  F.  G.,  Alternate 

HARTINGTON— 

Dorsey,  F.  P.,  Jr. 

Dorsey,  F.  P.,  Sr. 

LAUREL— 

Carroll,  R.  P.,  Delegate 
RANDOLPH— 

Cook,  A.  E..  Honorary 
Gleason,  B.  F. 

Peters.  G.  E.,  Censor, 
Sec.-Treas. 


PLATTSMOUTH— 

♦Eaton.  Wilbur  S. 

Westover,  R.  P.,  President 
UNION— 

Andersen,  R.  R. 

OTOE 

BURR — 

Mayer,  C.  F. 

NEBRASKA  CITY— 

Crudup,  C.  P. 

Edmonds,  W.  M.,  Sec.-Treas. 
♦Ewing,  Ben  E. 

Gilligan,  J.  P.,  Delegate 
♦Kenner,  W.  C. 

MacVean,  M.  M. 

Ramacciotti,  W.  S. 
Stonecypher,  D.  D..  Alternate 
Weeks,  T.  L..  Vice  President 
Zimmerer,  C.  G.,  President 
OTOE— 

Dieter,  L.  D. 

SYRACUSE— 

Williams,  C.  R. 

LUVERNE,  MINNESOTA 
♦Thorough,  Paul 


Miner,  H.  R.,  Delegate 
Shepher,  Wm.,  Alternate 
Wilson,  M.  L .,  President 
♦Youngman,  Robert  A. 
HUMBOLDT— 

Heim,  H.  S. 

Stappenbeck,  A.  P. 
Waggener,  J.  A.,  Honorary 
SALEM— 

McArdle,  Geo.  M.,  Vice 
President 
SHUBERT— 

Shook,  W.  E.,  Censor 

JOHNSON 

COOK— 

Conlee,  C.  C.,  Vice  President 
TECUMSEH — 

Fitzsimmons.  A.  P.,  Sec.- 
Treas.,  Delegate 
Lanspa,  J.  A.,  President. 
Alternate 

♦Pracher,  Gordon  (Killed  in 
Action) 

VESTA— 

Zeigler,  Chas.  H.,  Honorary 


DIXON 

NEWCASTLE— 

Richards,  R.  C. 

PONCA— 

Bray,  R.  E.,  Censor, 

Alternate 

Jones,  W.  Y. 

WAKEFIELD— 

Coe,  C.  B. 

♦Coe,  C.  Max 

THURSTON 

EMERSON— 

Kildebeck,  J.  C.,  Delegate 
PENDER— 

♦Bradley,  James  D. 

Pierson,  C.  A. 

WALTHILL— 

Graham,  J.  R. 

DAKOTA 

HOMER— 

Larsen.  A.  A.,  Censor 

SOUTH  SIOUX  CITY— 

Blume.  W.  R. 

Neill,  C.  W.,  Vice  President 

WAYNE 

CARROLL 

Seasongood,  R.  R. 

WAYNE— 

Benthack,  Walter,  Delegate 
Ingham.  C.  T. 

Kilian,  L.  J..  President, 
Alternate 
WINSIDE— 

Craig,  D.  O. 
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DODGE 

DODGE— 

Srb,  G.  J. 

FREMONT— 

Buchanan,  A.  E..  Censor 
Byers,  R.  C. 

* Byers,  Robert  C..  Jr. 

Fasser,  A.  O. 

Harvey,  Andrew 
Haslam,  G.  A. 

Heine,  L.  H..  President 
Heine,  W.  H. 

*Merrick.  A.  J. 

Moore,  C.  G..  Delegate 
*Morrow,  H.  H. 

Morrow,  H.  N. 

Reeder,  Grant 
Richardson,  Ira  F. 

Deceased  8-6-44 
Seiver,  Charlotte 
Van  Metre,  R.  T.,  Alternate 

HOMER— 

Heine,  C.  D.,  Vice  President 

NORTH  BEND— 

Byers,  G.  A. 

SCRIBNER— 

Stehl,  C.  H.  L. 

WASHINGTON 

ARLINGTON— 

Bloch,  D.  M.  (Dodge  Co.), 
Sec.-Treas. 

Davies,  R.  A.  (Dodge  Co.), 
Censor 


BUTLER 

BELLWOOD— 

Matheny,  Z.  E.,  President, 
Censor 

DAVID  CITY— 

, *Burdick,  D.  E. 

Ekeler,  Louis  J.,  Alternate, 
Censor 

Ragan,  L.  E.,  Sec.-Treas., 
Delegate 
DWIGHT— 

Srb,  J.  J. 

RISING  CITY— 

Longacre.  O.  E.,  Censor, 
Vice  President 

SEWARD 

BEAVER  CROSSING— 

Hille,  C.  F.,  Alternate, 
Censor 

GARLAND— 

DeOgny,  P.  A.,  Censor 
Spieler,  F.  B. 

SEWARD— 

Carr,  J.  W.,  Vice  President 
*Clarke,  H.  D. 


SALINE 

CRETE— 

Conrad.  A.  A.,  Censor, 
Sec.-Treas. 

Forney,  L.  W.,  Alternate, 
Vice  President 
*Mack,  M.  A. 

Stejskal,  F.  J.,  Censor 

DE  WITT— 

Runty,  H.  D..  (Gage  Co.), 
Alternate 

FRIEND— 

Hamilton,  F.  T. 

Johnson,  R.  K.,  Delegate, 
President 

SWANTON— 

Simecek,  J. 

TOBIAS— 

Blattspieler,  A.  C. 

WESTERN— 

DuVall,  Geo.  R. 

^Service  Membership  Given 


FIFTH  DISTRICT 


BLAIR— 

Howard,  C.  D.,  Vice  Presi- 
dent, Alternate,  Censor 
Nielsen,  Morris,  Sec.-Treas., 
Delegate,  Censor 
FORT  CALHOUN— 

Geesaman,  E.  S.,  President, 
Censor 

MERRICK 

CENTRAL  CITY— 

Benton,  J.  E.,  Sec.-Treas. 
Brown,  A.  D. 

Fouts,  F. 

Hutchinson,  J.  W.,  Alternate 

CLARKE— 

Douglas,  R.  R. 

PALMER— 

Racines,  J.  Y.  (Howard  Co.), 
Censor,  Delegate 

COLFAX 

CLARKSON— 

Kavan,  W.  J.,  Sec.-Treas. 
Kovar,  W.  R.,  President 

HOWELLS— 

Myers,  H.  Dey,  Censor, 
Alternate 
*Tepley,  G.  L. 

LEIGH— 

Eby,  C.  D.,  Vice  President, 
Delegate 

Kuper,  H.  D.,  Censor 


SCHUYLER— 

Kolouch,  F.  G. 

Kolouch,  Fred,  Dept.  Sur- 
gery, U.  of  Minn. 

Koory,  S.  B.,  Censor 
*Myers,  H.  Dey,  Jr. 

BOONE 

ALBION— 

Davis.  J.  E.,  Vice  President 
"Higgins,  J.  P. 

Smith,  J.  W.  B.,  President 
CEDAR  RAPIDS— 

Reeder,  W.  J.,  Censor, 
Sec.-Treas. 

ST.  EDWARD— 

Sullivan,  G.  W.,  Delegate, 
Censor 

BURT 

CRAIG— 

Allen,  J.  C.,  Censor 

LYONS— 

Heacock,  F.  M.,  Alternate, 
Vice  President 

OAKLAND— 

Benson,  H.  W.,  Sec.-Treas. 
Tibbels,  R.  H.,  President 

TEKAMAH— 

*Lukens,  I. 

Sauer,  L.  E.,  Delegate 
Wood,  M.,  Censor 


SIXTH  DISTRICT 


Morrow,  B.  E.,  Censor 
Morrow,  J. 

Stanard,  John  T.,  Sec.-Treas., 
Censor 

STAPLEHURST— 

Meisenbach,  J.  E.,  President, 
Delegate 

SAUNDERS 

ASHLAND— 

Baer  ,B.  H.,  Censor 
Kirkpatrick,  C.  F.,  Honorary 
Packer,  J.  M. 

CEDAR  BLUFFSi — 

Stuart,  A.  E.,  Honorary, 
Alternate 
CERESCO— 

Noyes,  W.  W..  Delegate, 
Censor 

MORSE  BLUFF— 

Hubenbecker,  J.  C. 
PRAGUE— 

Kasper,  J.  E. 
VALPARAISO— 

*Hervert,  J.  W. 


SEVENTH 

WILBUR— 

Kirchman,  R.  C. 

*Travnicek,  F.  G.,  Censor 

THAYER 

ALEXANDRIA— 

Newell,  H.  J. 

BYRON— 

Decker,  R.  F.,  Sec.-Treas. 

CARLETON— 

Douglas,  V.  D.,  Alternate, 
Censor 
CHESTER— 

Mullikin,  D.  B. 

DESHLERi— 

Reed,  Paul  A.,  Censor, 
President 
DAVENPORT— 

Mountford,  F.  A.,  Delegate, 
Vice  President 
Snowden,  C.  C.,  Honorary 
HEBRON— 

Panter,  S.  G.,  Jr.,  Censor 


WAHOO— 

Hill,  W.  Ray,  Vice  President 
Lathrop,  M.  E.,  President 
Lauvetz,  J.  F.,  Censor 
Neuman,  J.  C. 

^Rogers,  E.  A. 

Way,  Charles,  Sec.-Treas. 
Williams,  J.  B. 

YUTAN — 

Friesen,  H.  F. 

YORK 

BENEDICT— 

Karrer,  F.  W.,  Alternate, 
Censor 

YORK— 

Bell,  H.  O.,  Delegate 
Bell,  J.  S..  President 
Greenberg,  B.  N.,  Sec.-Treas. 
Harry,  R.  E.,  Vice  Presi- 
dent, Censor 
*Karrer,  Robert  E. 

* Kilgore,  Robert  H. 

*Kilgore,  W.  S. 

Root,  B.  A.,  Censor 


DISTRICT 

NUCKOLLS 

LAWRENCE— 

Gray,  O.  S. 

NELSON— 

Ingram,  J.  E.,  Delegate 

SUPERIOR— 

McMahon,  C.  G.,  President 
Mason,  C.  T.,  Alternate 
Trowbridge,  J.  A.,  Sec.- 
Treas. 

Webman,  A.  I. 

FILLMORE 

EXETER— 

’"Huber,  Paul  J. 

Wiggins.  W.  S..  Vice  Presi- 
dent, Censor 

FAIRMONT— 

Ashby,  A.  A.,  President, 
Alternate 

GENEVA— 

Bixby,  J.,  Delegate,  Censor 
Hickman,  J.  C. 


PLATTE 

COLUMBUS— 

Allenburger,  C.  A. 

*Anderson,  R.  C. 

Campbell,  C.  H. 

James,  M.  C. 

*Koebbe,  E.  E. 

LeMar,  Fred  A.,  Censor 
McGowan,  P.  H.,  Vice  Presi- 
dent, Censor 
Martyn,  D.  T. 

Meyer,  J.  E.,  Sec.-Treas. 
Morrow,  F.  H..  Delegate 
Neumarker,  W.  R.,  President 
*0’Donnell,  R.  J., 

DUNCAN— 

Cyphers,  F.  B. 

HUMPHREY— 

Abts,  W.,  Alternate 

PLATTE  CENTER— 

Bald,  A.  A.,  Censor 

NANCE 

FULLERTON— 

Granden,  H.  W. 

King,  H.  E.,  Sec.-Treas., 
Alternate 

GENOA— 

Davis,  Homer 
Newton,  R.  A. 

Laguma  Beach,  Calif. 
Williams,  C.  D.,  President, 
Delegate 


HAMILTON 

AURORA— 

Steenburg,  D.  B.,  Vice  Presi- 
dent, Censor,  Alternate 
Steenburg,  E.  A.,  President, 
Censor 

Steenburg,  E.  K. 

Woodard,  J.  M.,  Sec.-Treas.,. 
Delegate,  Censor 
GILTNER— 

Marvel,  P.  O. 

HAMPTON— 

Troester,  O.  N. 
MARQUETTE— 

Weaver,  R.  L. 

POLK 

OSCEOLA— 

Eklund,  H.  S..  Delegate 
SHELBY— 

"Brillhart,  E.  G. 
STROMSBURG— 

Anderson,  C.  L..  Alternate,. 
President 

Blome,  W.  N.,  Sec.-Treas. 


MILLIGAN— 

Smrha.  V.  V.,  Sec.-Treas.,. 
Censor 

SHICKLEY — 

Anderson.  A.  N. 
AMARILLO,  TEXASr- 

Wegner,  Karl  F.  B.,  U.  S. 
Vet.  Adm. 

NEW  YORK,  N.  Y.— 

Albertson,  Miriam  A. 

150  Fifth  Ave.  (temporary)’ 

JEFFERSON 

DAYKIN— 

Humphrey,  H.  H. 
FAIRBURY— 

^ Ainlay,  G.  W., 

Heath,  Geo.  A. 

Hughes,  D.  O.,  President 
Alternate 

Kantor,  D.  B.,  Delegate 
:;<Luce,  R.  P.,  Sec.-Treas> 

* Lynch,  Geo.  M. 

Lynch,  J.  H. 

Powell,  M.  J. 
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*Shupe,  Lester 
Taylor,  J.  S. 
PLYMOUTH— 

Meisenbach,  G.  W. 


BOYI) 

LYNCH— 

Kriz.  It.  E.,  President 
SPENCER— 

Bradley,  E.  B. 

BROWN 

AINSWORTH— 

Brady,  R.  R. 

Lear,  W.  D. 

Rasch,  A.  G. 


HALL 

GRAND  ISLAND— 

Arrasmith,  W.  J. 

“Campbell,  John  F. 

DeMay,  G.  H.,  Sec.-Treas. 
Enos,  A.  A. 

Farnsworth.  Earle,  Delegate 
Gelow,  John  E.,  Censor 
Higgins,  J.  E. 

Homback,  W.  H. 

Johnson,  Amil  J. 

Denver,  Colo. 

Johnson,  Earle  G.,  Vice 
President 

^McDermott,  K.  F, 

McGrath,  Wilmer  D.,  Presi- 
dent 

*McGrath,  Wm.  M.,  Censor, 
Maggorie,  Carl  H. 

Martin,  R.  D. 

Phelan,  L.  D..  Honorary 
Reilly,  John  V. 

*Royer,  Howard 
“Ryder,  Frank 
Sherfey,  Carl 
Synhorst,  A.  P.,  Alternate 
“Watson,  Donald 
Watson,  E.  A. 

Woodin,  J.  G.,  Censor 
Woodruff,  R.  C. 

WOOD  RIVER— 

Molzahn,  A.  J. 

BUFFALO 

ELM  CREEK— 

Laughlin,  J.  W. 
KEARNEY— 

Albertson,  L.  C.,  Delegate 
Edwards,  C.  B. 

Gibbons,  C.  K. 

Hansen,  H.  C.,  Pres. 


ADAMS 

HASTINGS— 

Anderson,  H.  F. 

Boren,  A.  J.,  Honorary 
Brown,  J.  W.,  President 
DeBacker,  L.  J. 

Egen,  L.  F. 

Feese,  J.  P.,  Censor 
Foote,  C.  M. 

*Foote,  D.  B. 

Foote,  E.  C. 

Grove,  Howard  R.,  Sec.- 
Treas. 

“Harrington,  A.  E. 

Jones,  S.  J.,  Honorary 
“Kingsley,  D.  W. 

“Kostal,  O.  A. 

Latta,  E.  J. 

Mace,  John  L.,  Censor 
Morrow,  C.  W. 

Pinney,  Geo.  L.,  Delegate 
Rork,  L.  H.,  Censor 
“Shaw,  W.  L. 

Smith,  A.  A. 

Swanson,  L.  A.,  Alternate 
“Uridil,  C.  F. 

Uridil,  J.  E. 

Weber,  C.  R. 

Wegman,  Wm.  M. 

“Service  Membership  Given 
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CLAY  Pinckney,  C.  E. 

HARVARD—  Hurley,  N.  Mex. 


Nutzman,  C.  L., 

Vets.  Adm.,  Salt  Lake,  U. 


EIGHTH 

LONG  PINE— 

“Prescott,  Kenneth 

CHERRY 

VALENTINE— 

Compton,  A.  N. 

Farner,  John 

ROCK 

BASSETT— 

Panzer,  H.  J. 


NINTH 

Jester,  R.  F. 

Johnson,  O.  D.,  Censor 
Johnston,  R.  S. 

McWhorter,  S.  J. 

Nutzman,  Wm.,  Sec.-Treas., 
and  Vice  President 
Rose,  W.  E. 

Smith,  Harold  V.,  Censor 
“Wilcox,  M.  B.,  Alternate 
RAVENNA— 

“Dickinson,  L.  E.,  Jr. 
Dickinson,  L.  E.,  Sr. 

Ehlers,  O.  C. 

SHELTON— 

Lucas,  Chas. 

CUSTER 

ANSELMO— 

Spivey,  C.  D. 

ANSLEYi — 

Wilcox,  C.  W. 

ARNOLD— 

Burnham,  F.  A.,  Delegate 
BROKEN  BOW— 

Bowman,  C.  L.,  Sec-Treas. 
Bowman,  J.  E. 

Carothers,  P.  H.  J. 
Erickson,  G.  T.,  Censor 
Koefoot,  Theo.,  Alternate 
Landis,  H.  B. 

Pennington,  G.  E. 
CALLAWAY— 

Bryson,  R.  D.,  Censor 
SARGENT— 

McDaniel,  V.  S. 

DAWSON 

COZAD— 

Fochtman,  L.  H.,  Censor 
Sheets,  C.  H.,  Delegate 


TENTH 

INGLESIDE— 

Coats,  Edwin  A. 

“Coen,  Robert  A. 

Davies,  D.  M. 

Everitt,  O.  W. 

Laird,  C.  R.,  Vice  President 
Marx,  Johann  R. 

St.  Charles,  111. 

“Nielsen,  J.  C. 

O’Donnell,  H.  J. 

Schultz,  H.  H. 

KENESAW— 

Guildner,  C.  W. 

Nowers,  W.  E. 

FRANKLIN 

BLOOMINGTON— 

Sparks,  M.  L.,  Honorary 
FRANKLIN— 

Bratt,  Mary 

Nail,  F.  E.,  Vice  President, 
Censor,  Alternate 
*Rosenberg,  D.  S. 

Smith,  Hal  C.,  Sec.-Treas., 
Censor,  Delegate 
HILDRETH— 

Baker,  F.  L.,  President, 
Censor 


ONG— 

Asa,  O.  C. 


DISTRICT 

HOLT 

ATKINSON— 

Douglas,  W.  J. 

McKee,  N.  P. 
CHAMBERS— 

Gill,  James  W.,  Delegate 
O’NEILL— 

Brown,  J.  P.,  Sec.-Treas. 
French,  O.  W. 

STUART— 

Clark,  F.  J. 


DISTRICT 

EDDYVILLE— 

Kile,  J.  B. 

GOTHENBURG— 

Harvey,  H.  M.,  Censor 
Pyle,  B.  W..  President 
Stevenson,  E.  C.,  Vice 
President 
LEXINGTON— 

Anderson,  A.  W. 

Dorwart,  H.  E. 

Dorwart,  T.  Y.,  Alternate 
*Norall,  V.  D. 

“Olsson,  P.  Bryant 
Rosenberg,  F.  J.,  Honorary 
Wycoff,  R.  S.,  Sec.-Treas. 
NEW  YORK,  N.  Y.— 
Fochtman,  John  T. 

HOOKER 

MULLEN' — 

Walker,  D.  A. 

Lincoln  County 

THOMAS 

THEDFORD— 

Rausten,  David  S.  (Lan- 
caster Co.) 

HOWARD 

DANNEBROG— 

Pederson,  P.  M..  President 
Deceased  8-2-44 

ST.  PAUL— 

Arnold,  M.  O.,  Vice  Presi- 
dent, Alternate 
Hanisch,  E.  C.,  Sec.-Treas., 
Censor 

“Wengert/  D.  B. 
WASHINGTON— 

“Hynes,  W.  P. 


DISTRICT 

HARLAN 

ALMA — 

Bartlett,  W.  C.,  Sec.-Treas., 
Delegate 

Kerr,  R.  H.,  President,  Alter- 
nate 

WEBSTER 

BLUE  HILL— 

O’Neill,  S.  W.,  Sec.-Treas., 
Delegate 
GUIDE  ROCK— 

Pace,  I.  A. 

RED  CLOUD— 

Lewis,  E.  V..  Vice  Presi- 
dent, Alternate 
“Obert.  Francis 

RED  WILLOW 

McCOOK— 

DeMay,  G.  A.,  Vice  President 
Donaldson,  J.  H. 

Leininger,  E.  F.,  Delegate, 
Sec.-Treas. 

“Morgan,  D.  H. 

Willis,  J.  M..  Censor 
Shank,  F.  W.,  President 
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SUTTON— 

Nuss,  H.  V.,  President, 
Alternate 
*Richter.  D.  A. 


SHERIDAN 

GORDON— 

Anderson,  John  S.,  Alternate 
HAY  SPRINGS— 

“Wolf,  W.  K. 

RUSHVIILE — 

Hook,  R.  L.,  Delegate 
“Sullivan,  P.  J. 

Swanson,  S.  A. 


GREELEY 

GREELEY— 

Brannen,  J.  L. 

SCOTIA— 

Cimfel,  A.  B. 

WOLBACH— 

Holm,  A.  H.,  (Howard  Co.), 
Censor 

VALLEY 

NORTH  LOUP— 

Hemphill,  W.  J. 

ORD— 

Barta.  F.  A.,  Sec.-Treas. 
“Kruml,  J.  G. 

Miller,  C.  J.,  Alternate, 

Vice  President 
“Round,  John  N. 

Weeks,  C.  W. 

GARFIELD 

BURWELL— 

“Cram,  Roy  S. 

Smith.  E.  J.,  President, 
Delegate 

SHERMAN 

LITCHFIELD— 

Rydberg:,  C.  A.,  (Custer 
Co.),  President 
LOUP  CITY— 

Amick,  C.  G.,  (Custer  Co.) 
Censor 

GRANT 

HYANNIS— 

Howell,  W.  L.,  (Box  Butte), 
Censor,  Alternate 


LEBANON— 

Bartholomew,  W.  S. 
ARLINGTON,  VA.— 
*Brimmer,  K.  W. 

DUNDY 

BENKELMAN— 

Lewis,  N.  H. 

Morehouse,  G.  A.,  Delegate 
Premer,  J.  F.,  Censor 

CHASE 

IMPERIAL — 

Hoffmeister,  G.  F. 

Smith,  Fay,  Delegate 
WAUNETA— 

Carlson,  C.  R. 

HITCHCOCK 

CULBERTSONh- 

Jones.  R.  T.,  Delegate 
PALISADE— 

Karrer,  F.  M. 

Fellers,  A.  B. 

STRATTON— 

Brown,  L.  B. 

* Brown,  Kenneth  W. 
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Nebr.  S.  M.  Jour. 
January,  1945 


TRENTON— 

Prest,  J.  E. 

GOSPER 

ELWOOD — 

Clark,  G.  A.,  (Dawson  Co.), 
Censor 

BERTRAND— 

Clark,  G.  W.,  Vice  President 
HOLDREGE— 

Best,  Robert,  Censor 
*Brewster,  Donald  E. 
Brewster,  F.  A.,  President 


Brewster,  F.  W.,  Censor 
*Foley,  Thos.  H. 

McConahay,  H.  A.,  Alternate 
* Matson,  Roy  M. 

Peterson,  Theo.  A.,  Censor, 
Delegate 

♦Reeder,  Robert  C. 

♦Shreck,  H.  W. 

Shreck,  W.  A.,  Sec.-Treas. 
Reiner,  Walter  M. 

KEARNEY 

MINDEN— 

Abbott,  C.  E.,  (Adams  Co.) 


Abbott,  Hodson  A.,  (Adams 
Co.) 

Andrews,  H.  S.,  (Adams 
Co.) 

Powell,  W.  H„  (Adams  Co.) 

Deceased  4-13-44 
*Sutton,  Bruce  B. 

Young,  G.  A. 

FRONTIER 

CURTIS— 

Magill,  Van  H.,  Delegate, 
Censor 


EUSTIS — 

Rosenau,  O.  P.,  (Dawson 
Co.),  Censor 

MAYWOOD— 

Mills,  B.  I. 

FURNAS 

CAMBRIDGE— 

Minnick,  Clarence,  Delegate 

OXFORD— 

Evans,  C.  D.,  Jr. 

Smith,  A.  J.,  (Phelps  Co.) 


ELEVENTH  DISTRICT 


LINCOLN 

MAXWELL— 

Kennen,  C.  E. 

NORTH  PLATTE— 

Anderson,  Joel,  Censor, 
President 
Callaghan,  A.  J. 

♦Clarke,  H.  L. 

Dent,  G.  B.,  Delegate 
♦Dent,  T.  E. 

Fetter,  E.  W. 

Heider,  C.  F. 

♦Hirschfeld,  Beryl 
♦Hudgel,  L.  E. 

Kerr,  T.  J.,  Censor 
Kreymborg,  O.  C.,  Censor 
♦Long,  Fred 
McDonald,  H.  A. 

McGraw,  Harriett,  Vice 
President 
♦Millhouse,  J.  H. 

Redfield,  J.  B. 

♦Shaughnessy,  E.  J. 

Stevenson,  Ed.,  Sec.-Treas. 
Valentine,  L.  F.,  Alternate 
Walker,  H.  H. 

♦Waltemath,  G.  F. 

Reeves,  A.  E.,  (Dawson  Co.) 


SUTHERLAND— 

Moore,  Harlan  E. 

DEUEL 

BIG  SPRINGS— 

Smith,  C.  H.,  Garden-Keith- 
Perkins  Co.  Censor 
♦Smith,  N.  R..  Garden-Keith- 
Perkins  Co. 

CHAPPELL— 

Coleman.  A.  C.,  Cheyenne, 
Kimball  & Deuel  Co. 

GARDEN 

LEWELLEN— 

Morris,  D.  F.,  Honorary 
Vesely,  Francis  V.,  Censor 

OSHKOSH— 

Seng,  W.  G.,  Sec.-Treas., 
Delegate 

LOGAN 

STAPLETON— 

Carr,  E.  F.,  Lincoln  Co. 

KEITH 

OGALLALA— 

Harvey,  E.  A.,  Pres. 


♦Vandiver,  H.  A. 

Weyer,  S.  M., 

PERKINS 

GRANT— 

Bell,  F.  M.,  Censor,  Alternate 
Colglazier,  E.  E.,  V-Pres., 
Censor 

SCOTTS  BLUFF 

GERING— 

♦Gentry,  W.  Max 
Gentry,  W.  J. 

Harvey,  W.  C.,  Delegate 
Shike,  W.  E.,  V-Pres.,  Censor 
LYMAN— 

Karrer,  R.  W.,  President 
MITCHELL— 

♦Ohme,  Kenneth 
Watson,  C.  R.,  Censor 
MORRILL— 

Prentice,  O.  D. 
SCOTTSBLUFF — 

Baker,  Ellis  E.,  V-Pres. 
Baker,  Paul  Q. 

♦Campbell,  Louis  S. 

Cooper,  A.  L. 

Dunham.  L.  H. 


Franklin,  W.  S. 

Griggs,  E.  E.,  Censor 
♦Hanna,  Joe  T. 

Herhahn,  Frank  T. 

Hodnett,  W.  P. 

Lovett,  Ivan  C. 

Malott,  R.  J. 

Rasmussen,  N.  H. 

Riddell,  Ted  E..  Alternate 
♦Rosenau,  John  A. 

Schrock,  J.  B.,  Sec.-Treas. 
Stoops,  J.  N..  Censor 
Windle,  V.  M.,  Madison  Six 
Co.,  Topeka,  Kan. 

♦Zierott,  L.  L. 

BOX  BUTTE 

ALLIANCE— 

Broz,  J.  S. 

Burnham,  A.  G.,  Pres. 

Hand,  Geo.  J.,  Censor 
Johnston,  G.  F. 

♦Kennedy,  J.  F. 

♦Kunel,  Joseph  K. 

♦Morgan,  R.  J. 

Seng,  O.  L.,  Sec.-Treas. 
Slagle,  C.  E.,  Delegate 
♦Sorensen,  , C.  N.,  V-Pres. 
Sucgang,  F.  P.,  Censor 
Whitehead,  E.  I. 


TWELFTH  DISTRICT 


DAWES 

CHADRONi — 

Courshon.  A.  J.,  Pres. 
♦DeFlon,  Eric  G. 

Griot,  A.  J.,  V-Pres. 
Hoevet,  L.  H.,  Censor 
McDowell,  M.  B.,  Censor 
Pierce,  C.  M..  Sec.-Treas. 
♦Sinclair,  Roy  D. 

CRAWFORD— 

Ivins,  R.  L.,  Censor 


CHEYENNE 

DALTON— 

Pankau,  J.  B.,  V-Pres. 

SIDNEY— 

♦Bitner,  C.  U. 

♦Bush,  Stuart  K. 

Cook,  Hull  A.,  Alternate, 
Censor 

Dorwart,  Clinton  B.,  Pres. 
Grimm,  B.  H.,  Delegate 
Roche,  R.  E. 


MORRILL 

BAYARD— 

Doher,  T.  L.,  Scotts  Bluff 
Co. 

♦Pugsley,  G.  W.,  Jr. 

Pugsley,  W.  G.,  Sr.,  Scotts 
Bluff  Co. 

BRIDGEPORT— 

Blackstone,  H.  A.,  Scotts 
Bluff  Co. 


BROADWATER— 

Gray,  Wm. 

Pass,  M.  D. 

KIMBALL 

KIMBALL— 

Flett,  David,  Sec.-Treas. 
♦Lipp,  Frank  E. 

Manganaro,  C.  J.,  (Omaha- 
Douglas  Co.) 

WASHINGTON,  D.  C.— 

Miller,  A.  L.,  Suite  101, 
House  of  Representatives 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Dr.  B.  H.  Adams  of  Nehawka  was  promoted  from 
first  lieutenant  to  captain  in  the  Medical  Corps 
of  the  Army. 

Lt.  Fay  Gamer  of  Seward  is  dermatologist  in  a 
hospital  in  England. 

Lt.  R.  A.  Youngman  of  Falls  City  is  stationed  in 
England. 

Capt.  F.  M.  Tushla  of  Auburn  is  stationed  at 
Camp  Butner,  North  Carolina. 

According  to  the  Hastings  Tribune,  Lt.  C.  F. 
Uridil,  USNR,  serving  with  a Marine  Division  has 
been  awarded  the  Purple  Heart.  Lt.  Uridil  was 
wounded  during  the  campaign  in  Tarawa,  and  again 
in  the  Saipan-Tinian  engagement  last  summer. 

For  the  following  communication  The  Journal  is 


indebted  to  Dr.  George  Covey  of  Lincoln.  It  came 
from  a Lincoln  colleague  recently,  and  is  considered 
worthy  of  publication. 


“Dear  Dr.  Covey: 


Somewhere  in  the  Pacific, 
October  29,  1944. 


“Quite  a bit  of  mail  finally  has  caught  up  with 
me  and  with  it  four  copies  of  The  Nebraska  State 
Medical  Journal.  One  of  them,  the  July  number  of 
1944  carries  a regrettable  letter,  written  by  a col- 
league, who  apparently  after  smelling  his  first 
powder,  begins  to  complain  and  to  accuse  others.  It 
seems  that  while  he  was  in  his  foxhole,  ‘over- 
whelmed with  terror’  he  was  praying  instead  of 
reasoning  (an  attitude  sponsored  by  press,  radio  and 
theater).  We  do  get  used  to  such  trifles,  and  al- 
though we  never  will  enjoy  them,  we  accept  these 
experiences  as  unavoidable.  I have  been  strafed  by 
Zeros,  sniped  at,  and  pinned  down  by  mortar  fire. 
At  one  time  during  the  first  days  of  the  Saipan  cam- 
paign, an  evil  smelling  corpse  was  located  at  the 
(Continued  on  page  38) 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F„  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY" 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping-  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten.  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,-  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 


As  of  December  15,  1944 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffl-ce,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 

Heywood,  Leo.  T. 

Hirschman.  J.  H.,  Int. 
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MEMBERS  IN  THE  ARMED  FORCES 

(Continued  from  page  36) 

edge  of  my  foxhole.  Every  mortar  shell  threw  this 
‘stiff’  down  on  me.  No  sooner  had  I shoved  him 
back  on  the  edge  of  my  foxhole,  than  another  con- 
cussion threw  him  right  back  at  me.  I had  to  play 
this  distasteful  game  through  the  greater  part  of 
that  night,  but  failed  at  that  time  and  still  fail 
to  see  what  all  this  has  to  do  with  the  doctors  back 
home. 

“When  I applied  for  my  commission  I fully  expect- 
ed such  things,  and  as  you  may  remember,  I also 
expected  certain  colleagues  in  the  armed  forces  to 
accuse  the  ones  who  didn’t  happen  to  share  their 
experiences.  Next  to  my  sense  of  duty  it  was  this 
expectation  which  prompted  me  to  join  up  as  soon 
as  I could.  I too  have  talked  with  many  medical 
officers  and  found  that  the  ones  who  have  enjoyed 
a good  practice,  feel  as  a rule  that  they  will  be 
able  to  take  off  from  where  they  left. 

“Certainly  there  are  a few  men  who  mean  to  take 
advantage  of  the  shortage  of  doctors  back  home. 
They  are  only  a few.  A man  who  generalizes  such 
cases  and  proceeds  to  fling  accusations  at  the  entire 
medical  profession  back  home,  certainly  is  not  fair 
to  anyone  including  himself. 

“Enough  of  this,  I just  wanted  you  to  know  that 
I don’t  share  this  colleague’s  viewpoint.  Yesterday 
I mailed  a letter  with  a recent  photograph.  You 
may  be  surprised  to  see  my  face  full  of  wrinkles. 
I really  haven’t  aged  that  much.  The  picture  just 
was  taken  shortly  after  the  battle,  and  besides  hav- 
ing worked  day  and  night  for  ten  days  straight,  the 
excessive  perspiration  had  rendered  me  a little  de- 
hydrated. In  a temperate  climate  these  wrinkles 
will  disappear — I hope. 

“News  from  all  points  is  good,  but  everything 
sometimes  seems  too  slow  for  our  desire  to  return 
home.  Write  soon! 

As  ever,  Z.” 

Af M TO  WiJ¥  THC  WAR- 

BUY  WAR  BON  NS 
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Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Dr.  L.  M.  Stearns,  formerly  of  Kearney,  has 
located  in  La  Jolla,  Calif. 

After  an  absence  of  nine  months  Dr.  R.  C.  Kirch- 
man  has  resumed  practice  in  Wilber. 

Dr.  Esther  L.  McEachen  of  Omaha  is  in  the 
Clarkson  Hospital  following  an  automobile  accident. 

Dr.  J.  M.  Erman  of  Omaha  attended  the  annual 
convention  of  the  Veterans  of  Foreign  Wars  in  Kan- 
sas City,  Mo.,  the  latter  part  of  November.  As  a 
member  of  the  courtesy  committee  he  was  host  to 
Commander  C.  M.  Wassel,  USNR. 

The  following  item  is  reproduced  from  the  Ne- 
braska City  News-Press  of  November  8,  1944.  Its 
sincerity  and  simplicity  is  a tribute  not  only  to  Dr. 
Zimmerer,  but  equally  to  every  practicing  physician 
in  Nebraska. 

“READERS  of  this  newspaper  were  shocked  Tues- 
day by  the  announcement  that  Dr.  Charles  G.  Zim- 
merer, part  and  parcel  of  the  community  for  a 
quarter  of  a century,  has  given  up  active  practice 
until  such  time  as  his  own  physicians  tell  him  it  is 
safe  to  resume.  Probably  it  does  not  occur  to  us 
that  a physician  ever  becomes  ill.  The  truth  is, 
doctors  are  notoriously  short-lived  as  a class. 

THE  demands  on  a doctor’s  time  require  him  to 
live  an  abnormal,  body-destroying  life.  He  eats  ir- 
regularly, seldom  gets  enough  sleep,  expends  his 
vitality  on  a nerve-exhausting  job.  He  takes  the  risk 
of  “catching”  whatever  is  wrong  with  his  patients, 
listens  patiently  and  kindly  to  a never-ending  suc- 
cession of  complaints  and  ailments  and  worries 
prodigiously  over  the  progress  of  those  who  are 
desperately  ill. 

MEN  who  associate  with  physicians  as  friends 
and  not  always  as  patients  marvel  at  the  Medicos’ 
ability  to  accomplish  so  much  with  the  handicaps 
under  which  they  live  and  work.  It  was  told  recent- 
ly in  a Saturday  Evening  Post  article,  “Oh,  Doctor!” 
which  I suggest  you  dig  up  and  read.  The  physi- 
cian mentioned  therein,  I think,  is  typical  of  all  the 
others  who  in  these  days  are  pushed  to  the  limit 
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of  mental  and  physical  endurance.  So  many  people, 
as  the  article  said,  waste  the  time  of  the  physician, 
looking  on  him  as  both  nurse  and  practitioner;  while 
others  delay  until  the  last  moment  the  visit  which 
they  should  have  made  months  before. 

I HAVE  known  Dr.  Charley  Zimmerer  ever  since 
he  came  to  Nebraska  City.  He  has  been  our  fam- 
ily physician  during  all  those  years.  I have  a per- 
sonal gratitude  grounded  in  a case  of  illness  which 
afflicted  us,  darkened  our  domestic  sky  for  weeks 
and  for  a time  appeared  to  be  heading  for  the  “ulti- 
mate tragedy.”  We  have  not  forgotten  that  period 
during  which  a medical  man’s  unfailing  smile,  kind- 
ly counsel  and  persistent  watchfulness  brought 
dawn  to  the  sky. 

HUNDREDS  of  others  must  have  similar  mem- 
ories and  they  will  join  this  commentator  in  the 
hope  that  Father  Time,  that  other  great  physician, 
will  so  improve  the  physical  being  of  Charley  Zim- 
merer that  he  may  again  take  up  the  important  work 
to  which  he  dedicated  himself  and  which  I know  he 
loves  with  all  the  fervor  which  a man  takes  to  the 
job  to  which  he  is  fitted  by  training  and  nature. 


Tuberculosis  Abstracts 

Unsuspecting  carriers  and  spreaders  of  the  tu- 
bercle bacillus  comprise  a numerically  small  but  im- 
portant minority  of  the  population.  Though  most 
general  hospitals  dislike  to  receive  known  cases 
of  pulmonary  tuberculosis  for  treatment  of  unre- 
lated conditions,  their  patients  and  personnel  never- 
theless remain  under  constant  threat  of  tuberculous 
infection.  This  condition  obtains  because  simple, 
adequate  measures  are  not  taken  by  the  institution 
to  detect  among  the  employees,  staff  and  persons 
admitted  as  patients  the  presence  of  unrecognized  or 
unreported  tuberculosis. 

TUBERCULOSIS  CONTROL  IN  HOSPITALS 

Few  hospitals  will  accept  tuberculosis  of  the  lung 
as  a disease  to  be  treated  within  their  walls  except 
the  large  public  institutions  with  special  facilities 
for  that  purpose.  Recently  private  hospitals  in 
Chicago  were  asked: 

1.  Do  you  admit  patients  with  pulmonary  tuber- 
culosis to  your  hospital  for  treatment  of  that  dis- 
ease? 

2.  Do  you  admit  patients  with  known  pulmonary 
tuberculosis  to  your  hospital  for  treatment  of  other 
conditions  ? 

Of  the  73  hospitals  which  replied,  5 answered 
question  one  with  “Yes;”  68  with  “No;”  25  replied 
to  question  two  with  “Yes”  and  48  with  “No”  or  with 
comments  which  amounted  to  a negative  reply.  The 
answers  indicated  that  hospital  administrators  do 
not  consider  the  admission  of  the  tuberculous  an 
asset  to  hospital  service.  In  fact  many  of  them 
thought  this  was  an  attempt  to  uncover  an  adminis- 
trative deficiency. 

In  a community  with  sufficient  beds  available  in 
tuberculosis  hospitals  this  attitude  does  not  hamper 
phthisiotherapy,  although  in  the  past  physicians 
have  been  deprived  of  facilities  to  hospitalize  their 
patients  in  this  manner.  With  the  increase  of 
surgical  treatment  this  has  often  proved  hampering. 


In  communities  with  inadequate  facilities  for  the 
treatment  of  tuberculosis  failure  to  exploit  all  the 
available  space,  especially  when  numbers  of  general 
hospital  beds  were  vacant,  has  seemed  unjustified. 

Fear  of  Infection 

The  reason  for  this  is  the  fear  of  infecting  non- 
tuberculous  patients  and  hospital  personnel  housed 
under  the  same  roof.  This  precaution  might  be 
justified  if  the  refusal  could  really  lead  to  a hos- 
pital atmosphere  free  of  tubercle  bacilli,  but  that 
is  not  the  case. 

In  recent  years,  since  we  have  become  aware  of 
obscure  tuberculosis,  our  distrust  of  a negative  his- 
tory and  physical  examination  has  become  deep- 
seated  and  justified.  Again  and  again  evidence  has 
shown  that  any  hospital  may  have  patients  with 
unknown  and  open  pulmonary  tuberculosis  in  its 
rooms  and  wards  however  little  the  ailment  for 
which  these  persons  were  admitted  may  have  to  do 
with  pulmonary  disease. 

Routine  Chest  X-rays 

Only  universal  x-ray  examinations  of  the  chest 
of  all  patients,  regardless  of  the  nature  of  their 
complaint,  could  lead  to  exclusion  of  the  tuber- 
culous. The  University  of  Chicago  Clinics  and  the 
affiliated  Provident  Hospital  have  x-rayed  all  clinic 
admissions  for  some  years  with  most  beneficial  re- 
sults. As  a method  of  avoiding  contamination, 
however,  this  is  only  part  of  the  necessary  effort. 
As  a means  of  keeping  tuberculosis  out  of  hos- 
pitals, pre-admission  x-rays  would  lead  to  an  un- 
necessary increase  in  the  rejection  of  patients  badly 
in  need  of  care. 

Many  patients  will  always  enter  hospitals  with- 
out a previous  examination,  and  they  cannot  be 
asked  to  leave  if  tuberculosis  is  discovered.  Even 
if  a discharge  could  be  effected  without  harm  to 
the  patients,  where  should  they  go  for  treatment? 
Tuberculosis  hospitals  could  hardly  be  expected  to 
engage  in  the  treatment  of  all  extrapulmonary, 
non-tuberculous  conditions.  Sanatoria  are  usually 
not  located  or  staffed  for  the  purposes  of  general 
medicine  and  surgery.  Many  communities  have  no 
facilities  specifically  intended  for  the  treatment  of 
patients  with  tuberculosis. 

Danger  of  Unrecognized  TB 

General  hospitals  should  accept  the  necessity  of 
housing  tuberculous  patients.  The  danger  of  in- 
fection arises  from  not  recognizing  their  pulmonary 
infection,  as  has  been  the  unavoidable  fact  up  to 
now. 

Proper  isolation  in  one  wing,  floor,  or  section  of 
the  building  is  easily  accomplished.  At  the  Uni- 
versity of  Chicago  Clinics  this  has  been  done  dur- 
ing the  past  twelve  years.  Through  knowing  who 
and  where  our  tuberculous  patients  are  we  are 
avoiding  the  most  acute  danger  of  contamination 
which  always  arises  where  germs  are  being  spread 
without  the  knowledge  of  either  the  distributor  or 
the  recipient. 

Staff  Examination 

Isolation  protects  the  medical  and  nursing  staff 
and  other  employees  against  infection  from  the  pa- 
tient. However,  to  make  tuberculosis  control  in  a 


40 


TUBERCULOSIS  ABSTRACTS 


Nebr.  S.  M.  Jour. 
January,  1945 


hospital  complete,  physicians,  nurses,  attendants, 
etc.,  have  to  be  protected  not  only  from  patients  but 
from  each  other  and  patients  have  to  be  guarded 
against  infection  from  members  of  the  personnel. 

Nearly  15  years  ago  when  the  University  Clinics 
introduced  x-ray  examination  of  the  chest  by  roent- 
genograms for  all  nurses,  the  supervisor  of  the 
operating  rooms  and  the  nurse  in  charge  of  the 
sterlizing  room  for  the  -newborn  were  found  with 
active  tuberculosis.  Neither  was  aware  of  her  con- 
dition. Stereoscopic  roentgenograms  were  then 
made  obligatory  for  all  physicians  and  nurses  on 
taking  employment,  with  re-examinations  every  year 
for  those  on  general  duty  and  every  three  months 
for  the  personnel  of  the  tuberculosis  division. 

General  Hospital  Personnel 

Other  personnel  were  exempt  from  this  routine. 
About  a year  later,  positive  sputum  findings  began 
to  be  reported  in  patients  where  no  other  findings 
suggested  tuberculous  infection.  The  clinical  find- 
ings in  most  of  these  patients  suggested  upper 
respiratory  or  bronchitic  involvement.  The  sugges- 
tion that  an  x-ray  examination  of  the  chest  of  the 
members  of  the  laboratory  staff  be  made  was  re- 
sented by  that  staff  and  rejected  by  administra- 
tive officers. 

Eventually,  it  was  found  that  the  laboratory 
worker  in- .charge  of  sputum  tests,  a plump  and 
healthy  appearing  girl,  had  extensive  cavernous 
tuberculosis  with  an  almost  pure  culture  of  acid 
fast  bacilli  in  her  sputum.  She  had  contaminated 
the  patients’  specimens.  The  embarrassment  of 
apologizing  to  the  patients  in  question  and  of 
revoking  the  reports  to  the  health  department 
had  a most  beneficial  effect.  Roentgen  examina- 
tion of  the  chest  has  since  been  obligatory  for  all 
staff  members  and  hospital  employees  and  has  been 
gratefully  received  by  almost  all  of  them. 

Sincere  Effort  Needed 

Experiences  like  this  may  seem  extraordinary. 
The  author  believes  they  appear  so  only  because 
there  has  been  no  great  drive  to  uncover  tubercu- 
losis in  hospital  personnel.  There  can  be  no  cause 
for  the  hesitation  on  the  part  of  the  general  hos- 
pital to  put  its  house  in  order  with  regard  to  tuber- 
culosis other  than  inertia  and  the  fear  of  adminis- 
trative commotion. 

A painstaking  design  and  observance  of  rules 
governing  the  diagnosis  and  isolation  of  the  disease 
in  patients  and  employees  will  make  it  possible 
with  safety  to  admit  tuberculosis  patients  to  general 
hospitals.  There  is  no  reason  why  all  this  cannot 
be  accomplished  by  voluntary  efforts.  It  is  obvious 
from  our  newer  experience  with  tuberculosis  that 
such  hospitalization  is  one  of  the  great  necessities 
to  achieve  the  basic  aim  of  all  medical  endeavor — the 
saving  of  human  life. — Tuberculosis  Control  in  Hos- 
pitals, Robert  G.  Bloch,  M.D.,  The  NTA  Bulletin, 
August,  1944. 


MIDWEST  CONFERENCE  ON  REHABILITATION 

The  Institute  of  Medicine  of  Chicago  is  sponsor- 
ing a Midwest  Conference  on  Rehabilitation  to  be 
held  in  the  Grand  Ball  Room  of  the  Drake  Hotel, 
Chicago,  on  Monday,  February  12.  This  conference 


precedes  by  one  day  the  Congress  on  Industrial 
Health,  under  the  auspices  of  the  American  Medi- 
cal Association,  and  will  be  held  in  conjunction  with 
that  meeting.  Co-sponsors  are  the  Chicago  Medical 
Society,  the  Council  of  Social  Agencies  of  Chicago, 
the  Chicago  Hospital  Council,  and  the  Midwestern 
Section  of  the  American  Congress  of  Physical  Medi- 
cine. Nationally  known  authorities  will  participate 
in  the  one-day  program  which  will  include  discus- 
sion of  the  relation  of  the  local  community  to  the 
Veterans’,  Federal,  and  State  rehabilitation  pro- 
grams, role  of  industry  in  rehabilitation,  employ- 
ability  of  the  handicapped,  and  development  of  local 
rehabilitation  centers.  There  will  also  be  a luncheon 
program  with  specially  invited  guests,  and  the  Sixth 
Frank  Billings  Lecture  of  the  Thomas  Lewis  Gil- 
mer Foundation  of  the  Institute  of  Medicine  will  be 
delivered  at  the  evening  session.  Further  details 
will  be  announced  later.  The  registration  fee  will 
be  $1.00.  Requests  for  programs  and  registration 
cards  should  be  sent  to  the  Institute  of  Medicine  of 
Chicago,  86  East  Randolph  Street,  Chicago  1. 


19TH  ANNUAL  SESSION  OF  NATIONAL 
CONFERENCE  ON  MEDICAL  SERVICE 
SET  FOR  CHICAGO,  FEBR.  11,  1945 

Postwar  distribution  of  medical  care  will  be  the 
theme  for  the  nineteenth  annual  session  of  the  Na- 
tional Conference  on  Medical  Service  to  be  held 
in  the  Red  Lacquer  Room  of  the  Palmer  House  in 
Chicago,  Sunday,  February  11,  1945. 

Medical  legislation,  physical  fitness  program,  re- 
habilitation of  veterans,  latest  word  from  the  Wash- 
ington front,  relationship  between  labor  and  farm 
groups  and  medicine  are  among  the  topics  to  be 
discussed  by  nationally  known  speakers  who  will 
appear  on  the  program.  Also  listed  on  the  program 
will  be  an  open  discussion  on'  prepayment  medical 
plans,  the  principal  advantages  and  defects  of  both 
service  and  indemnity  types  of  insurance  being  pre- 
sented. Congressman  Arthur  L.  Miller  of  Nebraska, 
author  of  the  Miller  Bill  to  unify  certain  health 
services,  is  to  be  among  the  speakers. 

All  members  of  the  Medical  Association  are  in- 
vited to  attend. 

'I  '!  HC'I  (i!  £ fi  f* 

C.  L.  Palmer,  M.D.,  Pittsburgh,  president  of  the 
conference,  will  open  the  session  with  an  address 
from  the  chair  at  9:30  a.m.  Members  of  the  con- 
ference executive  committee,  in  addition  to  the  presi- 
dent and  secretary,  are: 

W.  L.  Burnap,  M.D.,  Fergus  Falls,  Minnesota. 
J.  D.  McCarthy,  M.D.,  Omaha,  Nebraska. 

Edwin  S.  Hamilton,  M.D.,  Kankakee,  Illinois, 
Walter  E.  Vest,  M.D.,  Huntington,  West  Va. 
Russell  M.  Kurten,  M.D.,  Racine,  Wisconsin. 
Creighton  Barker,  M.D.,  New  Haven,  Conn. 
Dwight  H.  Murray,  M.H.,  Napa,  California. 

Detailed  programs  of  the  conference  will  be  ready 
shortly  and  may  be  obtained  through  any  member  of 
the  executive  committee  or  by  writing  Cleon  A. 
Nafe,  M.D.,  secretary,  National  Conference  on  Medi- 
cal Service,  822  Hume  Mansur  Building,  Indian- 
apolis 4,  Indiana.  ■>>;.!/? 
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Health  and  Accident 
Insurance 
Paying  Lifetime 
Benefits 


Health  and  Accident 
Insurance  --  Paying 
from  First  Day 
to  Life 


Special  Policy  for  All  Eligible  Members  of 
Nebraska  State  Medical  Association 

Lifetime  benefits  for  both  sickness  and  accident 

■®  Pays  benefits  from  FIRST  DAY  to  LIFE  for  accidents  and  from  FIRST 
DAY  to  LIFE  for  sickness. 

® Carries  full  waiver  of  premium  clause. 

® Policy  pays  regardless  of  whether  disability  is  immediate. 

• Policy  does  not  terminate  at  any  age. 

® Monthly  benefits,  $200.00;  double  indemnity,  $400.00. 

• Accident  death  benefits,  $5,000.00;  double  indemnity,  $10,000.00. 

• Mutual  Benefit  is  licensed  in  every  state  in  the  United  States, 

Canada,  Alaska  and  Hawaiian  Islands. 

® Additional  benefits,  $100.00  per  month  while  in  hospital. 

® Additional  benefits,  $100.00  per  month  for  nurses  care. 

• No  physical  examination  required. 

We  shall  be  glad  to  furnish  further  information 


A Special  Disability 
Life  Annuity  for  Your 
Nebraska  Medical 
Group 


Omaha 


Address: 

Hugh  Welch 
Professional  Group 
Department 
300  Karbach  Building 
Omaha  2,  Nebr. 
Phone  JA.  4175 


XXV 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


XXV] 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 
January,  1945 


ALCOHOL— MORPHINE— BARBITAL 


ADDICTIONS  Successfully  Treated  Since  1897  — 
Founded  by  B.  B.  Ralph,  M.D. 


Pdrite  Jor  description  Loo  Met 


The  Ralph  Sanitarium 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone — Victor  4850 


Registered  by  the  Council  on  Medical  Education  and  Hospitals 
ot  the  A.  M.  A. 


<]| Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Dr.  E.  T.  Manning 

Clinical  Pathologist 

1407  Medical  Arts 
Building 

OMAHA  NEBRASKA 


AMERICAN  COLLEGE  OF  SURGEONS  EXPANDS 
GRADUATE  TRAINING  PROGRAM 

In  expanding  its  program  of  Graduate  Training 
in  Surgery  to  assure  adequate  opportunties  for  ad- 
vanced training  in  surgery,  particularly  for  recent 
medical  graduates  when  they  return  from  service 
with  the  armed  forces,  the  American  College  of 
Surgeons  has  enlarged  its  headquarters  staff  in 
Chicago  and  announces  the  following  new  appoint- 
ments effective  immediately: 

Major  General  Charles  R.  Reynolds  (M.  C.,  Re- 
tired), former  Surgeon  General  of  the  U.  S.  Army, 
has  been  appointed  Consultant  in  Graduate  Train- 
ing in  Surgery.  General  Reynolds  was  in  the  Army 
from  1900  to  1939;  served  in  the  Philippine  Insur- 
rection; was  Chief  Surgeon  of  the  2nd  Army,  A.E.F., 
in  the  first  World  War;  was  Commandant  of  the 
Army  Field  Service  Medical  School,  Carlisle,  Penn- 
sylvania, from  1923  to  1931;  and  was  Surgeon  Gen- 
eral of  the  Army  from  1935  to  1939.  He  has  been 
Director  of  the  tuberculosis  control  program  of  the 
Pennsylvania  State  Health  Department  for  the  past 
four  years. 

Dr.  George  H.  Miller,  formerly  Dean  of  the  Fac- 
ulty of  Medicine  and  Chairman  and  Professor  of  the 
Department,  American  University  of  Beirut,  Leban- 
on, Syria,  has  been  appointed  Director  of  Educa- 
tional Activities.  Dr.  Miller  served  in  the  U.  S. 
Army  Medical  Corps,  A.E.F.,  in  1918  and  1919; 
was  Associate  Professor  of  Pharmacology  and  later 
Associate  Professor  of  Medicine  of  the  State  Uni- 
versity of  Iowa  College  of  Medicine  between  1922 


and  1932;  and  was  with  the  American  University 
of  Beirut  from  1932  to  1944. 

The  Department  of  Graduate  Training  in  Sur- 
gery is  under  the  general  direction  of  Dr.  Malcolm 
T.  MacEachern,  Chairman  of  the  Administrative 
Board,  working  with  that  Board,  and  responsible  to  , 
the  Committee  on  Graduate  Training  in  Surgery,  of 
which  Dr.  Dallas  B.  Phemister  of  Chicago  is  Chair- 
man, and  to  the  Board  of  Regents.  In  addition  to 
General  Reynolds  and  Dr.  Miller,  the  staff  of  the 
department  consists  of  Dr.  Paul  S.  Ferguson,  Direc- 
tor of  Surveys,  and  three  assistants  who  conduct 
the  surveys;  and  the  field  representatives  conduct- 
ing the  regular  Hospital  Standardization  surveys 
under  the  direction  of  Dr.  E.  W.  Williamson,  Assist- 
ant Director  of  the  College,  who  assist  as  required 
in  the  graduate  training  program.  The  latter  is  a 
development  of  the  basic  work  of  the  College  in 
stimulating  the  improvement  of  hospital  service. 

Surveys  of  hospitals  for  Graduate  Training  in 
Surgery  have  been  conducted  since  1937  by  the  Col- 
lege. When  the  war  ends  in  Europe,  in  order  to 
satisfy  the  demands  of  men  whose  training  in  sur- 
gery was  interrupted  by  war  service,  together  with 
those  of  current  medical  graduates,  sufficient  oppor- 
tunities should  be  ready  to  offer  approved  training 
to  men  who  wish  to  become  surgeons,  Dr.  MacEach- 
ern declares,  adding  that  a competent  surgeon  ac- 
cording to  present  day  ideas  requires  a preparation 
of  three  or  more  years  of  systematic,  supervised 
graduate  training  in  general  surgery  or  a surgical 
specialty,  following  a general  internship  and  gradu- 
ation from  an  acceptable  medical  school. 
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Me  SMCMM’Mpe'Me’rMee 


THE  U.S.  NAVY  SUBMARINE  FORCE 


ALL  friends  of  Abbott  Labora- 
■ tories  are  cordially  invited 
to  attend  the  showing  of  this 
complete  and  vivid  record  of 
our  underseas  Navy  in  action. 
Through  the  cooperation  of  the 
United  States  Navy,  preliminary 
sketches  were  executed  for 
Abbott  Laboratories  by  the  dis- 
tinguished artists  Thomas  Benton 


and  Georges  Schreiber  aboard 
the  U.  S.  S.  Dorado,  since  lost  in 
action  with  all  hands.  The  com- 
pleted paintings  have  been  dedi- 
cated as  a memorial  to  the  men 
of  the  Dorado  and  others  of  the 
underseas  service  who  have  lost 
their  lives  in  the  present  con- 


The design  of  "Who  Are  You,”  by 
artist  Georges  Schreiber,  was 
adapted  for  use  as  the  Official  poster 
for  the  Fifth  War  Loan  Drive  by  the 
United  States  Treasury  Department. 


flict.  Won’t  you  attend?  Abbott 
Laboratories,  North  Chicago,  III. 


University  Jrt  Qalleries,  Cincoln,  January  15  ~ February  10 

You  can  enhance  the  value  of  your  own  Journal  by  patronizing:  its  advertisers 


xxviii  The  Nebraska  Stale  Medical  Journal  Nebr.  s.  m.  Jour. 


MALPRACTICE  INSURANCE 

ffi 

u 

> 

o 

ft 

fyU 

a. 

THE  CONTINENTAL  COMPANY 

< 

1100  “0”  St.  Lincoln,  Nebr. 

MALE  CLIMACTERIC  RELATIVELY  RARE 

Although  their  studies  showed  that  there  is  such 
a condition  as  the  male  climacteric  or  change  of  life, 
it  is  relatively  rare  and  probably  affects  only  a 
small  proportion  of  men  who  live  into  old  age,  Carl 
G.  Heller,  M.D.,  Vancouver,  Wash.,  and  Gordon  B. 
Myers,  M.D.,  Detroit,  report  in  The  Journal  of  the 
American  Medical  Association  for  October  21. 

“During  the  past  few  years,”  Drs.  Heller  and 
Myers  say,  “several  articles  have  been  published  in 
medical  journals  about  a syndrome  occurring  in 
middle  aged  men  which  has  been  termed  the  male 
climacteric.  The  syndrome  has  been  characterized 
principally  by  nervousness,  psychic  depression,  im- 
paired memory,  the  inability  to  concentrate,  easy 
fatigability,  insomnia,  hot  flashes,  periodic  sweating 
and  loss  of  sexual  vigor.  The  chief  basis  for  the 
diagnosis  of  male  climacteric  in  published  reports 
has  been  the  similarity  of  the  symptoms  to  those 
of  the  female  menopause  and  the  relief  sometimes 
afforded  by  androgenic  therapy.  The  claim  has 
been  made  that  most  men  and  all  women  pass 
through  the  climacteric  during  the  fifth  decade  and 
that  the  diagnosis  of  male  climacteric  is  frequently 
missed.  Quite  recently  this  concept  has  been  popu- 
larized by  Paul  de  Kruif  in  the  July,  1944,  issue 
of  Reader’s  Digest,  and  physicians  are  deluged 
with  requests  for  treatment  by  hopeful  readers. 

“No  objective  evidence  has  been  brought  forward 
to  prove  that  the  male  climacteric  is  an  actual 
clinical  entity  or  to  differentiate  it  conclusively  from 
psychoneurosis  or  psychogenic  impotence.  In  fact, 
ordinary  clinical  experience  arouses  considerable 


skepticism  as  to  the  existence  of  the  male  climac- 
teric. . . .” 

The  two  men  explain  that  their  investigation  was 
conducted  for  the  purpose  of  finding  the  answer  to 
four  questions.  In  answer  to  the  first  one  as  to 
whether  or  not  there  is  an  organic  basis  for  justify- 
ing the  claim  that  the  male  climacteric  is  a true  clin- 
ical entity,  they  say  that  “This  is  answered  in  the 
affirmative  by  the  finding  of  testicular  failure  in 
23  of  the  patients  studied.” 

As  for  the  question  of  whether  or  not  it  is  pos- 
sible to  distinguish  between  the  male  climacteric  and 
psychoneurosis  or  psychogenic  impotence,  either 
clinically  or  by  laboratory  methods,  they  say  that 
presumptive  differentiation  may  be  made  by  a 
careful  history  of  the  patient,  combined  with  a 
treatment  test,  but  that  for  a positive  differentia- 
tion laboratory  tests  are  necessary. 

“On  the  basis  of  clinical  symptomatology  alone,” 
Drs.  Heller  and  Myers  continue,  “a  tentative  but 
not  an  absolute  differentiation  can  be  made.  The 
most  important  diagnostic  points  are:  1.  Character 
of  the  symptoms:  The  symptom  complex  of  the  male 
climacteric  corresponded  much  more  closely  to  the 
female  menopause  than  did  the  symptom  complex 
of  the  average  psychoneurotic.  Typical  hot  flashes, 
identical  with  those  occurring  in  the  female  meno- 
pause, are  strongly  suggestive  of  the  male  climac- 
teric but  occasionally  may  occur  in  psychoneurosis. 
On  the  other  hand,  the  absence  of  hot  flashes  by  no 
means  excludes  the  diagnosis  of  the  male  climac- 
teric. In  fact,  this  symptom  was  absent  in  about 
40  per  cent  of  our  cases.  2.  The  mode  of  onset:  The 
(Continued  on  page  xxxii) 
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More  than  so-termed  tonics  and  restoratives, 
Ovaltine  can  be  of  material  aid  in  shortening  the 
period  required  for  the  return  of  strength  and 
vigor  following  recovery  from  infectious  or  pro- 
longed illnesses.  During  the  acute  stages  of 
febrile  diseases,  when  the  patient’s  nutritional 
intake  is  low,  while  requirements  are  higher  than 
normal,  many  metabolic  deficits  are  developed. 
These  can  be  made  good  only  by  a high  intake 
of  essential  nutrients  during  the  recovery  period, 


for  only  after  these  nutritional  deficits  are  wiped 
out  can  former  strength  and  well-being  return. 

Ovaltine  offers  many  advantages  as  a nutritional 
supplement  to  the  diet  of  convalescence.  This 
delicious  food  drink  is  rich  in  needed  minerals, 
vitamins,  and  biologically  adequate  proteins.  Its 
appealing  _ taste  invites  consumption  of  three 
or  more  glassfuls  daily.  Its  notably  low  curd 
tension  encourages  rapid  gastric  emptying,  an 
important  factor  in  maintaining  good  appetite. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  A VE  , CHICAGO  1,  ILL 


Three  daily  servings  of  Ovaifine,  ecch  made  of 
Z2  oz.  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


PROTEIN 31.2  Gm. 

CARBOHYDRATE 62.43  Gm. 

FAT 29.34  Gm. 

CALCIUM  1.104  Gm. 

PHOSPHORUS 803  Gm. 

IRON  11.94  mg. 


* Based  on  average 


VITAMIN  A 2953  I.U. 

VITAMIN  D 480  I.U. 

THIAMINE 1.296  mg. 

RIBOFLAVIN 1.278  mg. 

NIACIN  7.0  mg. 

COPPER  . . 5 mg. 

ted  values  for  milk. 
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MALE  CLIMACTERIC  RELATIVELY  RARE 

(Continued  from  page  xxviii) 

diagnosis  of  male  climacteric  is  strongly  suggested 
when  a past  history  is  obtained  of  normal  sexual 
function  up  until  a definite  month  or  season,  at 
which  time  loss  of  potentia,  hot  flashes  and  nervous- 
ness appear  simultaneously.  A diagnosis  of  psycho- 
neurosis is  suggested  when  the  symptoms  have  been 
present  throughout  adult  life  or  are  abruptly  pre- 
cipitated by  psychic  trauma.  Often  a careful  history 
will  uncover  the  emotional  factors  responsible  for 
the  impotence  and  symptoms  of  the  neurotic.  3.  The 
therapeutic  test  will  aid  in  separating  the  two 
groups,  since  the  climacteric  can  be  expected  to 
make  a striking  improvement,  whereas  the  psycho- 
neurotic usually  do  not  show  a specific  response.  . 

As  for  the  question  of  what  treatment  is  advis- 
able for  the  condition,  they  say  that  satisfactory 
results  were  obtained  by  injection  into  the  muscle 
of,  testosterone  propionate,  a synthetic  sex  hormone, 
but  warn  that  care  must  be  exercised  in  the  selec- 
tion of  patients. 

In  answer  to  the  question  of  whether  or  not  the 
average  male  can  expect  to  experience  the  male  cli- 
macteric, the  two  physicians  say,  “we  believe 
not.  ...”  On  the  bases  of  their  investigations, 
they  concluded  that  “whereas  in  the  female  meno- 
pause is  an  invariable  and  physiologic  accompani- 
ment of  the  aging  process,  in  the  male  the  climac- 
teric is  an  infrequent  and  pathologic  accompani- 
ment of  the  aging  process.  . . .” 


RESEARCH  PROGRAM  ON  TROPICAL 
DISEASES 

Inauguration  of  a medical  research  program  on 
tropical  diseases  common  to  South  American  coun- 
tries, which  has  enlisted  the  support  of  medical  col- 
leges, hospitals,  and  leading  physicians  in  Chile, 
Peru,  and  Colombia  and  Mexico  was  disclosed  today 
by  John  W.  Hart,  vice  president  of  Winthrop  Prod- 
ucts, Inc.,  a subsidiary  of  Sterling  Drug,  Inc.,  New 
York. 

Dr.  Felix  Marti  Ibanez,  medical  director  of  the 
company,  is  supervising  the  work.  He  reports  that 
important  findings  to  date  include  the  use  of  the 
antimalarial  Metoquina  (known  as  Atabrine  in  the 
United  States)  in  the  treatment  of  typhus,  the  use 
of  Reprodral  for  Malta  Fever,  and  a combination 
treatment  of  Vitamin  B'  and  Reprodal  in  aiding 
nerve  involvement  forms  of  leprosy.  Detailed 
studies  are  being  prepared  for  publication. 

Cooperating  in  the  research  are  San  Marcos  Uni- 
versity, Lima,  Peru,  oldest  college  in  the  Western 
Hemisphere,  the  School  of  Medicine,  Santiago  de 
Chile,  and  outstanding  hospitals  in  Antiochia  and 
Medellin,  Colombia. 

Dr.  de  la  Garza  Brito,  medical  director  of  Labora- 
tories Winthrop,  Mexican  subsidiary  of  Winthrop 
Products,  Inc.,  is  supervising  the  studies  being  car- 
ried on  in  Mexico,  which  has  the  support  of  the 
School  of  Tropical  Medicine,  Mexico  City.  Special 
emphasis  is  now  being  given  in  Mexico  to  the  treat- 
ment of  malaria. 
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Safeguarded  constantly  by 
scientific  tests,  Coca-Cola  is 
famous  for  its  purity  and 
wholesomeness.  It’s  famous, 
too,  for  the  thrill  of  its  taste 
and  for  the  happy  after-sense 
of  complete  refreshment  it 
always  brings.  Get  a 
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^Announcing  — THE  NEW 


Three  New  Models  all  at  new  low 
prices  are  a result  of  Acoustieon’s  expe- 
rience in  building  hearing  equipment  for 
the  armed  forces  for  use  in  Planes — 
Tanks — Jeeps — Walkie-talkies,  etc.  Acou- 
sticon  is  not  only  offering  lower  prices 
but  a Hearing  Aid  that  is  complete  and 
with  greater  individual  fitting  than  ever 
before.  All  of  these  new  models  come 
complete  with  custom  ear  molds  or  Bone 
Conduction  receiver. 


916  Stuart  Bldg.  Lincoln,  Nebr. 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 


A.  S.  RUBNITZ,  M.  D.,  Director 


ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


‘The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.’ 
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has  been  the  name  employed  to 
designate  the  brand  of 


NZE 


stroL 


marketed  by  Schieffelin  & Co. 
Benzestrol  has  been  recognized  as  the 
generic  name  for  2,  4-di(p-hydroxy- 
phenyl) -3-ethyl  hexane  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association.  It  has 
been  decided  to  discontinue  the  use 
of  the  name  Oetof ollin  and  hereafter 
the  product  will  he  known  and 
labelled  Schieffelin  Benzestrol  . 


„ SchWffe'.n  I 

Benzestrw- 


This  fine  synthetic  estrogen  is  supplied 
in  the  same  strengths  and  sizes  as  formerly,  namely 

BENZESTROL  Tablets: 

0.5,  1.0,  2.0,  5.0  mg.  Bottles  50,  100  and  1,000. 

BENZESTROL  Solution: 

5.0  mg.  per  cc,  in  lOcc  rubber  capped,  multiple 
dose  vials. 

BENZESTROL  Vaginal  Tablets: 

0.5  mg.  bottles  of  100. 

Schieffelin  & Co. 

Pharmaceutical  and  Retearch  Laboratories 
20  COOPER  SQUARE  • NEW  YORK  3,  N.Y. 


Accident,  Hospital,  Sickness 

INSURANCE 

for 

PHYSICIANS  - SURGEONS  - DENTISTS 

Exclusively 


For 

$32.00 

$25.00  weekly  indemnity,  accident  and  sickness  per  year 


$5,000.00  accidental  death 


For 

$64.00 

$50.00  weekly  indemnity,  accident  and  sickness  per  year 


$10,000.00  accidental  death 


$15,000.00  accidental  death 


For 

$96.00 

$75.00  weekly  indemnity,  accident  and  sickness  per  year 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


42  years  under  the  same  management 

$2,600,000  INVESTED  ASSETS 
$12,000,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

“86  cents  of  each  $1.00  of  gross  income  is  used  for 
members’  benefits” 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

400  First  National  Bank  Bldg.  Omaha  2,  Nebr. 


70  YEARS  TOO  LATE 

Ironically,  the  doctors,  who  have  been  criticized 
without  mercy  by  “liberals”  for  not  being  more  pro- 
gressive in  expanding  medical  service,  are  far  in  ad- 
vance of  their  critics  in  important  aspects. 

“For  many  years,”  says  Doctor  John  H.  Fitzgib- 
bon,  Chairman,  Council  on  Medical  Service  and  Pub- 
lic Relations,  “the  medical  profession  of  this  country 
has  urged  ‘the  establishment  of  an  agency  of  Fed- 
eral government  under  which  shall  be  coordinated 
and  administered  all  medical  and  health  functions 
of  the  Federal  government,  exclusive  of  those  of 
the  Army  and  Navy.’  Since  1875,  the  American 
Medical  Association  has  urged  the  establishment  of 
this  agency.  Surely  the  health  of  the  people  of  this 
country  is  of  sufficient  importance  to  justify  this 
step.  The  creation  of  such  an  agency  with  a secre- 
tary of  cabinet  rank  and  a commission  including  an 
adequate  number  of  competent,  experienced  physi- 
cians, would  do  more  to  accomplish  unity  of  pur- 
pose and  execution  than  anything  I can  think  of. 
Is  there  any  logical  reason  why  this  change  should 
not  be  eonsumated?  An  agency  of  this  kind,  de- 
voting its  entire  energies  to  one  large  problem  . . . 
would  certainly  be  the  first  step  in  a constructive 
program.  Why  has  this  reorganization  of  Federal 
health  functions  been  delayed?  After  advocating 
this  measure  for  69  years,  I believe  that  it  is  now 
time  for  the  medical  profession  to  do  something 
about  it.” 

Here  is  a case  where  the  critics  are  70  years  be- 
hind the  doctors! — From  Beatrice  Sun. 
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EDITORIAL 


SENATOR  PEPPER  REPORTS 

The  interim  report  of  the  Senate  Subcom- 
mittee on  Wartime  Health  and  Education 
published  in  the  January  6 issue  of  the 
Journal  of  the  American  Medical  Association 
should  be  read  by  every  practicing  physician 
in  the  country.  Some  of  the  statements  in 
the  document  offer  considerable  room  for  ar- 
gument, it  is  true,  but  in  a general  way  it 
may  be  said,  the  hearings  were  conducted  in 
an  orderly  and  sincere  manner.  There  was 
no  persecution  of  witnesses.  If  some  answers 
to  questions  were  challenged  it  was  for  the 
purpose  of  arriving  at  a clear  understand- 
ing of  issues  involved  and  not  to  confuse  or 
intimidate  the  witness. 

According  to  the  editorial  in  the  Journal 
of  the  American  Medical  Association  in  the 
same  issue,  “The  report,  in  general,  would 
seem  to  be  a more  scientific,  carefully  con- 
sidered document  than  has  heretofore  been 
available  as  a result  of  previous  hearings  in 
this  field.”  The  most  encouraging  feature 
of  the  report  is  that  the  subcommittee  did 
not  jump  to  premature  conclusions.  It  has 
proceeded  with  caution  and  common  sense, 
even  if  not  with  conservatism,  in  bringing 
the  problem  before  the  public.  In  our  estim- 
ation, as  an  example,  the  IV-F  issue  is  over 
emphasized.  In  fairness  to  the  subcommit- 
tee, however,  unlike  former  official  and  un- 
official surveys,  it  does  not  throw  the  burden 
of  responsibility  upon  the  shoulders  of  the 
medical  profession. 

Thus  far  no  one  has  ventured  a prediction 
as  to  outcome  of  this  Senate  investigation. 
On  the  other  hand  all  who  had  given  thought 
to  the  situation  agree  that  some  form  of  con- 
gressional action  is  a certainty.  When  and 


what  it  will  be  remains  to  be  seen.  In  the 
meantime  physicians  must  remain  on  their 
guard.  They  must  familiarize  themselves 
with  the  issues  involved,  and  keep  an  open 
mind  and  a watchful  eye  on  future  develop- 
ments. 


TENTATIVE  RECOMMENDATIONS  BY 
THE  PEPPER  COMMITTEE 

Below  we  publish  the  Associated  Press 
version  of  the  recommendations  submitted 
by  Senator  Pepper  and  his  Committee.  The 
item  is  reprinted  from  the  Omaha  World- 
Herald. 

“Washington — JAP)  — A senate  subcom- 
mittee, recommended  Wednesday,  (January 
3),  a vast  national  health  program  centered 
about  post-war  federal-state  construction  of 
hospitals  and  health  centers. 

The  group  headed  by  Senator  Pepper 
(Dem.,  Fla.),  also  recommended: 

1.  Federal  loans  and  grants  to  aid  in  pro- 
viding sewer  and  water  facilities  and  milk 
pasteurization  plants  in  communities  which 
lack  them. 

2.  Full-time  public  health  departments  in 
all  communities  as  soon  as  needed  personnel 
becomes  available,  with  increased  federal 
grants  to  state  health  departments. 

3.  Army  consideration  for  increased  in- 
duction and  rehabilitation  of  men  rejected 
because  of  mental  and  physical  defects. 

4.  Preservation  of  Selective  Service’s 
medical  records  and  appropriation  of  funds 
for  study  of  them. 

5.  Immediate  steps  to  provide  more 
medical  men  with  training  in  psychiatry 
“with  a view  to  providing  child-guidance  and 
mental  hygiene  clinics  on  a far  wider  scale.” 

6.  Federal  scholarships  or  loans  to  assist 
qualified  students — both  men  and  women — 
desiring  medical  or  dental  education. 
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7.  Federal  funds  be  made  available  to  the 
states  for  medical  care  of  all  recipients  of 
public  assistance. 

In  advancing  these  proposals,  the  group, 
appointed  by  the  Labor  Committee  to  study 
war-time  health  and  education,  made  no 
estimate  of  costs.  Members  in  addition  to 
Mr.  Pepper  are  Senators  Thomas  (Dem., 
Utah),  Tunnell  (Dem.,  Del.),  La  Follette 
(Prog.,  Wis.),  and  Wherry  (Rep.,  Nebr.). 

The  report  to  the  full  committee  noted 
that  about  4,500,000  men  have  been  rejected 
by  the  Army  and  Navy  because  of  physical 
and  mental  defects,  and  said  it  is  estimated 
that  of  22  million  men  of  military  age  in  this 
country  at  least  40  per  cent  are  unfit  for 
general  military  duty.” 

Hospitals  Proposed 

“If  this  situation  was  preventable  — and 
we  are  profoundly  convinced  that  it  was — 
this  nation  has  an  immediate  duty  to  seek  an 
adequate  remedy,”  the  report  said. 

The  idea  for  a network  of  hospitals  and 
medical  centers  follows  this  pattern : 

In  each  “major  medical  service  area” — a 
state  or  smaller  or  larger  division  — there 
would  be  a “large  base  hospital.”  In  smaller 
areas  there  would  be  district  hospitals ; in 
still  smaller  communities,  rural  hospitals, 
and  in  a further  extension,  health  centers. 

“With  such  graded  networks,”  the  com- 
mittee observed,  “facilities  would  be  avail- 
able through  which  every  person,  regardless 
of  where  he  lived,  might  receive  (a)  immedi- 
ate diagnosis  and  care  for  the  common,  rela- 
tively simple  ailments  and  (b)  easy  access 
when  necessary  to  the  more  complicated 
types  of  medical  service.”  The  committee 
said  it  was  not  prepared  to  pass  judgment  on 
the  question  of  fees-for-service  versus  tax- 
supported  medicine. 


THE  NATIONAL  CONFERENCE  ON 
MEDICAL  SERVICE 

flow  medical  care  can  best  be  distributed 
to  meet  the  needs  of  all  will  be  the  theme 
of  the  19th  annual  National  Conference  on 
Medical  Service  to  be  held  Sunday,  February 
11,  in  the  Palmer  House,  Chicago. 

Readers  of  this  Journal  have  a special  in- 
terest in  this  Conference,  since  Nebraska 
was  one  of  the  pioneering  states  from  which 
the  group  slowly  evolved.  As  long  ago  as 


1927  a small  group  of  physicians  from  the 
mid-western  area  perceived  that  while  the 
scientific  phases  of  medicine  were  amply 
discussed,  the  social  and  economic  sides  were 
receiving  practically  no  attention  from  any 
organized  source.  Economics  in  those  days 
was  if  anything  an  unfavorable  step-child  of 
the  profession.  Every  one  knew  that  a prob- 
lem existed  but  a discussion  thereof  was  de- 
cidedly unfashionable.  If  one  of  the  brave 
souls  did  bring  it  up  openly  he  was  more 
likely  to  be  considered  weak  in  the  head 
than  forward  looking.  There  is  a well  known 
saying  that  “fools  rush  in  where  angels  fear 
to  tread”  and  these  men  who  were  accused 
of  being  weak  in  the  head  sought  out  a few 
others  who  were  similarly  afflicted  and  when 
they  counted  these  heads  and  found  that 
there  were  enough  to  call  a meeting,  they 
just  got  together  and  began  to  talk  it  over 
among  themselves. 

They  concluded  at  their  first  meeting  that 
there  was  a job  to  be  done  which  was  not  be- 
ing done,  and  so  far  as  they  could  see  no  one 
was  really  considering  the  problem  seriously. 
They  met  a year  later  and  discovered  that 
the  movement  had  possibilities.  Each  suc- 
ceeding year  they  found  more  and  more  doc- 
tors who  began  to  think  and  talk  about  eco- 
nomics as  it  relates  to  medicine  and  medical 
service.  The  North  West  Medical  Confer- 
ence on  Medical  Service  after  a few  years  of 
pioneering  became  an  important  organiza- 
tion to  which  the  rank  and  file  of  doctors 
in  the  middle  west  began  to  pay  attention. 
Some  of  these  weak  heads  then  thought 
that  it  was  high  time  to  extend  the  geo- 
graphical boundaries  of  the  Conference.  Ac- 
cordingly they  moved  the  annual  meeting 
from  Saint  Paul,  Minnesota  to  the  home  city 
of  the  A.M.A.  To  remove  the  “sting”  of  its 
midwestern  origin  and  thus  make  it  more 
attractive  to  other  sections  of  the  country 
it  became  the  National  Conference  on  Medi- 
cal Service. 

The  changes  in  medical  economics  attrib- 
utable to  the  Conference  are  too  numerous 
and  in  a sense  too  controversial  to  detail 
here.  One  of  the  outstanding  contributions 
on  which  all  agree,  is  the  Council  on  Medical 
Service  and  Public  Relations  of  the  American 
Medical  Association  with  its  office  in  our 
national  capital.  Without  the  efforts  of  the 
Conference  every  one  feels  that  the  Council 
would  never  have  materialized.  It  was 
largely  through  resolutions  originated  by 
(Continued  on  p.  44) 
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Six  months  ago  we  were  all  elated  over 
the  rapid  progress  of  our  armed  forces. 
Many  of  us  thought  we  could  forsee  an  early 
end  of  the  war  and  a prompt  return  to  a 
better  way  of  life.  Today  we  know  that 
those  hopes  were  in  part  unwarranted.  The 
road  is  longer  and  harder  than  we  then 
thought.  Our  soldiers,  sailors,  war  workers, 
housewives  and  farmers  are  all  being  asked 
to  put  forth  a new  and  greater  effort.  They 
are  all  being  asked  to  do  more  with  less  for 
themselves.  The  medical  profession  is  in- 
cluded in  this  national  effort.  We  are  ex- 
pected to  continue  to  provide  adequate  medi- 
cal care  for  all  and  with  a decreasing  number 
of  doctors,  with  fewer  nurses,  with  few  if 
any  medical  meetings,  with  less  vacations, 
and  less  travel.  Under  such  circumstances 


there  is  a natural  tendency  to  complain  and 
to  criticize.  However,  we  all  know  that  we 
are  the  most  favored  of  any  battling  nation. 
Our  homes  and  lands  have  not  been  overrun 
by  the  enemy  and  our  families  are  safe  from 
bombs  and  other  terrors  of  war.  We  of  the 
medical  profession  on  the  home  front  are 
glad  to  cooperate  with  this  request  from  our 
government.  We  will  not  complain  or  criti- 
cize ; we  are  glad  to  accept  our  additional  re- 
sponsibilities. We  will  take  only  necessary 
vacations  and  such  that  do  not  require  ma- 
terial or  facilities  needed  for  the  war  ef- 
fort. We  will  read  medical  journals  instead 
of  going  to  medical  meetings,  and  we  will 
do  anything  else  necessary  to  bring  this  war 
to  an  early  and  victorious  end. 

F.  L.  ROGERS,  M.D. 
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this  Conference  and  sent  to  every  state  medi- 
cal association,  that  the  House  of  Delegates 
of  the  American  Medical  Asociation  created 
the  Council  on  Medical  Service  and  Public 
Relations. 

To  evaluate  the  possible  future  influence 
of  the  Conference  on  the  medical  profession 
one  may  turn  to  the  program  scheduled  for 
the  forthcoming  session  in  Chicago  (see 
page  67).  From  the  confines  of  local  dis- 
cussion it  has  wisely  broadened  its  scope 
to  include  leaders  outside  the  profession.  In 
what  better  and  more  direct  manner  can  the 
problem  of  distribution  of  medical  care  ap- 
proach a solution  than  through  a study  and 
understanding  of  the  attitudes  of  those 
classes  and  groups  who  receive  such  care 
and  those  whose  concern  is  with  health  ad- 
ministration and  legislation? 


PRIMARY  ATYPICAL  PNEUMONIA 

Investigations  by  the  Army  Medical  De- 
partment’s Commission  on  Acute  Respira- 
tory Diseases,  made  with  42  conscientious 
objectors,  all  of  whom  had  volunteered  for 
the  experiment,  produced  results  demon- 
strating that  bacteria  free  filtrates,  presum- 
ably containing  a virus,  can  induce  primary 
atypical  pneumonia  in  man,  the  Commission 
reports  in  The  Journal  of  the  American 
Medical  Association  for  January  20. 

The  report  explains  that  studies  on  the 
cause  of  primary  atypical  pneumonia  which 
have  been  reported  recently  in  medical  liter- 
ature have  shown  that  bacteria,  rickettsias, 
fungi  and  viruses,  particularly  those  of  the 
psittacosis  or  parrot  fever  group,  may  pro- 
duce the  syndrome  of  atypical  pneumonia. 
No  causal  relationship  to  these  known 
agents,  however,  has  been  demonstrated  in 
the  majority  of  cases,  it  says,  “and  the  as- 
sumption has  been  made  that  an  unknown 
virus  is  the  causative  factor.” 

The  inoculum  given  the  42  volunteers  con- 
sisted of  throat  washings  and  sputum  col- 
lected from  6 cases  of  atypical  pneumonia 
produced  in  a previous  experiment  by  inocu- 
lation of  untreated  throat  washings  and 
sputums  from  cases  in  a military  hospital. 
Each  of  the  experimentally  produced  ill- 
nesses had  the  characteristics  of  primary 
atypical  pneumonia. 

One  third  of  the  inoculum  was  filtered,  to 
remove  bacteria ; another  third  was  auto- 
claved at  15  pounds  pressure  for  10  minutes, 
which  apparently  killed  all  disease-producing 
organisms,  and  the  remainder  was  untreated. 


Three  of  the  12  patients  receiving  the  filt- 
ered material  and  3 of  the  12  receiving  the 
untreated  inoculum  developed  characteristic 
symptoms,  signs  and  x-ray  evidence  of  pri- 
mary pneumonia.  None  of  the  18  receiving 
the  autoclaved  material  was  similarly  af- 
fected. 

Another  finding  of  interest  was  the  fact 
that  in  the  3 patients  receiving  the  filtered 
material  the  onset  of  the  disease  occurred 
on  the  twelfth,  thirteenth  and  fourteenth 
days  respectively  after  inoculation.  The  on- 
set in  2 patients  receiving  untreated  ma- 
terial was  on  the  seventh  day  and  in  the 
third  patient  it  occurred  on  the  eighth  day 
after  inoculation. 

The  symptoms  and  signs  observed  at  on- 
set and  during  the  course  of  the  disease  did 
not  differ  materially  in  the  two  groups.  In 
general,  illnesses  were  milder  in  patients  in 
the  “filtered”  group. 


ENRICHMENT  OF  BREAD  AFTER 
THE  WAR 

Pointing  out  that  both  federal  and  state 
action  will  be  required  to  assure  continuation 
of  the  benefits  of  enriched  bread,  now  com- 
pulsory under  wartime  regulations,  The 
Journal  of  the  American  Medical  Associa- 
tion for  January  20  declares  such  a program 
should  have  the  active  support  of  all  in- 
formed persons.  The  Journal  explains  that 
“Among  the  important  applications  of  the 
numerous  advances  in  nutrition  is  the  de- 
velopment of  the  program  for  enrichment  of 
food.  By  order  of  the  War  Food  Administra- 
tion all  baker’s  white  bread,  white  rolls  and 
sweet  rolls  must  be  enriched  with  vitamins 
of  the  B complex  and  iron  to  stated  levels. 
The  content  of  enriched  baked  goods  in  thia- 
mine. niacin  and  iron  is  thus  brought  to 
the  desirable  high  levels  of  these  constitu- 
ents found  in  similar  products  made  from 
whole  wheat  flour  . . . 

“The  continuance  of  these  benefits  to  the 
nation’s  nutritional  standard  is  not  now  as- 
sured beyond  the  duration  of  the  emergency. 
The  compulsory  enrichment  of  baker’s  white 
bread  and  rolls  terminates  with  the  resolu- 
tion of  the  wartime  powers  of  the  War  Food 
administration.  The  problem  then  reverts 
on  the  individual  states  as  to  whether  en- 
richment of  these  foods  will  continue  to  be 
required.  Legislation  at  the  federal  level 
would  affect  only  those  products  handled  in 
interstate  commerce  . . .” 


Hypoglycemia  in  Early  Life* 

L.  EMMETT  HOLT,  JR.  M.D.  and  EDWARD  M.  BRIDGE,  M.D. 
Baltimore,  Md. 


Cases  of  spontaneous  hypoglycemia  are 
not  common  in  infants  and  young  children. 
Nevertheless,  they  present  interesting  and  at 
times  very  troublesome  problems  to  the  clini- 
cian, and  for  this  reason  it  has  seemed  desir- 
able to  discuss  the  subject  and  to  describe 
some  of  our  experiences  with  this  group  of 
disorders  in  Baltimore. 

There  are  many  causes  for  hypoglycemia. 
Theoretically  we  must  consider  the  possibil- 
ity of  impaired  absorption  of  sugar  from  the 
gastro-intestinal  tract,  and  of  excessive  loss 
through  the  kidneys  as  occurs  in  renal  dia- 
betes where  the  renal  threshold  for  sugar  is 
markedly  reduced.  The  majority  of  cases, 
however,  are  attributable  to  disturbances  of 
the  endocrine  factors  which  regulate  the 
blood  sugar  level.  In  the  following  table  are 
listed  the  factors  which  elevate  and  those 
which  depress  the  blood  sugar  as  generally 
recognized  at  the  present  time: 

FACTORS  WHICH  ELEVATE  BLOOD  SUGAR 

1.  Epinephrin — which  stimulates  the  breakdown 
of  glycogen  in  the  liver  and  also  suppresses  the  com- 
bustion of  carbohydrates. 

2.  Diabetogenic  Hormone  of  the  Anterior  Pitui- 
tary— an  insulin  antagonist  which  depresses  and  may 
injure  the  islet  cells. 

3.  Hyperglycemic  or  “S  Factor”  of  the  Adrenal 
Cortex  (Compound  E of  Kendall )— which  stimulates 
the  conversion  of  protein  into  carbohydrate  in  the 
liver. 

4.  A Corticotropic  Anterior  Pituitary  Factor(  ? ) 

FACTORS  WHICH  DEPRESS  BLOOD  SUGAR 

1.  Insulin — which  appears  to  act  in  several  ways: 

a.  By  inhibiting  the  conversion  of  protein  to  glu- 
cose in  the  liver; 

b.  By  stimulating  deposition  of  sugar  in  the  mus- 
cles as  glycogen; 

c.  Perhaps  also  by  stimulating  combustion  of 
sugar  in  the  tissues. 

2.  A Hypothalamic  Factor  — which  favors  the 
conversion  of  carbohydrate  to  fat  (?) 

It  is  obvious  that  hypoglycemia  may  be 
caused  either  by  a deficiency  of  some  sugar 
raising  principle  or  by  an  excess  of  insulin  or 
some  other  sugar  depressing  principle. 

The  central  position  of  the  liver  in  main- 
taining the  constancy  of  the  blood  sugar  lev- 
el should  be  stressed.  Not  only  does  this  or- 
gan serve  the  glycogenic  and  glycogenolytic 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1943 


functions  controlled  by  epinephrin  and  other 
catalytic  factors,  but  it  is  also  concerned  with 
the  production  of  sugar  from  protein  — a 
process  regulated  by  insulin  on  the  one  hand 
and  the  insulin  antgonists  of  the  pituitary 
and  adrenal  cortex  on  the  other.  Liver  dis- 
ease may  therefore  lead  to  hypoglycemia  by 
damaging  either  the  glycogenolytic  function 
or  the  gluconeogenic  function. 

In  early  life  hypoglycemia  is  encountered 
in  a number  of  clinical  situations  which  are 
listed  below.  The  explanation  for  its  appear- 
ance is  clear  in  some  instances,  but  not  in 
others : 

THE  OCCURRENCE  OF  HYPOGLYCEMIA 
IN  CHILDREN 

Premature  and  Newborn  Infants  (cause  ?). 

Infants  of  Poorly  Regulated  Diabetic  Mothers  (hy- 
perinsulinism). 

Islet  Neoplasm  (hyperinsulinism). 

Liver  Disease  (defective  storage,  defective  gly- 
cogenolysis  or  defective  gluconeogenesis). 

Pituitary  Disease  — Dwarfism;  Simmond’s  Dis- 
ease (insufficiency  of  diabetogenic  or  corticotropic 
hormone). 

Lesions  of  Adrenal  Cortex — Addison’s  Disease; 
Waterhouse-Friedrichsen  Syndrome  (insufficiency 
of  ilS  factor”). 

Lesions  of  Adrenal  Medulla  ? (hypoepinephri- 
nemia). 

Renal  Diabetes  (low  renal  threshold  for  sugar). 

Idiopathic  Hypoglycemia  of  Childhood. 

CauSe  unknown: 

hepatic  immaturity  ? 
functional  hyperinsulinism  ? 
functional  pituitary  insufficiency  ? 
insufficiency  of  cortico-adrenal  “S  factor”  ? 
hypoepinephrinemia  ? 

In  newborn  and  premature  infants  hypo- 
glycemia, though  of  frequent  occurrence,  is 
usually  asymptomatic  and  does  not  present  a 
serious  clinical  problem.  The  hypoglycemia 
sometimes  seen  in  infants  of  diabetic  moth- 
ers is  a transitory  phenomenon  and  rarely 
serious.  Islet  neoplasms  are  almost  un- 
known in  early  life,  only  two  instances  be- 
ing recorded  in  the  literature  as  far  as  we 
are  aware.  Liver  disease  sufficient  to  cause 
hypoglycemia  may  occur  in  severe  infections, 
notably  in  diphtheria,  and  with  liver  poisons. 
Some  of  the  most  striking  examples  of  he- 
patic hypoglycemia  are  seen  in  cases  of  gly- 
cogen disease  (Von  Gierke’s  disease)  of 
which  more  will  be  said  below.  Instances  of 
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hypoglycemia  which  can  obviously  be  attrib- 
uted by  lesions  of  the  pituitary,  the  adrenal 
or  the  kidney  are  occasionally  encountered, 
but  the  most  important  and  most  Houble- 
some  group  are  the  so-called  idiopathic  cases, 
the  etiology  of  which  is  not  entirely  clear 
at  the  present  time. 

The  diagnosis  of  hypoglycemia  itself  is 
largely  a matter  of  having  the  condition  in 
mind  when  there  are  intermittent  cerebral 
episodes,  and  of  making  a blood  sugar  deter- 
mination under  these  circumstances.  The 
symptoms  vary  all  the  way  from  major  con- 
vulsive seizures  to  minor  episodes  character- 
ized by  asthenia  and  faintness.  It  may  be  a 
difficult  matter  to  distinguish  such  attacks 
from  epileptic  seizures.  A preliminary  peri- 
od of  confusion  and  disorientation  is  fre- 
quently seen  in  hypoglycemic  episodes.  At- 
tacks which  come  on  in  the  early  morning 
hours  should  always  be  suspected,  especially 
if  little  or  no  food  was  eaten  the  evening 
before.  The  prompt  relief  from  the  admin- 
istration of  food,  notably  sugar,  is  of  great 
diagnostic  assistance.  A low  blood  sugar*, 
observed  at  the  time  of  the  attack,  estab- 
lishes the  diagnosis.  If  the  patient  is  not 
seen  during  an  attack  one  may  attempt  to 
bring  on  an  attack  by  fasting,  making  a 
measurement  when  symptoms  appear  or,  in 
their  absence,  no  less  than  24  hours  after  the 
last  meal. 

Once  the  diagnosis  of  hypoglycemia  is 
made  one  can  proceed  to  ascertain  its  cause. 
Here  a number  of  procedures  are  available, 
but  since  the  literature  in  regard  to  their  use 
is  confusing,  we  shall  undertake  to  evaluate 
them  individually. 

1.  The  relation  of  hypoglycemia  to  meals. 
In  most  instances  of  hypoglycemia,  the  long- 
er the  fast  the  lower  the  blood  sugar  is  like- 
ly to  be ; spontaneous  attacks  are  most  likely 
to  occur  during  the  early  morning  hours  or 
just  before  breakfast.  However,  this  is  not 
always  the  case.  In  some  instances  one  en- 
counters a biphasic  curve  after  meals;  the 
post  absorptive  rise  is  followed  by  a drop 
to  an  abnormally  low  level  at  the  third  or 
fourth  hour  with  the  development  of  symp- 
toms at  that  time.  A different  therapeutic 
approach  is  indicated  in  this  latter  group. 

*The  blood  sugar  level  regarded  as  hypoglycemic  will  depend 
upon  the  source  of  the  specimen  and  the  analytical  procedure 
used.  In  our  clinic  measurements  are  routinely  made  on  capil- 
lary blood  by  the  Folin-Malmros  method.  Figures  below 
70  mg./lOO  cc.  obtained  by  this  method,  which  measures  the 
“apparent”  rather  than  the  “true”  blood  sugar,  may  be  regard- 
ed as  hypoglycemic. 


2.  The  glucose  tolerance  test  may  give 
helpful  information.  After  the  oral  adminis- 
tration of  glucose  one  may  obtain:  (a)  a flat 
curve  in  cases  where  poor  intestinal  absorp- 
tion is  a factor;  (b)  the  biphasic  curve  re- 
ferred to  above  with  a rapid  rise  followed  by 
a drop  to  hypoglycemic  levels  or  (c)  a he- 
patic type  of  curve. 

The  biphasic  curve  is  attributed  to  a “hair- 
trigger”  mechanism  by  which  the  alimen- 
tary hyperglycemia  stimulates  to  an  un- 
usual degree,  or  with  unusual  rapidity,  the 
uptake  of  sugar  by  the  liver  or  the  output 
of  insulin.  The  object  of  therapy  is  to  main- 
tain a more  or  less  continuous  supply  of  car- 
bohydrate which  will  provide  a steady  rather 
than  an  intermittent  stimulus.  This  can  be 
done  either  by  the  administration  of  carbo- 
hydrate itself  at  frequent  intervals  or  by 
means  of  “indirect  carbohydrate  therapy”  in 
the  form  of  an  excess  of  protein  food. 

A common  type  of  curve  seen  in  liver  dis- 
ease is  characterized  by  a low  fasting  value 
followed  by  a diabetic  type  of  curve  in  the 
post-absorptive  period.  The  low  fasting  level 
results  from  failure  of  glycogenolysis  and  the 
high  post-absorptive  level  from  impaired  gly- 
cogenesis.  In  other  instances  of  hepatic  dis- 
ease low  values  are  maintained  throughout 
the  test. 

In  our  experience  an  intravenous  sugar  tol- 
erance test  adds  little  to  what  can  be  learned 
from  an  oral  test.  By  such  tests  one  can 
show  that  a flat  oral  curve  is  really  due  to 
impaired  absorption,  for  the  intravenous 
curve  under  these  circumstances  may  be 
quite  normal. 

3.  The  insulin  tolerance  test  is  carried 
out  as  a rule  by  the  injection  of  one  quarter 
of  a unit  per  kilo  and  is  designed  to  reveal 
“insulin  sensitivity” — a condition  character- 
ized by  a sharp  drop  in  the  blood  sugar  ex- 
ceeding 30  mg.  in  one  hour  or  an  abnormally 
prolonged  drop.  In  our  experience  “insulin 
sensitivity”  occurs  in  all  types  of  hypogly- 
cemia and  the  test  is  therefore  of  little  serv- 
ice in  distinguishing  one  type  from  another. 

4.  An  epinephrin  tolerance  test,  in  which 
the  blood  sugar  is  followed  after  the  injec- 
tion of  i/2  minim  of  a 1/1000  solution  of  epi- 
nephrin per  kilo  will  show  to  what  extent 
the  liver  is  able  to  perform  its  glycogenolytic 
function.  A small  rise  in  blood  sugar  is  en- 
countered in  glycogen  disease,  where  the  dif- 
ficulty is  in  breaking  down  the  large  amount 
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of  glycogen  that  is  present.  Similar  curves 
are  obtained  when  the  glycogen  stores  of  the 
liver  are  depleted. 

5.  Ketosis,  an  indication  that  the  body  is 
burning  a high  proportion  of  fat,  occurs  in 
cases  where  the  liver  glycogen  has  been  de- 
pleted or  is  unavailable  (as  in  glycogen  dis- 
ease). It  is  absent  in  many  instances  in  hy- 
poglycemia of  endocrine  origin. 

6.  Measurement  of  the  muscle  glycogen,  a 
procedure  seldom  employed  since  it  demands 
biopsy,  may  prove  of  some  assistance  in  dif- 
ferentiating hyperinsulinism  from  lack  of  in- 
sulin antagonists.  One  of  the  effects  of  in- 
sulin is  to  increase  the  glycogen  content  of 
the  muscles. 

7.  Evidence  of  associated  symptoms  or 
signs  pointing  to  disease  of  the  liver,  pan- 
creas, adrenal  or  pituitary  may  be  exceeding- 
ly helpful  in  locating  the  cause  of  the  hypo- 
glycemia. 

We  should  like  to  point  out  that  important 
information  can  often  be  obtained  from  two 
tests  which  are  scarcely  mentioned  in  the 
literature:  the  carbohydrate  withdrawal  test 
and  the  respiratory  quotient. 

8.  Carbohydrate  withdrawal  test.  If  we 
omit  carbohydrate  and  feed  an  adequate  cal- 
oric intake  derived  from  fat  and  protein,  cer- 
tain patients  are  able  to  form  sufficient 
sugar  from  these  other  foods — chiefly  from 
protein — and  will  sustain  their  blood  sugar 
level,  whereas  others  are  unable  to  do  so  and 
develop  hypoglycemia  within  24  hours,  some- 
times in  less.  This  test  of  gluconeogenetic 
function  is  a guide  to  the  usefulness  of  a high 
protein  diet  in  therapy. 

9.  The  Respiratory  Quotient,  which  has 
been  studied  extensively  by  one  of  us 
(E.M.B.)  in  the  clinic  in  Baltimore,  indicates 
what  the  tissues  are  burning;  when  correct- 
ed for  protein  combustion,  which  is  deter- 
mined from  urinary  nitrogen,  a high  quo- 
tient (1.0)  is  characteristic  of  carbohydrate 
combustion  and  a considerably  lower  one 
(0.7)  of  fat  combustion.  It  has  been  found 
that  when  hypoglycemic  patients  are  fasted 
they  can  be  separated  into  two  groups  by 
the  behavior  of  the  respiratory  quotient.  As 
the  blood  sugar  level  falls  some  of  them  will 
respond  by  burning  less  carbohydrate  and 
more  fat;  others,  in  spite  of  the  carbohy- 
drate shortage,  will  continue  to  burn  carbo- 
hydrate without  any  diminution  in  its  com- 


bustion adding  greatly  to  the  severity  of  the 
hypoglycemia.  This  last  group  presents  a 
very  serious  therapeutic  problem  for  which 
surgery  may  be  the  only  answer,  as  in  the 
case  illustrated  below  (Case  2). 

The  tests  mentioned  above  may  provide 
information  of  practical  value  and  enable  one 
to  determine  the  cause  of  the  hypoglycemia. 
At  present,  however,  they  have  one  serious 
shortcoming  which  should  be  pointed  out. 
They  do  not  enable  us  to  differentiate  be- 
tween a hypoglycemia  due  to  hyperinsulin- 
ism and  one  that  is  due  to  a lack  of  insulin 
antagonists — either  in  the  anterior  pituitary 
or  the  adrenal  cortex.  For  such  differenta- 
tion  we  must  rely  on  associated  symptoms 
and  signs  which  are  not  always  present. 

We  shall  now  present  three  case  histories 
of  children  with  different  types  of  hypo- 
glycemia which  illustrate  the  diagnostic 
methods  just  discussed,  and  which  responded 
in  each  instance  to  a different  type  of  thera- 
py- 

Case  1.  (H.  L.  H.  No.  A17672),  a boy  of 

six  years,  was  referred  to  the  Harriet  Lane 
Home  with  the  diagnosis  of  hepatic  glycogen 
disease.  Symptoms  developed  insidiously 
during  infancy.  It  was  first  noticed  that  his 
abdomen  was  large,  due  to  a markedly  en- 
larged liver  (Fig.  1),  Other  clinical  features 
which  developed  during  the  next  few  years. 


Fig.  I 

Case  1 at  the  age  of  6 years. 


were  periodic  fainting  spells,  occasional  con- 
vulsions, a hemorrhagic  tendency — identified 
as  prothrombin  deficiency — and  retardation 
of  growth.  Laboratory  studies  revealed  that 
the  blood  sugar,  though  usually  high  in  the 
daytime,  tended  to  fall  to  hypoglycemic 
levels  during  the  early  morning  hours  before 
breakfast.  Ketosis  was  present  throughout 
the  day  but  was  most  marked  during  the 
early  morning  hours.  A blood  sugar  curve 
after  epinephrin  showed  a minimal  rise.  A 
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sugar  tolerance  test  after  oral  glucose 
showed  the  response  frequently  seen  in  he- 
patic disease — a low  fasting  value  followed 
by  a diabetic  type  of  curve. 

These  features  were  quite  sufficient  to 
establish  the  diagnosis  of  hepatic  glycogen 
disease.  A biopsy  of  the  liver  was,  however, 
made  which  confirmed  the  diagnosis  (Fig. 
2).  The  liver  cells  were  found  to  be  very 
much  enlarged  and  loaded  with  granules 


FIG.  II 

Case  1.  Liver  bropsy,  showing  cells  distended  with  glycogen, 
with  centrally  placed  nuclei 

which  could  be  identified  as  glycogen  by 
special  stains.  The  small  centrally  placed 
nucleus  is  characteristic  of  this  condition  in 
contrast  to  the  liver  cell  in  a fatty  liver 
where  the  nucleus  is  pushed  to  one  side  by 
the  accumulation  of  fat. 

The  cause  of  this  interesting  condition  ap- 
pears to  be  a defective  enzyme  system  for 
breaking  down  glycogen  into  glucose.  As  a 
result  glycogen  accumulates  in  the  liver  in 
maximal  quantities,  distending  the  cells  and 
at  times  causing  some  impairment  of  other 
hepatic  functions  (e.g.  prothrombin  formation 
in  this  case).  Typically,  the  blood  sugar  be- 
haves as  it  did  in  our  patient;  it  was  high 
during  the  day,  often  abnormally  so,  because 
of  inability  of  the  already  overloaded  liver 
to  remove  more  sugar  from  the  blood ; during 
the  night  the  defective  glycogenolysis  result- 
ed in  hypoglycemia,  and  the  call  on  body  fat 
for  fuel  was  responsible  for  the  ketosis.  It  is 
characteristic  of  these  patients  that  they  are 
well  nourished  or  tend  to  be  obese;  never- 
theless, they  do  not  grow.  The  obesity  ap- 
pears to  be  due  to  the  fact  that  a consider- 
able fraction  of  the  carbohydrate  which  can- 
not be  utilized  or  deposited  in  the  liver  is 
converted  into  fat.  The  growth  deficit  ap- 
pears to  be  due  to  the  extra  demand  for  pro- 
tein created  by  the  conversion  of  much  pro- 


tein into  carbohydrate  in  the  attempt  to 
maintain  the  blood  sugar  level.  A balance 
study  in  our  patient  showed  a negative  nitro- 
gen balance  on  an  average  intake  of  protein. 

Efforts  to  attack  the  root  of  the  problem 
— the  defective  enzyme  system  in  the  liver- 
have  thus  far  proved  fruitless  and  therapy 
consists  in  measures  to  maintain  the  blood 
sugar,  prevent  the  ketosis  and  avoid  the 
negative  nitrogen  balance  which  results  in 
impaired  growth.  It  was  found  that  a single 
therapeutic  measure  would  go  far  to  accom- 
plish all  these  things. 

A study  of  the  respiratory  quotient  showed 
that  in  this  condition  there  was  no  abnormal 
tendency  to  burn  carbohydrate.  On  fasting 
the  respiratory  quotient  was  not  sustained 
and  the  body  readily  shifted  to  the  combus- 
tion of  fat.  It  was  also  clear  that  gluconeo- 
genesis  from  protein  was  not  impaired  and 
was  indeed  already  proceeding  at  an  ab- 
normal rate  as  shown  by  the  negative  nitro- 
gen balance.  By  adding  a high  protein  meal, 
shortly  before  midnight  each  night,  we  were 
able  (1)  to  supply  enough  extra  nitrogen  to 
meet  the  high  requirement  and  permit  the 
resumption  of  growth,  (2)  furnish  an  addi- 
tional indirect  source  of  carbohydrate  so  as 
to  avoid  the  early  morning  hypoglycemia  and 
(3)  incidentally  decrease  the  excessive  com- 
bustion of  fat  and  the  consequent  ketosis.  A 
midnight  repast  of  beef  steak  and  hot  dogs 
• — a welcome  addition  to  this  boy’s  diet — ac- 
complished these  things.  His  liver  remains 
large  and  he  continues  to  be  obese,  but  he  is 
growing,  lias  been  free  from  hypoglycemic 
episodes,  and  ketone  bodies  are  now  almost 
absent  from  his  urine.  The  answer  in  this 
case  was  indirect  carbohydrate  therapy  in 
the  form  of  protein. 

Case  2 (H.  L.  H.  No.  A29795)  illustrates 
a different  type  of  hypoglycemic  problem. 
This  baby,  brought  to  us  at  the  age  of  one 
year,  was  thought  to  be  normal  during  the 
first  six  months  of  life.  She  gained  rapidly 
in  weight,  but  it  was  noticed  that  she  had  a 
tendency  to  be  sleepy  and  lethargic.  On  this 
account  a physician  prescribed  thyroid  ex- 
tract at  the  age  of  9 months.  This  medica- 
tion failed  to  correct  the  symptoms  and,  in- 
deed, precipitated  a series  of  fainting  attacks 
which  continued  with  increasing  severity 
even  after  the  thyroid  extract  was  stopped. 
By  the  time  the  baby  was  a year  old  the  faint- 
ing attacks  had  become  more  and  more  fre- 
quent, occurring  regularly  at  night  and  sev- 


Volume  30 
Number  2 


HYPOGLYCEMIA:  HOLT,  BRIDGE 


49 


eral  times  a day  as  well.  They  could  be  abol- 
ished by  giving-  food  every  three  hours 
around  the  clock  and  were  shown  to  be  def- 
initely hypoglycemic  in  origin.  During  these 
attacks  the  blood  sugar  would  often  fall  be- 
low 30  mg.  per  cent.  Clinically,  this  baby 
was  obese,  the  liver  was  palpable  but  not  en- 
larged and  there  was  an  internal  strabis- 
mus. The  laboratory  findings,  in  addition  to 


FIG.  Ill 

Case  2 at  the  age  of  1 year. 

the  marked  hypoglycemia,  which  developed 
within  a few  hours  of  a meal,  were  illuminat- 
ing. Ketosis  was  absent  and  the  response  to 
epinephrin  was  good,  features  which  spoke 
against  a hepatic  lesion  as  did  the  absence  of 
a post-absorptive  hyperglycemia.  A carbo- 
hydrate withdrawal  test,  in  which  protein 
and  fat  were  generously  supplied,  resulted  in 
the  very  prompt  development  of  hypogly- 
cemia indicating  that  gluconeogenesis  from 
protein — the  indirect  method  of  furnishing 
carbohydrate  gradually — could  not  be  em- 
ployed. A study  of  the  respiratory  quotient 
showed  that  on  fasting  this  was  maintained 
at  a carbohydrate  burning  level,  despite  a fall 
in  blood  sugar  to  hypoglycemic  levels!  This 
suggested  either  hyperinsulinism  or  a lack  of 
insulin  antagonists.  Since  there  was  no  evi- 
dence from  other  sources  pointing  to  a pitui- 
tary or  adrenal  lesion  it  was  felt  that  an  islet 
tumor  was  the  most  probable  diagnosis  and 
exploration  of  the  pancreas  was  advised. 
No  neoplasm  was  found  in  the  portion  of  pan- 
creas (approximately  three-fifths)  removed 
by  the  surgeon.  The  pancreatectomy  was 
considered  advisable,  however,  since  even  in 
the  absence  of  a tumor  it  gave  promise  of 
correcting  a relative  hyperinsulinism  — a 
promise  which  was  fulfilled.  Although  par- 
tial pancreatectomy  may  result  in  temporary 
and,  in  some  cases,  even  in  permanent  dia- 
betes, no  such  untoward  result  ensued  in  this 
patient.  Since  operation  she  has  had  only  a 


few  hypoglycemic  episodes.  Under  a normal 
feeding  regimen  her  blood  sugar  usually  re- 
mains above  60  mg.  per  cent  and  has  done 
so  now  for  more  than  a year. 

In  a severe  case  of  this  kind  we  have  no 
alternative  but  operation. 

Case  3 (H.  L.  H.  No.  A9194),  a colored 
boy  of  5 years,  has  been  under  observation 
at  intervals  in  the  clinic  throughout  his  life. 
There  was  a questionable  birth  injury  with 
neonatal  convulsions,  but  these  did  not  per- 
sist. At  the  age  of  3 Vi  years,  however,  con- 
vulsions reappeared.  They  were  often  mini- 
mal— a little  twitching  unaccompanied  by 
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FIG.  IV 

Case  3 at  the  age  of  5 years. 


loss  of  consciousness — and  occurred  usually 
during  the  early  morning  hours.  The  pa- 
tient’s appetite  was  poor  and  a tendency  to 
drowsiness  in  the  day  time  was  also  noted. 
There  was  retardation  of  physical  growth 
and  of  bone  age. 

Investigation  revealed  that  hypoglycemia 
was  at  the  basis  of  seizures.  After  an  over- 
night fast  the  blood  sugar  would  drop  to  50 
mg.  per  cent  and,  at  times,  to  40  or  below. 
The  glucose  tolerance  curve  was  usually 
normal,  but  at  times  a tendency  to  fall  to  sub- 
normal values  at  3 hours  was  observed.  The 
epinephrin  response  was  good.  There  was  no 
ketosis.  This  boy  showed  no  tendency  to 
continue  burning  carbohydrate  in  the  face  of 
a falling  blood  sugar.  Furthermore,  it  was 
found  that  his  gluconeogenic  function  was 
excellent.  On  a carbohydrate-free  regime  he 
sustained  his  blood  sugar  admirably.  The 
therapeutic  problem  was  therefore  not  a dif- 
ficult one.  It  would  have  been  possible  to 
institute  indirect  carbohydrate  therapy  in 
the  form  of  additional  protein  had  this  been 
necessary,  but  a more  careful  study  of  the 
case  showed  that  the  hypoglycemic  episodes 
were  all  associated  with  inadequate  food  at 
his  evening  meal.  When  precautions  were 
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taken  to  see  that  he  ate  an  adequate  supper 
they  were  abolished. 

The  diagnosis  in  this  patient  is  still  far 
from  clear.  Hepatic  disease  can  be  excluded. 
The  dwarfism  can  not  be  attributed  to  any 
extra  demand  for  nitrogen.  Its  association 
with  retarded  epiphyseal  development  sug- 
gests a more  fundamental  endocrine  disorder, 
possibly  of  pituitary  origin,  although  no  con- 
firmatory evidence  of  this  has  been  obtained. 
The  case  falls  into  the  obscure  group  of  idio- 
pathic hypoglycemias  of  childhood  about  the 
etiology  of  which  we  still  have  much  to  learn. 
Their  natural  history  is  somewhat  better 
known.  As  a rule  they  begin  not  in  early 
infancy  but  before  the  age  of  two,  and  in 
many  instances  they  are  outgrown  before  the 
age  of  puberty.  With  appropriate  therapy 
they  can  usually  be  carried  along  without 
damage  to  the  central  nervous  system,  such 
as  is  known  to  occur  when  hypoglycemic  at- 
tacks are  allowed  to  become  too  frequent. 

In  summarizing,  we  should  like  to  point  out 
that  the  thorough  study  of  these  cases  is  re- 
warding, for  even  if  an  exact  diagnosis  is  not 
always  possible,  information  may  be  obtained 
which  is  of  practical  therapeutic  value.  Our 
therapeutic  measures  include  temporary  ex- 
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EPILEPTICS 

Eighty  out  of  every  hundred  persons  with  epi- 
lepsy can  lead  normal  lives  and  are  employable. 
This  is  one  of  the  main  conclusions  of  Epilepsy — 
The  Ghost  Is  Out  of  the  Closet,  a 32-page  pamph- 
let by  Herbert  Yahraes  published  by  the  Public 
Affairs  Committee,  Inc.,  of  New  York. 

The  importance  of  this  information  becomes  ap- 
parent when  one  realizes  that  as  many  people  suf- 
fer from  epilepsy  as  from  active  tuberculosis  or 
diabetes;  that  the  war  will  increase  the  incidence  of 
the  disease  because  of  the  increased  number  of  head 
injuries  and  because  of  lowered  resistance  brought 
about  by  emotional  shock  or  excessive  fatigue. 

If  “jobs  for  all  after  the  war”  is  to  include  jobs 
for  epileptic  veterans  and  other  sufferers  of  this 
fairly  common  disease,  the  information  in  this  Pub- 
lic Affairs  Pamphlet  should  be  widely  disseminated 
in  order  to  overcome  the  fear,  ignorance,  and  super- 
stition that  surround  the  word  “epilepsy.” 

“Epileptics,”  according  to  the  pamphlet,  “have  a 
right  to  be  hired  on  the  basis  of  what  they  can 
do” — in  the  same  manner  as  any  other  person. 

They  have  already  been  employed  successful  as 
doctors,  lawyers,  ministers,  engineers,  teachers, 
salesmen,  farmers,  clerks,  laborers,  mechanics, 
stenographers  dressmakers,  reporters,  interior  dec- 
orators, factory  workers,  beauticians,  actresses, 
dancers,  writers,  plumbers,  and  musicians. 


pedients  such  as  the  administration  of  sugar 
or,  in  certain  cases,  of  epinephrin.  The  lat- 
ter, if  given  in  oil,  may  produce  an  effect 
which  lasts  a day  or  two,  but  this  will  seldom 
prove  useful  over  a long  period.  The  more 
permanent  forms  of  therapy  include  careful 
avoidance  of  fasting  which  will  correct  mild 
cases.  In  the  presence  of  infection,  loss  of 
appetite  tends  to  precipitate  hypoglycemic 
episodes  and  forcing  of  carbohydrates  is 
usually  advisable  at  such  times.  A high  pro- 
tein diet  is  useful  in  cases  in  which  the  glu- 
coneogenic function  is  preserved.  In  more 
severe  cases  in  which  this  is  not  preserved  or 
is  inadequate  to  supply  the  demand  for  car- 
bohydrate, resection  of  pancreas  remains  the 
only  satisfactory  remedy. 

It  is  quite  possible  that  the  future  may  pro- 
vide us  with  new  therapeutic  agents  for  these 
more  severe  cases  that  will  make  resort  to 
surgery  unnecessary.  Some  publicity  has 
been  given  to  alloxan — an  agent  which  dam- 
ages the  islets — as  a possible  remedy  for  hy- 
poglycemia, but  its  toxic  side  effects  would 
seem  to  render  this  impractical.  More  prom- 
ising is  the  use  of  the  adrenal  steroid,  com- 
pound E of  Kendall,  and  it  is  to  be  hoped 
that  this  potent  hyperglycemic  principle  will 
before  long  be  made  available. 
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Epileptics  are  not  intellectually  inferior,  Mr. 
Yahraes  writes,  and  work  is  an  important  treat- 
ment for  most  patients.  “Their  fellow  workers  will 
find  that,  except  for  brief  periods  of  illness,  more 
epileptics  are  as  likable  and  competent  and  cour- 
ageous as  anybody  else.” 

The  booklet  describes  the  disease,  tells  what 
causes  it,  how  it  is  recognized,  and  how  it  can  be 
treated  medically,  but  the  most  siginicant  sections 
are  the  ones  on  how  the  epileptic  should  be  treated 
by  society:  Should  an  epileptic  child  go  to  school? 
Should  an  epileptic  be  sent  away  from  his  family? 
May  he  marry?  Have  children?  Hold  a job? 

Mr.  Yahraes  concludes  with  this  advice  for  all: 

We  should  acquaint  ourselves  with  the  new  knowl- 
edge about  epilepsy. 

We  should  use  our  new  information  to  persuade 
uninformed  persons  that  epilepsy  is  not  a shameful 
diseases  . . . that  with  the  passage  of  time  and 
with  the  right  treatment,  a patient  tends  to  grow 
better  instead  of  worse  . . . that  the  disorder  can  be 
controlled. 

In  short,  we  can  spread  the  truth  that  epileptics 
are  people  and  ask  only  to  be  treated  as  such. 

Epilepsy — The  Ghost  Is  Out  of  the  Closet,  by 
Herbert  Yahraes,  is  the  ninety-eighth  in  the  series 
of  popular,  factual,  ten-cent  pamphlets  published  by 
the  Public  Affairs  Committee,  Inc.,  a nonprofit,  edu- 
cational organization  at  30  Rockefeller  Plaza,  New 
York  20,  N.  Y. 
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What  are  the  necessary  factors  for  a tran- 
quil convalescence  after  surgical  operations? 
The  most  essential  requisite  is  that  the 
physiology  of  the  patient  be  maintained  as 
near  normal  as  possible.  One  of  the  very 
important  factors  in  sustaining  this  physi- 
ology is  to  provide  for  the  normal  nutrition 
of  the  body,  both  before  and  after  operation. 
After  an  operation  it  is  often  several  days 
before  the  patient  is  eating  and  even  longer 
than  this  before  he  is  consuming  an  ade- 
quate diet.  In  considering  nutrition  we 
think  of:  (1)  Fluids,  (2)  Salts,  (3)  Vita- 
mins, (4)  Carbohydrates,  (5)  Fats,  (6)  Pro- 
teins. 

Coller (1)  and  many  others  have  demon- 
strated that  the  average  individual  needs  ap- 
proximately 3,000  cc.  of  fluid  a day.  Sur- 
geons now  generally  give  fluid  intravenously 
following  most  major  procedures.  About  5 
Gm.  of  sodium  chloride  per  day  are  needed; 
more  is  necessary  in  case  vomiting  or  diar- 
rhea is  present,  or  in  the  hot  summer  months 
when  there  is  excessive  perspiration.  Vita- 
mins have  been  discussed  more  than  ade- 
quately in  recent  years.  Carbohydrates  are 
usually  given  after  operation  in  the  form  of 
intravenous  glucose,  using  a 5 or  10  per  cent 
solution.  This  leaves  fats  and  proteins 
which  have  been  greatly  neglected.  In  1935 
Holt  did  some  very  interesting  work  on  fats 
intravenously.  These  have  not  been  found  to 
be  essential  after  operation  and  intravenous 
injections,  so  far  at  least,  have  not  proved 
efficacious.  However,  within  the  past  few 
years  it  has  been  found  possible  to  give  pro- 
tein intravenously.  The  substances  most 
commonly  used  are  protein  digests  in  which 
the  protein  is  broken  down  by  enzymes  to 
amino  acids  and  peptides.  These  protein  di- 
gests are  now  on  the  market  at  a fairly  rea- 
sonable price,  and  this  discussion  is  based 
on  the  use  of  these  substances  intravenously 
in  a series  of  203  surgical  patients. 

The  first  report  on  the  use  of  protein  di- 
gests intravenously  was  made  by  Elman (2) 
in  1937.  He  reported  results  of  an  experi- 
ment on  healthy,  starving,  male  dogs  each 

*Read  before  the  meeting  of  the  Omaha  Mid-West  .^mical 
Society,  October,  1943. 


subjected  to  a single  severe  hemorrhage. 
One  group  of  these  animals  was  given  10  per 
cent  glucose  in  Ringer’s  solution  as  replace- 
ment, another,  5 per  cent  amino  acid  mix- 
ture, a hydrolyzed  purified  casein  with  2 per 
cent  tryptophane  added.  Those  receiving 
glucose  alone  showed  no  regeneration  of 
serum  protein  after  six  hours  and  very  little 
after  twenty-four  hours.  Those  receiving 
amino  acids  showed  a definite  increase  of 
serum  protein  in  six  hours  and  a marked  rise 
in  twenty-four  hours,  thus  establishing  the 
principle  that  intravenous  amino  acids  are 
used  in  the  regeneration  of  serum  protein. 
In  1938  the  same  investigator  gave  the  first 
report  of  its  use  in  humans.  This  report  was 
given  at  the  American  Medical  Association 
meeting  in  San  Francisco,  and  was  published 
in  1939 (3).  It  has  been  shown  by  several  in- 
vestigators, including  Brunschwig,  Clark, 
Corbin (4>,  and  many  others,  that  positive  ni- 
trogen balance  can  be  maintained  by  the  use 
of  protein  digest.  These  digests  include  all 
the  essential  amino  acids. 

Why  do  we  need  protein?  In  1943,  Muel- 
ler, Fickas,  and  Cox(5)  studied  the  effects 
upon  humans  of  diets  deficient  in  protein  but 
adequate  in  all  other  substances.  They  found 
that  within  forty-eight  hours  there  were  se- 
vere syinptoms  of  lassitude  and  asthenia,  and 
that  these  symptoms  were  rapidly  corrected 
by  the  ingestion  of  protein.  Elman  in  1940, 
and  again  in  1942,  demonstrated  that  post- 
operative weakness  was  greatly  improved  by 
intravenous  injection  of  protein  digest.  Mul- 
holland,  Co  Tui,  et  al(7)  presented  a very  ex- 
cellent report  showing  that  jejunal  alimenta- 
tion beginning  almost  immediately  after  op- 
eration alleviated  most  of  the  symptoms  and 
accelerated  convalescence  in  a series  of  pa- 
tients with  gastric  resections.  Our  plan  has 
been  to  give  protein  digest*  routinely,  1,000 
cc.  intravenously,  morning  and  afternoon, 
until  the  nausea  has  stopped  and  the  patient 
is  able  to  take  a soft  diet.  Following  many 
operations  the  period  is  one  day  on  the  pro- 
tein digest,  in  others,  two,  and  in  many  cases, 
notably  peritonitis,  bowel  resections,  intest- 
inal obstructions,  etc.,  it  might  be  several 

*Amig:en,  5 per  cent  (Mead  Johnson  & Co.). 
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days  or  even  a week  in  which  the  entire  nour- 
ishment is  given  by  intravenous  protein  di- 
gest. The  clinical  impression  is  quite  def- 
inite that  these  patients  are  much  stronger 
than  those  without  intravenous  fluid  or  those 
in  whom  salt  and  glucose  alone  is  given  in- 
travenously. Many  of  them  are  reading  the 
newspaper  the  next  day,  and  when  they  be- 
gin sitting  up  they  do  not  complain  of  the 
usual  weakness.  We  have  definitely  short- 
ened their  convalescence,  and  it  is  not  un- 
usual for  these  patients,  confident  in  their 
strength,  to  express  the  desire  to  walk  im- 
mediately. 

Another  function  of  protein  is  to  stimu- 
late wound  healing.  Clark(8)  in  1919,  gave 
the  first  conclusive  proof  of  this.  He  experi- 
mented on  twelve  dogs,  divided  them  into 
groups  of  three,  and  placed  each  group  on  a 
different  diet.  A small  amount  of  skin  and 
subcutaneous  tissue  was  cut  out  from  their 
backs;  they  were  continued  on  the  same  diet 
during  the  entire  period  of  the  study.  In 
one  group  placed  on  a high  fat  diet,  which 
was  low  in  carbohydrates  and  proteins,  the 
latent  period  of  healing,  that  is,  the  period 
in  which  no  healing  could  be  noted,  was  six 
days.  A second  group  placed  on  a balanced 
diet  had  no  healing  for  four  days.  The  third 
group  on  a high  carbohydrate  diet,  low  in 
fats  and  proteins,  exhibited  healing  in  three 
days.  The  fourth  group  on  a high  protein 
diet,  low  in  carbohydrates  and  fats,  gave  evi- 
dence of  immediate  healing. 

Thompson,  Ravdin,  and  Frank' 9)  in  1938, 
placed  11  dogs  on  a low  protein  diet  for  a 
time  before  and  after  operation.  In  each 
animal  an  incision  8 cm.  long  was  made  in  the 
abdominal  wall.  There  was  a failure  to  heal 
or  evisceration  in  8 of  11.  Microscopic  sec- 
tion showed  a very  inadequate  attempt  at 
healing.  This  was  an  incidence  of  72  per 
cent  failure  to  heal  wounds  on  low  protein 
diets. 

Mulholland,  Co  Tui,  et  al(10)  in  1943  made 
serum  protein  determinations  on  35  consecu- 
tive patients  with  decubitus  ulcers.  All  of 
these  patients  had  hypoproteinemia,  and  it 
is  significant  that  the  lower  the  plasma  pro- 
tein the  larger,  in  general,  were  the  bed 
sores.  At  the  time  that  I read  this  article  I 
had  a patient  whose  leg  had  been  amputated 
and  who  had  a decubitus  ulcer  4 cm.  in 
diameter  in  the  sacral  region.  He  had  not 
been  eating  well  and  I instructed  the  nurses 
to  feed  him  a high  protein  diet,  and  to  re- 


main with  him  during  each  meal  to  see  that 
he  ate  adequately.  We  measured  his  diet 
content  and  each  day  he  received  between 
100  and  150  grams  of  protein.  At  the  be- 
ginning of  this  test  his  plasma  protein  was 
5.4  gram  per  100  cc.  with  albumin  3.4  grams 
per  100  cc.  Almost  immediately  after  the 
high  protein  diet  was  begun  we  noticed  that 
the  decubitus  ulcer  began  to  heal,  and  at  the 
end  of  twelve  days,  with  no  different  treat- 
ment locally,  the  ulcer  had  healed  entirely. 
This  is  a very  definite  clinical  proof  of  the 
value  of  adequate  protein  in  the  healing  of 
wounds.  Because  of  this  accelerated  healing 
on  adequate  protein  feedings  we  are  able  to 
have  our  patients  who  have  undergone  sur- 
gical procedures  out  of  bed,  and  at  home, 
several  days  earlier  than  we  were  able  to 
achieve  before. 

Proteins  have  also  been  found  to  be  of  im- 
portance in  relation  to  peristalsis  of  the 
bowel.  Ravdin(11>  and  his  associates  have 
shown  that  with  marked  hypoproteinemia 
the  emptying  of  the  stomach  and  the  small 
bowel  takes  about  three  times  as  long. 
Therefore,  with  hypoproteinemia,  patients 
are  likely  to  have  more  distention  and  more 
gas  pains  and  be  much  slower  in  regaining 
their  appetites.  Very  definitely,  it  has  been 
our  opinion  that  those  of  our  patients  who 
are  given  protein  digest  intravenously  have 
less  distention  and  regain  their  appetites 
much  sooner  than  the  patients  who  do  not 
receive  this  treatment.  Nutrition  is  better 
maintained,  consequently,  and  this  aids  their 
general  condition  in  all  respects. 

One  of  the  most  important  functions  of 
plasma  protein  is  the  maintenance  of  proper 
fluid  balance  between  the  capillaries  and  the 
tissue  spaces.  As  has  been  shown  by  Star- 
ling in  his  hypothesis,  the  albumin  factor  is 
the  most  important  in  maintaining  the  col- 
loidal osmotic  pressure.  The  fluid  inter- 
change is  due  to  a balance  between  the  hy- 
drostatic pressure  within  the  blood  vessel 
and  the  colloidal  osmotic  pressure  of  the  al- 
bumin, chiefly.  If  the  hydrostatic  pressure 
is  increased  or  the  colloidal  osmotic  pressure 
is  decreased,  edema  results.  In  general,  al- 
though a definite  figure  cannot  be  stated, 
there  is  likely  to  be  edema  if  the  total  plasma 
protein  is  below  5.5  grams  per  100  cc.,  or 
more  important,  if  the  albumin  factor  is  be- 
low 3 grams  per  100  cc.  It  must  be  realized, 
also,  that  it  takes  a large  amount  of  fluid 
accumulation  in  the  tissue  spaces  before 
edema  is  demonstrable  and  that  lesser  de- 
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grees  exist  with  protein  levels  not  even  that 
low.  Edema  results  especially  rapidly  in  a 
patient  who  is  hypoproteinemic  if  he  is  given 
glucose  or  saline  intravenously,  as  this  di- 
lutes the  plasma  protein  and  drops  it  below 
the  critical  levels.  It  was  very  evident  that 
when  treatment  consisted  of  large  amounts 
of  glucose  and  saline  intravenously,  patients 
with  peritonitis,  intestinal  surgery,  etc.,  who 
were  deprived  of  food  for  from  four  to  five 
days  exhibited  edema  and  pallid,  ashen  skins. 
This  has  not  been  true  since  we  have  been 
using  protein  digest  intravenously.  These 
patients  maintain  their  strength  and  they  do 
not  get  edema  because  the  colloidal  osmotic 
pressure  is  sustained.  It  is  in  these  patients 
who  have  gone  over  a period  of  several  days 
without  being  able  to  eat  by  mouth  that  we 
notice  the  greatest  benefits.  The  most  dra- 
matic results  are  seen  in  those  who  have  not 
had  protein  digests  intravenously  and  who 
have  been  quite  ill  and  not  able  to  eat  for  a 
period  of  five  to  seven  days.  I have  seen  a 
few  of  these  in  consultation  and  have  placed 
them  on  protein  digest;  the  improvement  in 
their  state  of  well  being,  and  their  enthusi- 
asm in  their  improved  strength  is  very  re- 
markable. 

Except  in  cases  of  long  standing  chronic 
malnutrition  we  did  not  notice  any  change  in 
the  plasma  protein  determinations.  How- 
ever, variations  were  noted ; for  instance, 
with  dehydration,  plasma  protein  figures 
would  be  high  due  to  decreased  plasma 
volume.  Unfortunately,  the  only  protein 
that  can  be  measured  is  the  plasma  protein 
per  cent.  At  the  present  time,  tissue  pro- 
tein cannot  be  measured.  It  amounts  to  ap- 
proximately thirty  times  as  much  as  the 
plasma  proteins.  Therefore,  it  would  take  a 
protein  deficit  of  about  1,000  Gm.  to  reduce 
the  serum  protein  by  1 Gm.  per  100  cc.  of 
plasma. 

The  globulin  factor  assists  in  affording  re- 
sistance to  infection.  Cannon,  Chase,  and 
Wissler(12)  in  1943,  demonstrated  that  the 
production  of  antibodies  is  only  one-fifth  to 
one-third  as  great  in  animals  with  protein 
deficits  as  it  is  when  the  proteins  are  normal. 

A very  interesting  study  has  been  made 
upon  cancer  patients.  About  one-half  of  the 
patients  with  these  lesions  have  hypopro- 
teinemia  as  judged  by  the  reports  of  Karl 
Meyer(13),  Memorial  Hospital  in  New 
York(14),  and  the  Brooklyn  Cancer  Insti- 
tute* 15 shown  in  the  following  table: 


CANCER  PATIENTS 
TOTAL  BLOOD  PROTEINS 
Gm.  per  100  cc. 

No.  Patients 

No.  Normal  Reported  Below  Low 

Pat.  Range  Range  Level  (6.5) 

58  Meyer’s  Studies  __6.34-6.73  5.12-8.12  29.3% 

100  Brooklyn  Can- 
cer Institute 6.4  -8.  3.3  -9.6  55% 

100  Abel’s  Studies 6.2  -6.9  3.9  -8.  59% 

10  Our  Studies 6.5  -7.5  5.01-7.56  50% 

268  Group  Average 6.38-7.28  4.3  -8.3  50.7% 

It  is  seen  from  the  accompanying  table 
that  50.7  per  cent  of  all  patients  coming  to 
the  hospital  with  cancer  have  hypopro- 
teinemia.  This  probably  accounts  for  the  in- 
creased mortality  following  surgery  in  these 
patients.  If  they  are  able  to  take  protein 
by  mouth  it  is  advisable  to  force  protein  for 
a time  before  operation.  In  cases  of  pyloric 
stenosis  or  where  there  is  some  obstruction 
from  malignancy,  etc.,  we  advise  raising  the 
blood  count  to  normal  with  transfusions,  get- 
ting protein  determinations  and  giving  pro- 
tein digest  intravenously  two  or  three  times 
a day  as  a preparation  for  operation.  The 
immediate  postoperative  treatment  is  to  con- 
tinue protein  digest  intravenously  until  the 
patient  can  be  placed  upon  an  adequate  diet. 
The  improved  results  in  these  patients  is 
quite  dramatic. 

The  accompanying  table  will  summarize, 
briefly,  the  main  functions  of  proteins : 

FUNCTIONS  OF  PROTEIN 
In  General : 

1.  Promote  Healing  Growth. 

2.  Provide  Energy  and  Strength. 

3.  Assist  in  Maintaining  Motility  of  Alimen- 
tary Tract. 

4.  Prevent  Generalized  Anasarca: 

Kidney  Dysfunction. 

5.  Protect  Liver. 

6.  Contribute  to  the  Viscosity  of  the  Blood. 

Albumin : 

1.  Provides  Nourishment  for  Tissue  Cells. 

2.  Maintains  Colloidal  Osmotic  Pressure. 

Globulin : 

1.  Combats  Infection. 

Fibrinogen : 

1.  Promotes  Clotting  of  Blood. 

Many  objections  have  been  raised  to  the 
use  of  protein  digest  intravenously  on  the 
theory  that  it  causes  severe  reactions.  In 
our  experience,  the  reactions,  when  they  oc- 
cur, are  most  frequently  due  to  giving  the 
infusion  too  rapidly.  This  occurred  in  our 
early  experiments,  and  we  had  some  cases 
with  chills  and  fever  and  rather  severe  re- 
actions. We  soon  discovered,  however,  that 
by  taking  at  least  three  hours  to  give  1,000 
cc.  of  protein  digest  intravenously,  the  re- 
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actions  are  practically  nil  and  what  few  there 
are,  are  very  mild.  We  no  longer  fear  these 
reactions ; the  worst  part  of  this  treatment 
is  to  keep  a patient  lying  quietly  for  this 
length  of  time. 

Reactions  encountered  during  our  study 
are  as  follows: 


Nausea  9 

Nausea  and  Vomiting 6 

Dizziness  ! 2 

Headache  2 

Chills 1 

General  Malaise  : 1 

Total  21 


18  patients  or  9 % had  minor  reactions. 

3 patients  exhibited  reactions  twice. 

3 per  cent  of  total  infusions  used  caused 
reactions. 

CONCLUSION 

A patient’s  diet  for  several  days  following 
operation  is  very  inadequate.  The  value  of 
protein  digest  intravenously  during  this  in- 
terim has  been  explained.  Protein  digest  is 
now  on  the  market  and  can  be  given  intra- 
venously following  surgical  procedures.  Clin- 
ically, its  use  results  in  improved  strength, 
appetite,  wound  healing,  and  greatly  accel- 
erates the  recovery  of  these  patients.  We 
think  this  is  of  as  great,  or  greater,  im- 
portance than  the  use  of  fluids,  salts,  glu- 
cose, etc.,  which  have  been  used  intravenous- 
ly in  such  large  quantities  in  the  past.  We 


advise  giving  1,000  cc.  of  5 per  cent  protein 
digest  with  5 per  cent  glucose  intravenously 
twice  a day  until  the  patient  is  able  to  con- 
sume and  utilize  an  adequate  diet.  While 
most  of  the  routine  patients  will  recover 
without  this  treatment,  by  its  use  the  con- 
valescence is  shortened,  and  complications 
are  decreased. 
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FIRST  SUCCESSFUL  OPERATION  FOR 
ANEURYSM  OF  AORTA  IN  CHEST 

The  first  successful  operation  in  which  there  was 
removed  a section  of  the  thoracic  aorta  on  which 
there  was  an  aneurysm  is  reported  in  The  Journal 
of  the  American  Medical  Association  for  December 
30  by  John  Alexander,  M.D.,  and  Francis  X.  Byron, 
M.D.,  of  the  University  of  Michigan  Medical  School. 

“On  October  20,  1943,  we  successfuly  removed  an 
aneurysm  of  the  thoracic  aorta  measuring  11  by  8 
cm.,  together  with  a 7.5  cm.  length  of  the  aorta,” 
the  two  surgeons  say.  “We  are  reporting  this  case 
because  of  its  historical  interest  from  the  physio- 
logic, medical  and  surgical  points  of  view,  since  we 
can  find  no  record  in  which  an  aneurysm  of  the 
thoracic  or  abdominal  aorta  has  been  successfuly  re- 
moved or  in  which  the  thoracic  aorta  has  been  suc- 
cessfully ligated.” 

They  believe  the  aneurysm  probably  arose  in  con- 


nection with  a narrowing  or  constriction  of  the  aorta 
(coarctation).  The  two  men  warn,  however,  that 
“the  operation  used  in  our  patient  has  no  bearing 
on  the  management  of  aortic  aneurysm  in  general 
because  in  him  there  was  an  exceptional  combination 
of  circumstances  that  made  the  operation  feasible.” 

Of  primary  importance  was  the  fact  that  the  pa- 
tient, a young  man,  had  a good  collateral  circula- 
tion, so  that  after  the  aorta  was  tied  off  the  sup- 
ply of  blood  to  the  lower  part  of  the  body  was  sus- 
tained by  means  of  smaller  arteries.  These  smaller 
arteries  branch  off  the  upper  part  of  the  aorta.  Or- 
dinarily they  do  not  carry  a large  volume  of  blood 

Also  contributing  to  the  success  of  the  operation 
was  the  good  health  of  the  patient,  the  absence  of 
syphilitic  disease  of  the  aorta  and  the  fact  that  the 
aneuryism  was  so  located  that  the  aorta  could  be 
tied  off  below  the  artery  leading  to  the  brain  and 
spinal  cord. 


The  Use  and  Abuse  of  External  Skeletal 
Fixation 

C.  F.  FERCIOT,  COMDR.  M.C.,  USNR* 


Considerable  publicity  has  been  given  to 
the  various  methods  of  treating  fractures 
by  means  of  external  skeletal  fixation  and  it 
is  our  purpose  in  presenting  this  paper  to 
review  some  of  the  advantages  and  disad- 
vantages that  accrue  from  these  procedures. 
The  surgical  possibilities  of  mechanical  fix- 
ation in  fracture  work  have  been  greatly  ex- 
panded during  recent  years  by  the  develop- 
ment of  new  metals  which  are  relatively  non- 
irritating to  the  body  tissues.  This  factor, 
together  with  the  application  of  well-estab- 
lished surgical  principles  and  the  use  of 
chemotherapy,  has  definitely  broadened  the 
scope  of  open  operative  treatment  of  frac- 
tures, and  at  the  same  time  has  minimized 
several  disadvantages  arising  in  the  use  of 
external  skeletal  fixation. 

It  should  be  appreciated  that  the  beneficial 
results  obtained  by  any  method  depends  en- 
tirely on  how  well  it  accomplishes  the  basic 
requirements  of  fracture  treatment.  These 
basic  requirements  are: 

1.  Accurate  reduction  with  minimal  addi- 
tional trauma. 

2.  Maintenance  of  reduction. 

3.  Adequate  care  of  the  soft  tissues. 

The  ideal  treatment  would  be  one  that  ac- 
complishes these  requirements  in  the  easiest 
and  simplest  way.  In  view  of  the  infinite  va- 
riety of  fractures,  of  the  people  who  suffer 

them,  and  of  the  doctors  who  treat  them,  it 
is  hardly  likely  that  any  single  method 
should  be  universally  desirable.  There  are 

then,  four  variable  factors  in  each  fracture 
case : 

1.  The  fracture. 

2.  The  patient. 

3.  The  doctor. 

4.  The  equipment  available. 

There  are  two  major  advantages  of  ex- 
ternal skeletal  fixation: 

1.  It  affords  positive  control  of  the  bone 
fragments. 

2.  It  permits  early  movement  of  the  con- 
tiguous joints  and  thus  adds  appreciably  to 

*The  opinions  and  views  set  forth  in  this  article  are  those  of 
the  writer,  and  are  not  to  be  considered  as  reflecting  the  policies 
of  the  United  States  Navy. 


the  comfort  of  the  patient  and  favors  early 
ambulatory  treatment. 

The  disadvantages  of  this  method  are: 

1.  It  requires  special  apparatus. 

2.  The  application  of  the  pins  is  time 
consuming  and  must  be  performed  with  pre- 
cision, as  one  improperly  placed  pin  will 
jeopardize  the  entire  result. 


Hayne’s  apparatus  applied  to  a compound  fracture  with  loss  of 
bone  substance.  Alignment  and  length  held  until  plastic  work 
could  be  done. 


3.  There  is  danger  of  additional  damage 
to  soft  tissues  by  the  use  of  powerful  me- 
chanical manipulators,  and  the  ease  of 
changing  position  is  a temptation  to  un- 
necessary meddling. 

4.  There  is  a human  urge  to  persist  in 
this  “closed”  method  of  treatment  even 
though  it  may  not  result  satisfactory  reduc- 
tion. 

5.  Soft  tissue  irritation  about  the  pins 
is  frequent  and  bone  involvement  occurs  in 
some  cases. 
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Good  clinical  result,  but  poor  alignment  by  mechanical  manip- 
ulation. Manual  manipulation  is  preferable  in  many  cases. 

support  is  important  and  the  combination  of 
plaster  with  external  skeletal  fixation  has 
been  found  very  effective  in  the  early  man- 
agement of  compound  fracture. 

A review  of  48  fractures  in  which  this 
method  was  used  revealed  that  active  pin 
infection  developed  in  only  one  case  which 
was  associated  with  a severe  head  injury 
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of  these  devices  and  over-distraction  may 
result  in  complete  circumferential  tears  of 
the  periosteum. 

It  has  been  our  practice  to  manipulate 
these  cases  manually,  using  the  fracture 
table  when  greater  traction  was  needed ; and 
we  have  felt  that  in  many  cases  it  was  pos- 
sible to  accurately  reduce  and  lock  in  position 
certain  fractures  that  would  otherwise  cer- 


The dangers  incident  to  the  insertion  of 
pins,  when  done  with  all  aseptic  precautions 
and  when  properly  placed,  have  been  over- 
emphasized by  some  of  us  and  it  is  our  ob- 
servation that  pin  irritations  often  develop 
where  there  is  mechanical  movement  of  soft 
tissue  about  the  pins. 

The  danger  of  soft  tissue  damage  during 
reduction  is  increased  by  the  positive  control 
of  fragments  unless  manipulation  is  done 
with  great  gentleness.  This  is  especially 
true  where  mechanical  manipulators  are 
used,  as  great  forces  can  be  applied  by  means 


tainly  have  lost  position  as  swelling  abated 
if  held  by  the  usual  fixation  methods. 

Every  surgeon  who  has  done  open  reduc- 
tion can  appreciate  why  closed  reduction  is 
difficult  in  some  cases,  and  it  is  in  these  prob- 
lem cases  that  clinical  judgment  is  important 
when  using  external  skeletal  fixation,  as  good 
results  cannot  be  expected  if  a satisfactory 
reduction  is  not  obtained. 

There  are  many  who  feel  that  soft  tissue 


and  should  have  been  supported  by  supple- 
mental plaster.  Six  of  these  cases  were  se- 
verely compounded  blast  injuries  with  loss 
of  bone  substance,  in  which  an  outstanding 
advantage  was  demonstrated  by  the  main- 
tenance of  length  and  alignment  and  the 
preservation  of  adjacent  joint  function  until 
such  time  as  plastic  reconstructive  measures 
could  be  instituted.  In  four  cases  it  was 
used  as  supplemental  fixation  following  open 
reduction  and  internal  fixation,  where  it  was 
particularly  desirable  to  preserve  joint  mo- 
tion. 


Compound  fracture,  2-15-44,  reduced  by  Haynes  apparatus 
which  was  removed  after  six  weeks.  Note  decalcification  about 
pin  holes  two  months  after  removal. 
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There  were  three  cases  of  delayed  union 
in  simple  fractures  of  both  bones  of  the  leg-. 
These  cases  were  treated  by  sliding  bone 
grafts.  In  one  instance  the  fracture  ap- 
peared to  be  progressing  slowly  toward  union 
at  operation,  and  in  the  other  cases  there  was 
definite  inter-position  of  tissues  with  eburna- 
tion  of  both  ends.  There  were  four  cases  in 
which  satisfactory  reduction  was  not  ob- 
tained because  of  some  degree  of  angulation 
but  in  which  bony  union  occurred  whose  end 
results  are  considered  as  fair.  Eight  cases 
are  too  recent  for  evaluation.  In  22  cases 
the  reduction  was  satisfactory  and  bony 
union  occurred  with  good  clinical  results. 
These  cases  represent  less  than  16%  of  the 
total  number  of  fractures  treated  during  this 
period  and  were  selected  individually. 

Some  pin  irritation  was  present  in  most 
cases  but  was  usually  controlled  without  dif- 
ficulty. A combination  of  external  skeletal 


and  plaster  fixation  was  found  useful  in 
many  cases. 

These  patients  averaged  under  30  years 
of  age  and  for  the  main  part  were  “good 
risks.’’  It  is  our  impression  that  the  aver- 
age time  of  healing  was  not  materially  in- 
fluenced, but  the  patients  themselves  were 
universally  enthusiastic  about  the  method, 
and  most  of  them  were  ambulant  within  a 
few  days.  Early  weight  bearing  was  not 
stressed,  but  it  was  felt  that  active  joint 
movement  tended  to  minimize  muscle  atro- 
phy, added  to  the  comfort  of  the  patient,  and 
shortened  convalescence  in  some  cases. 

In  conclusion  it  is  suggested  that  external 
skeletal  fixation  is  an  addition  to  our  frac- 
ture armamentarium  which  can  be  expected 
to  be  effective  in  just  so  far  as  it  improves 
the  accomplishment  of  the  basic  require- 
ments of  fracture  treatment. 


sfc  ❖ * 


IN  THIS  ISSUE 


THE  HYPOGLYCEMIC  syndrome,  par- 
ticularly as  it  occurs  in  early  life,  is  often 
unsuspected  and  frequently  misinterpreted. 
It  is  with  pleasure  that  we  offer  a clear 
exposition  of  this  condition  in  the  paper  read 
before  the  Omaha  Mid-West  Clinical  So- 
ciety in  October,  1943,  by  Dr.  L.  Emmett 
Holt,  Jr.,  then  Associate  Professor  of  Pedi- 
atrics at  Johns  Hopkins.  Dr.  Holt  was  re- 
cently appointed  Professor  of  Pediatrics  at 
the  New  York  University  Medical  School  and 
is  now  pediatrician  to  Bellevue  Hospital. 
You  will  find  the  paper  on  page 45 

SLIRGERY  has  been  advancing  rapidly, 
not  only  from  the  standpoint  of  improve- 
ments in  technical  phases.  In  recent  months 
attention  has  been  called  to  the  physiological 
phases  of  the  surgical  patient  especially  in 
his  nutritional  requirements.  An  excellent 
paper  by  Dr.  Herbert  H.  Davis  is  here  sub- 
mitted. Many  of  our  readers  heard  him  give 
this  paper  at  the  Mid-West  Clinical  Society 
meeting ; it  was  also  read  in  part  before 
the  Omaha-Douglas  County  Medical  Society. 
Read  it  on  page 51 


A DISCUSSION  of  external  skeletal  fixa- 
tion will  be  found  in  this  number.  Com- 
mander C.  F.  Ferciot  (Lincoln),  now  in  the 
United  States  Naval  Reserve,  discusses  the 
use  and  abuse  of  this  method  of  treatment 
for  fractures.  Dr.  Ferciot  has  seen  a great 
deal  of  action  and  has  treated  many  cases 
of  the  type  he  is  discussing.  You  will  find  it 

most  interesting.  See  page 55 

THE  FOLLOWING  three  papers  were  part 
of  a symposium  on  gynecology  and  obstetrics 
at  the  last  annual  sessions  of  our  State  As- 
sociation. Placenta  Previa  by  Dr.  L.  A. 
Swanson  of  Hastings,  Placenta-Abruptio  by 
Dr.  H.  E.  Harvey,  Lincoln,  and  Postpartum 
Bleeding  by  Dr.  J.  J.  Grier  of  Omaha.  These 
three  papers  discussed  the  latest  develop- 
ments in  the  diagnosis  and  treatment  of 
these  complications  of  pregnancy.  Begin 

on  page  58 

FINALLY  we  submit  an  interesting  case 
report  on  pelvic  abscess  in  a female  child, 
with  a discussion  of  the  method  of  treat- 
ment, as  outlined  by  Dr.  L.  D.  McGuire  of 
Omaha.  See  page 64 


Placenta  Previa" 

L.  A.  SWANSON,  M.I). 
Hastings,  Nebraska 


Placenta  Previa  exists  when  all  or  a por- 
tion of  the  placenta  is  embedded  in  the  low- 
er uterine  segment  in  the  zone  of  dilation 
below  the  fetus,  either  partially  or  com- 
pletely covering  the  os  of  the  cervix. 

The  condition  was  first  recognized  by  Paul 
Portal  in  1679,  who  described  the  sensa- 
tion to  the  examining  hand  of  a placenta 
completely  covering  the  os. 

The  varieties  simply  refer  to  the  exent 
to  which  the  internal  os  is  involved.  These 
include : 

1.  Marginal  Placenta  Previa  in  which 
only  the  margin  of  the  placenta  may  be  felt 
through  the  cervix. 

2.  Partial  or  lateral,  in  which  the  in- 
ternal os  is  partially  covered  by  the  placenta. 

3.  Complete  or  central,  in  which  the  pla- 
centa completely  covers  the  internal  os. 

4.  Low  implantation  of  the  placenta  sim- 
ply indicates  that  the  organ  is  situated  on 
the  wall  of  the  isthmus  uteri,  or  on  the  lower 
segment,  but  not  in  contact  with  the  os. 

Several  theories  have  been  offered  to  ex- 
plain the  cause  of  Placenta  Previa.  It  oc- 
curs much  more  frequently  in  multiparae 
than  in  primiparae,  and  usually  in  cases 
with  a history  of  previous  infection  follow- 
ing labor  or  other  inflammatory  changes  in 
the  endometrium;  or  from  repeated  preg- 
nancies which  follow  each  other  in  rapid 
succession.  The  increased  frequency  in  mul- 
tiparae (10:1)  may  be  partially  due  to  the 
fact  that  among  pregnant  women  multiparae 
outnumber  primiparae  by  more  than  3 to  1. 

It  is  thought  that  in  a low  implantation  of 
the  placenta,  it  is  possible  that  the  villi  fron- 
dosa  of  the  chorion,  which  are  in  contact 
with  the  decidua  reflexa,  do  not  atrophy  as 
is  generally  the  case,  but  for  some  reason, 
possibly  increased  vascularization  or  extra 
thickness  of  the  reflexa,  they  continue  to 
grow.  Placental  cotyledons  are  then  formed 
all  around  the  ovum  instead  of  being  re- 
stricted to  the  decidua  basalis. 

As  the  ovum  grows,  this  placenta-bearing 
reflexa  is  gradually  forced  into  contact  with 
the  vera  on  the  opposite  side  of  the  uterus 
to  which  it  adheres,  forming  in  effect  an  ex- 

*Read  before  the  76th  Annual  Assembly  of  the  Nebraska 
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tension  of  the  decidua  basalis.  The  villi  on 
the  upper  aspect  of  the  reflexa  now  atrophy, 
leaving  a large,  broad  placenta  covering  the 
lower  uterine  segment,  and  occluding  the 
internal  os.  It  follows,  that  the  blood  sup- 
ply of  such  placenta  is  poor,  and  that,  seek- 
ing vascular  space  for  embedding,  the  villi 
of  the  placenta  spread  out,  the  end-result  be- 
ing a thin  placenta,  larger  in  diameter  than 
the  normal.  This  increase  of  area  tends  to 
cause  a portion,  at  least,  of  the  placenta  to 
occupy  the  lower  uterine  segment  and  even 
to  encroach  upon  the  region  of  the  internal 
os. 

The  cardinal  symptom  of  Placenta  Previa 
is  painless,  causeless,  recurring  bleeding  in 
the  last  half  or  last  trimester  of  pregnancy. 
Usually  the  first  hemorrhage  is  slight,  some- 
times a mere  spotting  but  may  be  quite  pro- 
fuse and  alarming.  Fortunately,  the  first 
hemorrhage  is  seldom  fatal  and  often  dimin- 
ishes to  only  a slight  ooze  or  may  stop  en- 
tirely for  a few  hours,  or  even  several  days. 
These  hemorrhages  may  occur  at  irregular 
intervals,  steadily  becoming  more  severe  un- 
til there  is  bleeding  on  any  bodily  activity 
whatsoever,  or  even  though  the  patient  be 
quiescent  there  may  be  sudden,  painless, 
massive  hemorrhage. 

On  account  of  the  importance  of  this  sin- 
gle symptom  of  painless  hemorrhage,  every 
pregnant  woman  should  be  advised  by  her 
physician  to  report  immediately  any  bleed- 
ing seen  during  pregnancy,  no  matter  how 
slight. 

X-ray  may  be  used  to  assist  diagnosis.  An 
opaque  solution  instilled  into  the  emptied 
bladder  and  an  anteroposterior  x-ray  film  is 
taken.  If  the  placenta  is  normally  situated 
the  outline  of  the  presenting  part  will  be 
found  close  to  the  bladder  margin,  while  if 
placenta  previa  is  present,  the  concave  mass 
of  the  placenta  will  be  found  to  form  a dis- 
tinct gap  between  the  presenting  part  and  the 
bladder  margin. 

Placenta  Previa  must  be  differentiated  from 
premature  separation  of  the  normally  im- 
planted placenta,  hemorrhagic  lesions  of  the 
cervix  as  polyp,  erosion,  carcinoma;  ectopic 
pregnancy  and  rupture  of  the  uterus. 

Placenta  Previa  is  a grave  complication  of 
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pregnancy,  the  maternal  mortality  ranging 
from  5 to  18  per  cent  according  to  different 
sets  of  statistics,  while  the  fetal  death  rate 
may  reach  the  distressing  height  of  50  to  60 
per  cent.  Crises  arise  suddenly  without 
warning.  One  must  be  ready  at  a moment’s 
notice  for  any  major  procedure.  When  mak- 
ing vaginal  examination  (which  should  be 
avoided  if  possible),  bleeding  may  become  so 
furious  that  immediate  blood  transfusion,  in- 
sertion of  a bag,  version,  or  cesarean  section 
may  be  demanded.  There  is  no  expectant 
treatment  for  placenta  previa.  Immediate 
termination  of  the  pregnancy  as  soon  as  the 
diagnosis  has  been  determined  will  result  in 
the  lowest  maternal  mortality.  While  this 
statement  is  wholly  true,  it  must  obviously 
be  modified  in  practice. 

No  single  method  is  applicable  to  all  cases 
because  so  many  circumstances  modify  the 
conditions.  Patients  suffering  from  placen- 
ta previa  may  be  divided  into  a series  of 
groups,  according  to  various  factors  which 
must  control  the  therapeutic  approach. 

1.  Duration  of  pregnancy,  whether  be- 
fore or  after  viability  of  the  child,  i.e.,  before 
the  twenty-eighth  week  or  after  it. 

2.  Parity,  primiparae  or  multiparae. 

8.  Uterine  contraction,  whether  patient 
is  in  labor  or  not. 

4.  Condition  of  the  cervix,  effaced  or 
partially  dilated,  or  long  and  canalized. 

5.  Type  of  previa,  complete,  partial  or 
marginal. 

6.  Amount  of  blood  lost,  trifling  hem- 
orrhage or  exsanguinated. 

7.  Associated  and  additional  complica- 
tions. Contracted  pelvis,  toxemia  of  late 
pregnancy,  advanced  systemic  disease  as  pul- 
monary tuberculosis,  cardiopathy,  etc. 

Whatever  the  type  of  case  and  whatever 
treatment  is  contemplated,  there  is  one  gen- 
eral rule  which  may  not  be  ignored,  that  is, 
all  placenta  previa  patients  should  have  blood 
plasma  or  a properly  matched  and  typed 
blood  donor  in  constant  readiness,  for  the 
probably  essential  transfusion,  and  all  pa- 
tients who  have  lost  much  blood  as  evidenced 
either  by  clinical  signs  of  anemia  or  a sug- 
gestive blood  count,  should  have  a prelim- 
inary transfusion  of  500  cc.  of  blood  before 
active  treatment  is  begun. 

In  general  the  treatment  of  placenta  pre- 


via can  be  simplified  to  three  types  of  pro- 
cedures. Since  the  majority  of  cases  occur 
in  multiparae,  the  cervix  is  usually  partially 
dilated,  soft  and  sometimes  fairly  thin.  In 
these  cases,  if  labor  is  progressing  satisfac- 
torily and  if  the  bleeding  is  only  slight,  the 
patient  may  be  watched  until  there  is  a little 
more  effacement.  If  bleeding  increases  or 
the  cervix  becomes  well  effaced  and  the  pre- 
senting parts  have  made  some  advance- 
ment, the  membranes  may  be  ruptured  and 
the  case  allowed  to  continue.  In  any  case, 
where  the  cervix  is  dilated,  soft  and  par- 
tially effaced,  rupturing  membranes,  allow- 
ing the  case  to  proceed  with  or  without  ver- 
sion, offers  the  least  possibility  of  trauma 
and  possible  infection.  Cases  in  which  the 
cervix  is  thick,  long  or  covered  by  the  pla- 
centa, will  be  more  safely  handled  by 
cesarean  section. 

Vaginal  tamponade  is  mentioned  as  a 
means  of  treatment  but  this  carries  a high 
morbidity  of  trauma  and  infection.  The  use 
of  the  dilating  or  hydrostatic  bag,  either 
intra,  or  extraovular  application,  has  some 
advantages  in  large,  well  equipped  maternity 
hospitals,  but  usually  in  private  practice  a 
dilating  bag  is  not  available  when  needed. 
Its  use  should  be  very  limited,  as  it,  too,  is 
dangerous  because  of  trauma  and  infection. 

Some  obstetricians  prefer  to  introduce  the 
bag  into  the  uterus  without  rupturing  the 
membranes.  The  chief  disadvantage  of  this 
method  is  the  possibility  of  profuse  hemor- 
rhage when  the  bag  is  expelled. 

When-  the  membranes  are  ruptured  and 
the  bag  is  placed  within  the  amniotic  sac, 
there  is  less  trauma  to  the  cervix,  but  un- 
fortunately the  head  is  displaced  and  a brow, 
face  or  transverse  presentation  may  result. 
These  abnormalities  must  be  corrected 
promptly  to  prevent  severe  hemorrhage 
from  the  placental  site.  These  possibilities, 
together  with  the  chance  of  prolapse  of  the 
cord,  always  increase  the  anxiety  whenever 
the  bag  method  is  employed  and  since  it  is 
slightly  less  safe  for  the  mother,  it  should 
not  be  used  when  conditions  indicate  that 
the  child’s  -chance  of  survival  is  poor. 

Bipolar  or  Braxton  Hicks  vei’sion  should 
be  the  vaginal  method  of  choice  whenever 
the  cervix  is  dilated  sufficiently  to  admit 
two  or  three  fingers.  Pressure  of  the  thigh 
and  breech  upon  the  bleeding  areas,  usually 
arrests  the  hemorrhage.  If  it  does  not, 
slight  taction  on  the  foot  is  effective.  This 
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should  not  be  followed  by  forceful  breech 
extraction,  as  extraction  of  the  aftercom- 
ing head  not  only  tears  the  soft  and  boggy 
cervix,  but  it  may  rupture  the  uterus 
through  the  friable  placental  site  and  con- 
vert an  already  serious  situation  into  a 
tragedy. 

There  is  a certain  sense  of  security  felt 
when  a foot  is  brought  down  to  control 
hemorrhage,  and  the  operator  may  leave  the 
remainder  of  the  delivery  entirely  to  nature. 
However,  this  method  is  inadvisable  at,  or 
near  term  or  when  the  infant  is  in  good  con- 
dition. Cesarean  section  offers  a far  better 
prognosis  under  these  circumstances. 

Simple  rupture  of  the  membranes  is  often 
sufficient  to  control  the  hemorrhage  which 
is  due  to  that  type  of  placenta  previa  in 
which  only  a margin  of  the  placenta  is  in 
the  vicinity  of  the  internal  os  and  where 
bulging  membranes  are  palpable  in  the  re- 
mainder of  the  orifice. 

This  method,  like  all  those  designed  to 
minimize  bleeding  by  any  sort  of  compres- 
sion of  the  placental  area,  exerts  a distinct- 
ly deleterious  effect  upon  the  infant  who 
suffers  from  asphyxia  in  direct  ratio  to  the 
amount  of  pressure  brought  to  bear  upon 
its  placental  source  of  oxidation. 

Manual  dilatation  of  the  cervix  should  not 
be  done  in  placenta  previa,  because  of  its 
soft,  boggy  and  friable  condition  it  is  torn 
rather  than  dilated. 

Taken  by  and  large,  all  cases  considered, 
cesarean  section  in  placenta  previa  offers 
the  best  hope  for  the  lives  of  mother  and 
child.  While,  by  no  means,  all  cases  of  pla- 
centa previa  should  be  managed  by  section, 
it  is  a fair  statement  that  one  regrets  not 


having  resorted  to  abdominal  delivery  in 
these  cases,  more  often  than  the  reverse. 

The  indications  for  abdominal  hysteroto- 
my are  as  follows: 

1.  A viable  infant  in  good  condition. 

2.  A cervix  undilated  and  still  canalized. 

3.  Where  the  placenta  covers  a consider- 
able portion  of  the  internal  os. 

4.  Where  the  patient  is  not  infected  by 
previous  vaginal  manipulation.  Also,  sec- 
tion is  permissible  even  after  vaginal  manip- 
ulation, when  it  appears  that  attempts  at 
vaginal  delivery  will  probably  result  in  dis- 
astrous bleeding.  Under  such  circum- 
stances, the  prognosis  is  grave,  whatever  the 
treatment,  and  one  should  risk  possible  in- 
fection rather  than  invite  almost  certainly 
fatal  hemorrhage. 

Because  the  placental  site  is  in  the  non- 
contractile  lower  uterine  segment,  post  part- 
urn  hemorrhage  is  common  and  some  ob- 
stetricians feel  that  the  uterus  should  al- 
ways be  packed,  whatever  the  manner  of  de- 
livery. Many  cases  of  placenta  previa  are 
lost  as  a result  of  late  post  partum  hemor- 
rhage, the  additional  blood  loss  being  just 
sufficient  to  overcome  the  vital  forces  of  the 
already  depleted  woman. 

Placenta  Previa  is  a most  treacherous  ob- 
stetric complication.  It’s  treatment  should 
not  be  attempted  in  the  home.  Poor  judg- 
ment and  bad  management  by  the  physician 
who  first  attended  the  patient  in  the  home, 
may  be  responsible  for  the  death  of  many 
women,  even  though  they  receive  the  best 
of  care  subsequently. 

The  outcome  depends  entirely  on  the  skill, 
experience  and  judgment  of  the  physician  in 
attendance. 


* * 


SURGICAL  MIRACLES 

The  world  of  medicine  is  being  revamped  today 
on  the  fighting  fronts  of  the  world.  That  which  was 
impossible  in  civilian  medicine  is  being  done  every 
hour  at  improvised  operating  rooms  at  the  front 
today,  and  even  more  miracles  are  to  come. 

It  all  means  that  the  fighting  man  of  today  is 
getting  the  world’s  finest  medical  care  and  that  the 
civilian  of  tomorrow  will  have  medical  care  un- 
dreamed of  before  the  war. 

Heavy  fighting  and  the  resultant  large  number  of 
casualties,  the  necessity  for  speed  and  the  tremen- 
dous strides  of  research  at  home  have  brought  out 
the  finest  in  a fine  group  of  doctors. 


A doctor  at  the  front  the  other  day  said  they 
“have  had  to  throw  out  many  of  the  concepts  of 
civilian  surgery.”  At  the  front,  he  said,  we  have 
been  forced  to  do  things  we  never  dreamed  of  in 
civilian  life,  and  they  have  proved  successful. 

Abdominal  operations  that  would  have  brought 
everyone  in  the  hospital  out  to  watch,  if  performed 
at  home,  he  said,  are  done  at  the  front  with  one 
doctor  and  a former  soda  jerker  as  a helper.  De- 
spite these  handicaps  of  inadequate  facilities,  the 
death  rate  for  war  casualties  is  remarkably  low. 

These  doctors  at  the  front  are  paving  the  way 
for  better  peacetime  health,  and  at  the  same  time 
giving  American  fighting  men  the  best  medical  care 
in  the  world. 


Placenta-Abruptio* 

H.  E.  HARVEY,  M.L). 
Lincoln,  Nebraska 


Premature  separation  of  a normally  im- 
planted placenta  has  been  called  Placenta- 
Abruptio  by  DeLee,  Placenta  Ablatio  by 
Holmes,  Utero-placental  apoplexy  by  Conve- 
laire,  and  by  the  not  too  descriptive  term,  ac- 
cidental hemorrhage  by  others.  The  inci- 
dence of  this  condition  will  depend  on  how 
carefully  labor  is  observed  and  how  com- 
pletely the  placenta  and  blood  clots  coming 
with  it,  is  inspected.  Certainly  the  occur- 
rence of  some  degree  of  retroplacental  hem- 
orrhage is  much  more  frequent  than  com- 
monly appreciated. 

ETIOLOGY  AND  ASSOCIATED  CONDITIONS 

The  bibliography  dealing  with  the  etiology 
is  so  extensive  that  no  adequate  review  is 
possible.  The  clinical  observer  is  impressed 
by  the  frequent  association  of  the  following: 

In  one  column  might  be  those  cases  of  pre- 
mature, precipitous  and  extremely  painful 
labor  with  the  finding  of  a very  short  or 
entangled  cord,  or  with  a history  of  lifting 
or  of  a recent  trip  over  rough  roads.  In  such 
labors  there  is  not  only  abnormal  irritability 
of  the  uterine  muscle  but  signs  of  foetal 
distress  indicating  anoxemia.  At  the  term- 
ination of  labor  a retroplacental  clot  is  found. 
These  and  others  with  mild  symptoms  in 
which  no  related  incident  or  pathology  can  be 
observed  might  be  regarded  as  simple  retro- 
placental bleeding  with  danger  principally  to 
the  foetus. 

In  a second  column  are  those  in  which 
there  is  an  abnormal  tendency  to  bleed  with 
disturbance  in  clotting  time  and  vascular 
permeability  as  emphasized  by  DeLee ; the 
high  associated  incidence  of  preeclamptic 
toxemia  as  noted  by  many ; the  vasomotor 
instability  and  loss  of  fluids  into  the  tissues 
thought  by  Hofbauer  to  be  due  to  histamine 
reaction.  When  retroplacental  hemorrhage 
is  associated  with  this  group  of  physiological 
disturbance  the  Convalaire  type  of  infiltra- 
tion of  the  uterine  wall  (and  other  organs 
as  well)  may  appear  with  loss  of  the  ryth- 
mical character  of  the  pains,  and  finally 
total  inability  of  the  uterine  muscle  to  con- 
tract at  all.  The  outlook  is  not  only  grave 
for  the  foetus  but  for  the  mother  as  well  and 
events  move  forward  with  terrifying  and 
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dramatic  swiftness.  Fortunately,  the  num- 
ber falling  in  this  latter  group  is  relatively 
small. 

SYMPTOMS  AND  COURSE 

The  clinical  symptoms  and  findings  are 
striking.  At  the  onset  the  contractions  are 
often  of  an  aching  or  cramping  nature  be- 
coming abnormally  severe  a n d painful. 
These  become  almost  constant  and  tetanic 
in  character.  The  uterus  at  the  site  of  the 
hemorrhage  becomes  board-like  and  ex- 
tremely tender.  If  the  placental  site  is  on 
the  posterior  wall,  the  board-like  rigidity 
may  be  overlooked  until  late. 

External  bleeding  may  or  may  not  be 
present.  If  it  is  concealed,  the  danger  is 
greater  for  obvious  reasons: 

1.  The  presence  of  the  condition  may  not 
come  to  the  notice  of  the  attendant  until 
disastrously  late. 

2.  The  true  condition  may  be  confused 
with  simple  abnormal  painful  labor  and  no 
preparations  made  for  handling  an  emer- 
gency. 

3.  The  danger  of  infiltration  of  the  uter- 
ine wall  is  greater. 

As  the  case  progresses  signs  of  shock  ap- 
pear which  generally  are  out  of  proportion 
to  the  blood  loss.  If  the  blood  pressure  has 
been  elevated  the  systolic  falls  first,  the 
diastolic  for  a time  remains  high  with  an 
abnormally  low  pulse  pressure.  The  pa- 
tient complains  of  unendurable  pain,  the  ex- 
pression is  anxious,  there  is  a gray  pallor 
with  general  signs  of  shock.  The  foetal 
heart  tones  are  lost  and  the  rythmical  con- 
tractions are  replaced  by  tetanic  contrac- 
tions accompanied  by  absolute  board-like 
rigidity  of  the  uterine  and  abdominal  walls. 

PREVENTIVE  MANAGEMENT 

In  all  cases  of  placenta-abruptic  the  pa- 
tient should  be  placed  in  a hospital  if  possible 
because  at  an  early  stage  it  is  difficult  to 
say  which  cases  will  progress  to  a serious 
state.  Morphine  should  be  given  to  control 
pain.  Plasma  should  be  at  hand  and  given 
without  hesitancy  if  needed.  A suitable 
donor  should  be  secured  and  made  available 
if  needed.  Where  the  actual  blood  loss  has 
not  been  great  the  use  of  plasma  may  have 
some  advantage  over  blood  and  should  cer- 
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tainly  be  used  in  preference  to  saline  and 
glucose  solution. 

MANAGEMENT  OF  THE  MILDER  CASE 
In  milder  cases  and  especially  where  the 
cervix  is  partly  dilated,  the  membranes  may 
be  ruptured,  a firm  abdominal  binder  applied 
and  the  patient  delivered  by  the  vaginal 
route.  The  placenta  will  generally  follow 
at  once.  Ergotrate  1/320,  should  be  given 
intravenously  and  if  bleeding  is  not  imme- 
diately controlled,  the  uterine  cavity  should 
be  firmly  packed.  If  the  blood  loss  has  been 
great  the  patient  should  be  transfused  at 
once. 

In  the  great  majority  of  cases  this  simple 
conservative  management  is  all  that  will  be 
required  but  if  after  delivery  bleeding  is 
not  controlled  by  oxytocics  and  packing,  fur- 
ther support  by  transfusion  will  be  required 
until  hysterectomy  can  be  carried  out. 

MANAGEMENT  OF  THE  SEVERE  CASE 
In  the  more  severe  cases  and  those  in 
which  there  is  no  effacement  and  some  dila- 
tation of  the  cervix,  Caesarian  section  is  pre- 


ferred by  most  obstetricians  because  there 
is  a better  chance  of  terminating  the  condi- 
tion before  the  blood  loss  is  too  great,  and 
extensive  extravasation  into  the  uterine  wall 
occurs.  If  the  infiltration  of  the  uterine 
wall  is  already  extensive  and  the  uterus  fails 
to  contract,  supravaginal  hysterectomy  can 
be  done  without  great  loss  in  time. 

To  some  extent  the  type  of  management 
should  be  determined  by  the  facilities  at 
hand  and  the  experience  of  the  attendant 
or  his  consultant.  Statistically,  the  most 
conservative  type  of  treatment  which  I have 
previously  discussed  has  been  shown  to  give 
as  good  or  better  results  than  more  radical 
management,  but  this  apparent  advantage 
may  be  due  to  the  fact  that  the  more  serious 
cases  are  selected  for  section. 

In  any  event  every  patient  with  premature 
separation  of  the  placenta  must  be  regarded 
as  having  a potentially  grave  complication. 
Provision  should  be  made  at  once  to  manage 
the  patient  as  though  the  worst  were  to  be 
expected. 


* * * 

Postpartum  Bleeding 

J.  J.  GRIER,  M.D. 
Omaha,  Nebraska 


Postpartum  hemorrhage  is  frequently  a 
most  serious  complication  of  child  birth. 
Every  measure  to  prevent  its  occurrence 
should  be  utilized  in  the  care  of  the  ob- 
stetric patient:  Serious  hemorrhage  after 

the  placenta  has  been  expelled  may  result 
from:  1.  Uterine  atony.  2.  Retained  secundi- 
nes.  3.  Lacerations  of  the  soft  parts.  4.  In- 
version of  the  uterus. 

Uterine  atony  is  usually  the  result  of  ex- 
haustion of  the  uterine  musculature.  It 
should  be  expected  in  any  prolonged  labor  or 
in  any  condition  of  the  patient  which  may 
impair  her  reserve  strength,  thereby  favor- 
ing an  early  tiring  of  the  uterus.  It  may  oc- 
cur following  unusual  manipulation  neces- 
sary to  the  birth  of  the  child.  It  may  follow 
prolonged  anesthesia,  which  is  sometimes  re- 
quired prior  to  delivery  and  during  the  re- 
pair of  episiotomy  or  birth  injury.  Multiple 
pregnancy  and  polyhydramnios  produce  an 
overdistention  of  the  uterine  wall  and  at 
times  are  factors  in  uterine  atony. 

*Read  at  the  meeting  of  the  Omaha  Mid- West  Clinical  So- 
ciety, October,  1943 


Retained  remnants  of  placenta  prevent  the 
normal  contraction  and  retraction  of  uterine 
muscle  and  uterine  bleeding  accompanies  a 
failure  of  the  uterus  to  remain  contracted. 
In  this  condition  hemorrhage  may  occur  im- 
mediately postpartum  and  during  the  puer- 
perium. 

Lacerations  of  the  cervix  may  result  in 
excessive  bleeding.  This  bleeding  will  be  ac- 
tive in  the  presence  of  a contracted  uterus, 
a fact  which  should  remind  one  to  carefully 
inspect  the  cervix.  Episiotomies  and  lacera- 
tions of  the  perineum  or  vaginal  walls  at 
times  may  result  in  marked  loss  of  blood. 
Tears  anterior  and  lateral  to  the  urethra  may 
be  especially  troublesome.  Bleeding  from 
these  areas  is  usually  identified  in  origin  be- 
fore the  placenta  is  expelled. 

Inversion  of  the  uterus  is  a relatively  in- 
frequent cause  of  postpartum  hemorrhage. 
Its  seriousness,  however,  justifies  constant 
bearing  in  mind  to  prevent  its  occurrence  and 
to  recognize  it,  should  it  occur.  The  blood 
loss  in  this  condition  may  be  moderate  or 
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marked.  In  practically  all  cases,  however, 
the  patient  goes  into  a state  of  shock,  usual- 
ly far  out  of  proportion  to  the  amount  of 
blood  loss.  This  marked  tendency  to  severe 
shock  warrants  immediate  attempts  to  fore- 
stall or  minimize  the  condition.  The  degree 
of  shock  is  apparently  not  due  entirely  to 
blood  loss,  but  in  part  at  least  to  the  pres- 
sure and  traction  on  the  pelvic  tissues  from 
the  inverted  uterus. 

Treatment  of  these  conditions  is  prophy- 
lactic and  active.  The  most  stress  must  be 
placed  on  measures  of  prevention.  Uterine 
atony,  may  be  avoided,  in  most  cases,  by 
measures  to  prevent  prolonged,  exhausting 
labor.  This  requires  the  judicious  use  of 
analgesics  to  ease  pain  and  promote  rest  be- 
tween contractions.  Early  recognition  of 
pelvic  or  fetal  disproportion,  abnormal  pres- 
entations. polyhydramnios  or  multiple  preg- 
nancy will  provide  a clearer  picture  of  the 
probable  course  of  the  labor  and  its  proper 
conduct. 

The  use  of  low  forceps  to  terminate  deliv- 
ery, where  the  head  has  reached  the  perine- 
um and  becomes  arrested  will  be  of  benefit 
to  the  mother  and  child.  This  procedure 
may  save  the  patient  much  time  which  other- 
wise would  represent  continued  contractions, 
which  ultimately  may  lead  to  uterine  inertia 
and  atony.  It  is  helpful  to  the  baby  in  that 
the  repeated  pounding  of  the  fetal  head 
against  the  firm  perineum  is  eliminated  by 
forceps  delivery.  This  undoubtedly  lessens 
the  incidence  of  cerebral  injury. 

There  are  cases,  however,  where,  in  the 
presence  of  uterine  exhaustion,  it  is  better  to 
give  the  patient  a rest  rather  than  attempt 
an  operative  hasty  delivery.  After  the  uter- 
us has  had  an  opportunity  to  recuperate  its 
reserve  strength,  chances  of  failure  to  con- 
tract and  control  postpartum  bleeding  are 
lessened.  A patient,  tired  from  a prolonged 
labor,  mav  be  given  such  a rest  by  hypo- 
dermic injection  of  morphine  and  her  fluids 
replenished  by  salt  and  glucose  solution.  This 
procedure  is  not  only  helpful  in  preventing 
the  incidence  of  uterine  atony,  but  also  is 
helpful  in  avoiding  that  comparatively  rare 
complication,  acute  yellow  atrophy  of  the 
liver.  This  latter  condition  is  favored  in  the 
exhausted  patient  whose  body  fluids  and 
sugar  levels  have  been  lowered. 

Excessive  or  prolonged  anesthesia  favors 
uterine  atony.  It  should  be  used  cautiously 
in  the  presence  of  any  degree  of  inertia  in  the 


exhausted  patient.  Anesthetics  of  the  in- 
halation type  aggravate  uterine  atony  and 
thereby  add  to  bleeding.  The  anesthetic 
should  be  stopped  following  the  birth  of  the 
baby.  When  resumed  for  the  repair  of  epi- 
siotomy  or  birth  injury,  the  patient  may 
often  be  carried  under  light  anesthesia. 

Careful  abdominal  and  rectal  examinations 
will  give  the  required  information  as  to  pres- 
entation and  position.  X-ray  facilities  may 
be  utilized  in  cases  of  doubt,  wherein  diffi- 
cult labor  is  anticipated. 

Close  observation  of  the  uterus  prior  to  ex- 
pulsion of  the  placenta  is  important.  Vigor- 
ous Crede  or  pressure  of  the  relaxed  uterus 
is  to  be  avoided.  Gentle  rotary  motion  with 
the  flat  hand  is  the  safest  procedure  until 
the  uterus  is  well  contracted,  and  the  placen- 
ta separated.  Vigorous  attempts  to  separate 
the  placenta  by  squeezing  the  uterus  and 
traction  on  the  cord  most  often  results  in 
tearing  or  improper  separation  of  the  placen- 
ta. leaving  an  area  on  the  uterine  wall  cap- 
able of  much  bleeding. 

Excessive  spot  pressure  or  tugging  on  the 
cord  in  the  presence  of  a relaxed  or  atonic 
uterus,  may  produce  an  indentation  of  the 
uterine  wall.  This  may,  in  turn,  be  the  be- 
ginning of  an  inversion  of  the  uterus.  If  the 
uterus  contracts  while  such  an  indentation 
exists,  a contraction  ring  forms  around  the 
indented  portion  which  then  acts  similar  to  a 
foreign  body  within  the  uterus,  and  the  lat- 
ter makes  every  effort  to  expel  it,  resulting 
ultimately  in  partial  or  complete  inversion. 

Additional  treatment  consists  first  of  the 
administration  of  Pitocin  following  the  birth 
of  the  infant.  . This  stimulates  the  uterus  to 
contract  and  retract  and  aids  in  the  separa- 
tion of  the  placenta.  Gentle  massage  of  the 
fundus  before  and  after  the  expulsion  of  the 
placenta  will  aid  contraction.  When  the  pla- 
centa has  been  expelled  it  should  be  carefully 
inspected  for  completeness.  Retention  in 
most  cases  is  recognized  by  a defect  in  the 
placental  pattern.  Retained  pieces  of  placen- 
ta should  be  carefully  removed  by  digital  dis- 
section from  the  uterine  wall.  If  the  placen- 
ta and  membranes  are  intact,  the  cervix 
should  be  inspected  and  fundus  palpated  to 
exclude  the  presence  of  an  inverted  uterus. 
Ergotrate  may  then  be  given  by  injection  to 
aid  in  contraction.  This  drug  produces  a 
tonic  contraction  of  the  uterus  and  should  be 
withheld  until  it  is  definite  that  no  intra- 
uterine manipulation  for  placental  remnant 
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or  replacing  of  an  inverted  uterus,  is  re- 
quired. Pitocin  and  Ergotrate  may  be  given 
subsequently,  as  the  need  arises. 

Gross  lacerations  of  the  cervix  are  deter- 
mined on  routine  inspection.  Such  lacera- 
tions as  require  suturing  should  be  repaired 
immediately  postpartum,  not  only  for  the 
control  of  bleeding  but  to  obviate  subsequent 
surgery.  Bleeding  perineal  lacerations  and 
episiotomies  may  be  controlled  by  pressure 
from  a sponge  or  by  clamping  bleeding  ves- 
sels, until  repair  is  completed. 

If  uterine  inversion  should  occur,  manual 
replacement  and  packing  the  uterus  and 
vagina  should  be  done  if  at  all  possible.  If 
replacement  cannot  be  done  with  ease,  a con- 
traction ring  is  usually  the  cause,  and  pro- 
longed manipulation  will  react  unfavorably 
on  the  patient.  Severe  shock  should  be  anti- 
cipated and  at  the  first  recognition  of  an  in- 
verted uterus  the  patient  should  be  typed  and 
matched  for  blood  or  plasma  transfusion. 
Saline-glucose  solution  may  be  started  im- 
mediately and  morphine  given,  while  the 
blood  is  being  secured. 

If  shock  has  been  forestalled  or  delayed, 
a laparotomy  may  be  done  and  the  inversion 
reduced.  If  shock  is  present,  packing  should 
be  placed  around  the  uterus  and  firmly  in  the 


vagina  and  active  treatment  of  shock  con- 
tinued or  instituted.  Operative  replacement 
may  be  done  at  an  opportune  time  when  the 
patient’s  general  condition  improves. 

The  uterus  which  fails  to  respond  to  oxy- 
tocics  and  careful  massage,  should  be  firm- 
ly packed  with  gauze.  The  vagina  should  be 
well  packed  and  the  packings  left  in  place 
24  hours.  Pitocin  may  be  given  intravenous- 
ly for  increased  or  accelerated  effect.  The 
routine  use  of  Synkamin  intravenously  at  the 
onset  of  labor  may  have  a beneficial  effect 
for  both  mother  and  child. 

Blood  loss  whenever  excessive  should  be 
replaced  by  transfusion  to  aid  in  the  patient’s 
convalescence.  Since  all  persons  do  not  re- 
act similarly  to  hemorrhage,  some  may  be 
shocked  by  comparatively  small  blood  loss. 
Preparations  for  transfusions  should  be  made 
early  whenever  their  need  is  anticipated.  In 
all  active  or  potential  cases  of  postpartum 
uterine  bleeding  due  to  uterine  atony,  it  is 
important  that  the  patient  be  closely 
watched  for  bleeding  after  she  has  been  re- 
turned to  bed.  It  is  not  at  all  uncommon  for 
a patient  to  leave  the  delivery  room  with  a 
firmly  contracted  uterus,  only  to  have  a se- 
vere hemorrhage  some  time  after  her  trans- 
fer to  bed. 


* * * 


Pelvic  Abscesses  in  Female  Children 

Report  of  Two  Cases 

LOUIS  D.  McGUIRE,  M.D. 

Assistant  Professor  of  .Surgery,  Creighton  University 
School  of  Medicine 
Omaha,  Nebraska 


Can  a pelvic  abscess  in  a female  child  be 
drained  by  the  vaginal  route?  Should  it  be 
so  drained  ? This  paper  is  meant  to  answer 
these  questions. 

On  July  1,  1944,  I was  called  to  see  a girl  patient, 
A.  W. , aged  6 years,  who  had  been  op- 

erated upon  ten  days  previously  for  a perforated, 
gangrenous  appendix  with  general  peritonitis.  The 
surgeon  had  performed  an  appendectomy  through 
a right  rectus  incision  and  had  then  inserted  two 
Penrose  drains.  The  patient  had  reacted  well  and 
had  run  a temperature  close  to  normal  until  the 
tenth  day  following  her  operation,  at  which  time  she 
reacted  badly. 

On  physical  examination  she  showed  a tempera- 
ture of  103F  and  a pulse  rate  of  120.  She  appeared 
septic.  Her  right  rectus  incision  was  in  good  con- 
dition, draining  a very  small  amount  of  pus.  In 
the  lower  part  of  the  abdomen,  just  above  the  blad- 


der, a firm,  tender  mass  was  found  which  extended 
almost  to  the  umbilicus  and  across  the  pelvis.  On 
rectal  examination  the  mass  was  found  to  extend 
deeply  into  the  pelvis  and  could  be  felt  between  the 
rectally  placed  finger  and  the  hand  palpating  the 
abdomen.  The  white  blood  count  was  18,000.  The 
differential  count  was  not  given.  The  child’s  septic 
condition  precluded  medical  and  conservative  meas- 
ures. Drainage  of  the  abscess  was  advised. 

The  question  arose:  Should  the  abscess 
be  drained  abdominally,  rectally,  or  vaginal- 
ly?  The  abdominal  route  seemed  fraught 
with  danger,  danger  of  contaminating  the 
general  peritoneal  cavity  with  subsequent 
death  from  peritonitis.  To  open  through 
the  rectum  also  seemed  dangerous,  as  peri- 
tonitis would  surely  result  if  the  puncturing 
instrument  missed  the  abscess  on  the  first 
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thrust.  Could  drainage  be  accomplished  by 
the  vaginal  route  in  a six-year-old  girl  ? I 
had  not  heard  of  similar  cases  but  decided  to 
attempt  the  vaginal  route  as  the  safest  pro- 
cedure. 

Under  ether  anesthesia  the  patient  was  placed 
in  the  lithotomy  position.  The  hymen  was  slight- 
ly clipped  to  allow  the  introduction  of  the  little 
finger.  The  vagina  was  gently  dilated  with  the 
little  finger.  The  index  finger  was  then  used  for 
further  dilatation.  A small  speculum  was  intro- 
duced. The  vagina  was  found  to  be  about  three 
inches  in  length,  practically  without  rugae,  and 
without  anterior  or  posterior  fornix.  Very  little 
spread  was  obtained  at  the  deep  end.  The  cervix 
was  tiny  and  extended  scarcely  into  the  vagina, 
but  was  merely  the  flat  inner  end  of  the  vagina. 
The  space  between  the  two  blades  of  the  speculum 
just  allowed  vision  of  the  cervix  and  a small  bit 
of  the  posterior  vaginal  wall.  There  was  no  room 
to  use  an  instrument  to  grasp  the  cervix  as  is  custo- 
mary in  an  adult.  There  was  just  room  to  make  a 
small  nick  in  the  mucosa  of  the  posterior  vaginal 
wall  behind  the  cervix.  Through  this  nick  a small, 
slightly  curved  forceps  was  thrust  and  approximate- 
ly a quart  of  foul-smelling  pus  was  evacuated.  The 
curved  forceps  was  kept  in  place  until  practically  all 
of  the  pus  was  expressed  by  manual  pressure  on 
the  lower  part  of  the  abdomen.  The  forceps  was 
then  withdrawn  and  a No.  18  catheter  inserted. 
There  was  no  room  to  stitch  the  catheter  in  place. 
It  was  cut  the  proper  length  to  be  held  in  place  by 
an  external  perineal  pad.  The  patient  made  a 
rapid,  uneventful  recovery.  Her  temperature  was 
normal  on  the  first  post-operative  day.  She  left  the 
hospital  on  the  fourteenth  post-operative  day. 

A month  later  a similar  case  was  referred  to  me. 

An  11-year-old  girl,  H.  M. , had  developed  a 

pelvic  abscess  following  an  acute  condition  within 
the  abdomen  which  was  probably  an  acute  appendi- 
citis with  rupture.  She  likewise  presented  a fever, 
elevated  pulse,  a white  blood  count  of  17,150  and 
pelvic  mass  palpable  both  above  the  bladder  and  by 
rectum.  She  was  drained  in  the  aforementioned 
manner.  The  vagina  was  twice  as  large  (or  more) 
in  the  eleven  year  old,  as  in  the  six  year  old  girl. 
The  vaginal  rugae  were  much  better  developed  and 
the  fornices  were  much  more  apparent.  The  cervix 
was  larger  and  extended  more  into  the  vagina. 
This  patient  also  made  an  uneventful,  rapid  re- 
covery. She  was  dismissed  on  the  eighth  post- 
operative day.  However,  one  week  later  she  de- 
veloped a tender  mass  in  the  right  iliac  fossa  with  re- 
curring fever  and  leukocytosis.  A small  incision 
was  made  directly  over  the  mass,  which  was  found 
to  be  indurated  omentum  tissue  rather  than  pus. 
A Penrose  drain  was  inserted  and  the  maximum 
penicillin  dosage  given  intramuscularly.  Her  tem- 
perature was  normal  on  the  second  post-operative 
day  and  remained  so  during  the  remainder  of  her 
hospital  stay.  This  girl  will  later,  undoubtedly,  re- 
quire appendectomy. 

In  a search  of  recent  periodical  literature 
no  case  records  were  found  in  which  the 
vaginal  route  was  used  in  the  drainage  of 
pelvic  abscesses  in  young  girls.  Books  on 
pediatrics  contain  the  following  suggestions. 


Ladd  and  Gross  suggest  drainage  through 
the  rectuma).  Montgomery  advises  drain- 
age through  the  abdomen  or  the  rectum' 2 >. 
I do  not  agree  with  either  suggestion  if  the 
child  be  female.  Schauffler,  the  only  one  of 
the  three  referring  specifically  to  female 
children,  states  that  drainage  is  more  often 
done  abdominally  than  vaginally  inasmuch 
as  pelvic  abscess  in  the  child  seldom  points 
vaginally.  He  believes  that  colpotomy  in 
infants  is  dangerous  and  difficult  and  is  in- 
dicated only  in  the  presence  of  an  obvious 
fluctuating  and  pointing  abscess  of  the  cul- 
de-sac03).  In  answer  to  this,  it  seems  to  me 
that  there  is  no  way  to  know  of  actual  point- 
ing. If  the  mass  can  be  felt  between  the 
hand  palpating  the  abdomen  and  the  rectal- 
ly  placed  finger,  it  necessarily  fills  the  cul- 
de-sac.  It  can  then  be  reached  vaginally  by 
using  a tiny  speculum  skillfully. 

I believe  that  the  vaginal  route  of  drainage 
of  pelvic  abscesses  in  female  children  is  the 
safest  by  far.  There  is  no  possibility  of  con- 
taminating the  general  peritoneal  cavity  by 
this  approach.  The  other  two  approaches 
are  hazardous.  The  vaginal  approach  is 
feasible,  safe,  and  life-saving.  I recommend 
it  for  general  use. 
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PRIVATE  HEALTH  PUBLIC  DUTY 

In  view  of  the  depleted  supply  of  doctors  and 
nurses  to  look  after  civilian  cases,  maintaining  one’s 
health  becomes  a public  duty.  It  is  encouraging 
to  find  that  the  statisticians  report  a high  level 
of  national  health. 

For  the  country  as  a whole,  say  statisticians  of 
Metropolitan  Life,  the  death  rate  of  1944  was 
slightly  lower  than  in  the  preceding  year.  This  re- 
sult was  attained  in  spite  of  crowded  housing  in  war 
bombed  industry  communities. 

The  health  prospects  for  1945  are  favorable,  but 
the  statisticians  warn  against  over-confidence,  for 
war  living  conditions  may  cause  an  increase  in  cer- 
tain ailments,  particularly  respiratory  diseases.  It 
is  encouraging  to  note  that  the  fatal  accident  rate 
is  declining,  and,  in  Spite  of  all  we  hear  about  food 
scarcity,  the  experts  say  “food  supplies  are  rela- 
tively abundant  and  our  people  are  increasingly  con- 
scious of  the  value  of  proper  nutrition.” — From  Be- 
atrice Sun. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


Under  the  auspices  of  the  C.  W.  M.  Poyn- 
ter  Foundation  of  the  College  of  Medicine, 
University  of  Nebraska,  an  oil  portrait  of 
Dr.  Poynter,  Dean  of  the  College  since  1929, 
has  been  completed.  Unveiling  and  formal 
presentation  of  the  portrait  to  the  Univer- 
sity will  be  made  in  the  Joslyn  Memorial 
Concert  Hall  on  Wednesday,  February  14,  at 
8:00  p.  m.  At  this  time  announcement  will 
be  made  of  the  Poynter  Fellowship  in  the 
Medical  Sciences,  also  sponsored  by  the 
Foundation.  Following  the  presentation 
there  will  be  an  informal  reception  honoring 
Dr.  and  Mrs.  Poynter. 

All  friends  and  admirers  of  Dr.  Poynter 
are  cordially  invited  to  be  present  on  this 
occasion.  . 

In  accordance  with  the  request  of  the  Of- 
fice of  Defense  Transportation,  the  Board 
of  Trustees  of  the  American  Medical  Asso- 
ciation has  cancelled  the  Annual  Meeting  of 
1945,  which  was  to  be  held  in  Philadelphia 
in  June.  

Oklahoma  City  Internists’  Association  and 
the  Regional  Meeting  of  the  College 
of  Physicians — Febr.  22  - 23,  1945 

PROGRAM  FOR  WASHINGTON  BIRTHDAY 
CLINIC 

February  22,  1945 — The  University  Hospital 

Morning 

9:30  Ray  M.  Balyeat,  M.D. — “Intrinsic  Factors 
in  Chronic  Asthma.” 

10:15  C.  M.  Pounders,  M.D.  — “Inflammatory 
Rheumatism  in  Children.” 

11:00  A.  W.  White,  M.D. — “Peptic  Ulcer.” 

11:45  Coyne  H.  Campbell,  M.D.,  and  Harry  Wil- 
kins, M.D. — “Report  on  Cases  of  Frontal 
Lobotomy.” 

12:00  Hugh  Jeter,  M.D. — “Leukemia.” 

Afternoon 

12:45  Luncheon. 

2:00  Bert  F.  Keltz,  M.D. — “Experience  with  Thi- 
ouracil  in  Hyperthyroidism.” 

2:45  Phil  M.  McNeill,  M.D. — “Chest  Infections.” 
3:30  C.  J.  Fishman,  M.D.,  and  H.  C.  Hopps,  M.D. 
— “Clinical  Pathological  Conference.” 

This  schedule  allows  thirty  minutes  for  presenta- 
tion and  fifteen  minutes  for  discussion. 

AMERICAN  COLLEGE  OF  PHYSICIANS 
Nebraska,  Missouri,  Kansas  and  Oklahoma 
February  23,  1945 — Biltmore  Hotel 
Dr.  G.  M.  Tice,  University  of  Kansas,  subject: 
“The  Usual  and  Unusual  in  Gastrointestinal  Radi- 
ology.” 
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Dr.  Don  Carlos  Peete,  University  of  Kansas,  sub- 
ject: “Rheumatic  Fever.” 

Dr.  Harry  Alexander,  Washington  University, 
subject:  “Asthma.” 

Dr.  Graham  Asher,  University  of  Kansas,  sub- 
ject: “The  Role  of  Calcium  Metabolism  in  Circula- 
tory Disease.” 

Dr.  Moise  Levy,  Governor  of  Texas  for  the  Col- 
lege of  Physicians,  subject:  “Peptic  Ulcer,  Com- 
parative Study  of  Cases  in  General  and  Industrial 
Hospitals,”  Dr.  L.  B.  Zeis  is  the  co-author. 

Dr.  Cecil  0.  Patterson,  Southwestern  Medical  Col- 
lege of  the  Southwestern  Medical  Foundation,  Dal- 
las, Texas,  subject:  “The  Injection  Treatment  of 
Esophageal  Varices.” 

Colonel  Edgar  Allen,  U.  S.  Army,  subject:  “Clin- 
ical Use  of  Anticoagulants.” 

Dr.  J.  Harry  Murphy,  Creighton  University,  Ne- 
braska, subject:  “Anterior  Poliomyelitis  Treatment 
— Bulbar  Type.” 

Dr.  Frederick  W.  Niehaus,  University  of  Nebras- 
ka, subject:  “Myth  of  Apex  Beat.” 

Major  Carl  Dietrick,  Borden  General  Hospital, 
Chickasha,  Oklahoma,  subject:  “Penicillin.” 

Dr.  Homer  A.  Ruprecht,  Springer  Clinic,  Tulsa, 
Oklahoma,  subject:  “Some  Observations  on  Thi- 
ouracil.” 

Dr.  R.  H.  Bayley,  University  of  Oklahoma,  sub- 
ject: “Acute  and  Chronic  Local  Ventricular 

Ischemia.” 

Dr.  Henry  Turner,  University  of  Oklahoma,  sub- 
ject: “Clinical  Use  of  Testasterone  Propionate.” 

Major  General  David  N.  W.  Grant,  Air  Surgeon, 
Army  Air  Force,  subject  unannounced. 

Dr.  Ernest  Irons,  President  of  the  College  of 
Physicians,  Clinical  Professor  Medicine  and  Chair- 
man of  the  Department  of  Medicine,  Rush  Medical 
College,  University  of  Chicago,  will  be  our  prin- 
ciple speaker  at  the  Oklahoma  County  Medical  So- 
ciety meeting  the  evening  of  February  22nd,  and 
the  banquet  on  the  evening  of  the  23rd  of  February. 

Mr.  E.  R.  Loveland,  Executive  Secretary  of  the 
American  College  of  Physicians,  will  speak  to  us 
on  the  aims  of  the  College. 

Captain  Oscar  Davis,  Naval  Hospital,  Norman, 
Oklahoma,  will  also  speak,  subject  unannounced. 

Dr.  Oliver  Melson,  Governor  of  Arkansas  for  the 
College  of  Physicians,  subject:  “Diagnosis  of  Hiatus 
Hernia.” 


The  War-Time  Graduate  Committee  for 
this  region  suggests  the  possibility  of  Coun- 
cillor District  Medical  Societies  joining  the 
military  installations  for  monthly  meetings. 
The  plan  is  to  hold  a day  meeting  on  the 
installation  to  be  followed  by  a dinner  meet- 
ing sponsored  by  the  Councillor  District 
Medical  Society  in  the  evening.  The  meeting 
will  be  addressed  by  a team  of  speakers  sent 
out  by  the  War-Time  Graduate  Committee. 
This  Committee,  it  will  be  recalled,  is  made 
up  of  representatives  of  the  American  Col- 
lege of  Surgeons,  American  College  of  Physi- 


cians and  the  American  Medical  Association, 
and  functions  under  the  auspices  of  the  War- 
Time  Graduate  Medical  Meetings,  authorized 
by  the  Surgeons  General,  Norman  T.  Kirk, 
Ross  T.  Mclntire  and  Thomas  Parran.  Pro- 
grams are  organized  on  a postgraduate  pat- 
tern, with  speakers  drawn  from  the  two 
medical  schools  in  Nebraska  and  whatever 
talent  can  be  secured  from  other  universities. 
There  is  no  expense  to  the  Councillor  Dis- 
tricts as  the  War-Time  Graduate  Committee 
pays  all  travelling  expenses  of  the  teams. 

The  first  Nebraska  meeting  will  be  held  at 
Mary  Lanning  Hospital,  Hastings,  Nebr.,  on 
Wednesday,  February  7,  1945,  7 p.  m.  The 
program  is  as  follows:  “New  Drugs  in  1943 
and  1944”  by  Lynn  T.  Hall,  M.D.;  “Non- 
Tuberculous  Diseases  of  the  Chest,”  by  Fran- 
cis L.  Simonds;  “Routine  Use  of  Protein  Di- 
gest Intravenously  Following  Major  Surgical 
Procedures,”  by  Herbert  H.  Davis,  M.D.,  all 
of  Omaha. 


NATIONAL  CONFERENCE  ON  MEDICAL 
SERVICE 

The  program  for  the  19th  annual  conference  on 
Medical  Service  to  be  held  Sunday,  February  11, 
1945,  Red  Lacquer  Room,  Palmer  House,  Chicago, 
is  as  follows: 

“DISTRIBUTION  OF  MEDICAL  CARE” 
(Conference  Theme) 

(More  time  than  usual  has  been  set  aside  for 
questions  and  informal  discussion.  All  who  attend 
are  urged  to  participate). 

A.  M. 

9:00  Registration,  4th  floor,  at  entrance  of  Red 
Lacquer  Room. 

9:30  President’s  Address,  “Medicine  and  the  Na- 
tional Crisis,”  C.  L.  Palmer,  M.D.,  Pitts- 
burgh. / 

9:50  “What  Labor  Expects  from  Medicine,”  Wal- 
ter Reuther,  Vice  President,  United  Auto 
Workers,  CIO,  Detroit. 

10:20  “What  the  Farmer  Expects  from  Medicine,” 
Roger  C.  Corbett,  Ph.D.,  Secretary,  Ameri- 
can Farm  Bureau,  Chicago. 

10:50  “What  the  Insurance  Man  Expects  from 
Medicine,”  Harlan  S.  Don  Carlos,  Manager, 
Life,  Accident  and  Group  Claim  Department, 
The  Travelers  Insurance  Company,  Hartford, 
Connecticut. 

11:20  Open  Discussion. 

P.  M. 

12:00  Luncheon  (War  time  regulations  make  it  im- 
possible for  hotels  to  serve  Sunday  luncheon 
for  conference.  Regular  dining  room  facili- 
ties of  hotel  will  be  available). 

1:45  “The  Miller  Bills  and  Medical  Legislation 
by  Congress,”  The  Honorable  A.  L.  Miller, 
Washington,  D.  C.,  Congressman,  Fourth 
District,  Nebraska. 


NEWS  AND  VIEWS 


Nebr.  S.  M.  Jour. 
February,  1945 


68 

2:15  Questions  and  Answers. 

2:30  “Public  Relations  Program  of  the  American 
Medical  Association,”  John  Fitzgibbon,  M.D., 
Chairman  of  the  Council  on  Medical  Service 
and  Public  Relations,  A.M.A.,  Portland,  Ore- 
gon. 

3:00  “Changes  in  the  Attitude  of  Medical  Officers 
Toward  Medical  Education  and  Practice,”  Lt. 
Col.  Harold  C.  Lueth,  M.C.,  Liaison  Officer, 
Surgeon  General  and  A.M.A.,  Chicago. 

3:20  Discussion. 

3:40  Prepayment  Medical  Insurance  Plans.  Serv- 
ice vs.  Indemnity  Type  of  Insurance.  (Open 
Discussion).  Moderator,  Creighton  Barker, 
M.D.,  Secretary,  Connecticut  State  Medical 
Association,  New  Haven. 

(Individuals  will  please  limit  their  discussions  to 
five  minutes). 


CLINICAL  CONFERENCE  SPONSORED  BY  THE 
CHICAGO  MEDICAL  SOCIETY 

The  tremendous  success  of  the  First  Clinical  Con- 
ference has  served  as  a mandate  to  the  Chicago 
Medical  Society  for  the  Annual  continuation  of  this 
type  of  program.  Acting  in  accord,  the  Council  of 
the  Society  has  approved  and  is  sponsoring  the  Sec- 
ond Annual  Clinical  Conference,  February  27th, 
28th  and  March  1st,  1945  at  the  Palmer  House  in 
Chicago.  Attendance  at  this  Conference  is  open 
to  all  interested  members  of  the  medical  profession. 

The  program  of  these  three  intensive  post-gradu- 
ate days  will  be  replete  with  interesting  civilian 
and  military  medical  subjects,  to  be  presented  by 
outstanding  Clinicians  from  all  sections  of  the  Unit- 
ed States. 

The  daily  scientific  programs  will  consists  of  half 
hour  lectures  and  clinics,  beginning  at  8:00  a.m.  and 
continuing  through  until  5:00  o’clock,  with  suitable 
and  intermissions  for  inspection  of  the  technical  and 
scientific  exhibits.  At  least  three  timely  and  inter- 
esting panel  discussions  will  be  included  in  the  pro- 
gram. 

The  registration  fee  of  five  dollars  will  cover  full 
attendance  at  all  sessions,  except  the  annual  ban- 
quet. 

SPRING  REFRESHER  COURSE  IN 
OTOLARYNGOLOGY 

The  fifth  semi-annual  refresher  course  in  laryn- 
gology, rhinology  and  otology  will  be  conducted  by 
the  University  of  Illinois,  College  of  Medicine  at  the 
College  in  Chicago,  March  26  to  31  inclusive,  1945. 
While  the  course  will  be  largely  didactic,  some  clin- 
ical instruction  will  be  included.  This  course  is  in- 
tended primarily  for  ear,  nose  and  throat  specialists. 
As  the  registration  is  limited  to  thirty,  applications 
will  be  considered  in  the  order  in  which  they  are 
received.  When  writing  for  application  please  give 
details  concerning  school  and  year  of  graduation, 
and  past  training  and  experience. 

Address:  Dr.  A.  R.  Hollender,  Chairman,  Re- 

fresher Course  Committee,  Department  of  Otolaryn- 
gology, University  of  Illinois,  College  of  Medicine, 
1853  West  Polk  Street,  Chicago  12,  Illinois. 
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Maurice  J.  Ayers,  M.D.,  is  the  recently  ap- 
pointed assistant  to  Dr.  R.  H.  Loder  of  the 
MCII  Division  of  the  Nebraska  State  Health 
Department.  Dr.  Ayers  is  a 1940  graduate 
of  the  University  of  Nebraska  Medical  Col- 
lege. Prior  to  his  appointment  in  Nebraska 
he  was  associated  with  the  Health  Depart- 
ment of  Missouri. 


At  the  annual  meeting  of  the  Omaha  Mid- 
West  Clinical  Society,  Dr.  J.  J.  Keegan  was 
installed  as  president.  Dr.  Joseph  D.  Mc- 
Carthy, secretary-director  of  the  Society 
since  1932,  the  year  of  its  organization,  was 
chosen  president-elect.  The  new  secretary- 
director  is  Dr.  Roy  Fouts ; Dr.  John  M. 
Thomas  is  assistant  secretary-director.  Dr. 
Louis  Moon  was  reelected  treasurer,  and  Dr. 
Herbert  Davis,  editor  of  the  Journal  of  the 
Society. 

Tiie  chairmen  of  the  sections  for  the  cur- 
rent year  are  as  follows : 

Dermatology — Dr.  J.  A.  Borghoff. 

Basic  Science — Dr.  H.  E.  Eggers. 

Orthopedics — Dr.  William  R.  Hamsa. 

Gynecology  and  Obstetrics — John  J.  Grier. 

Eye,  Ear,  Nose  and  Throat — William  N.  Hahn. 
Surgery — Dr.  Frederick  Hill,  co-chairman;  Dr.  D. 
T.  Quigley,  chairman. 

Genito-Urinary — Dr.  Charles  McMartin. 

Medicine — Dr.  E.  E.  Simmons,  co-chairman;  Dr. 
Edmond  Walsh,  chairman. 

Pediatrics — Dr.  Gerald  C.  O’Neill. 
Neuro-psychiatry — Dr.  G.  Alexander  Young. 
Radiology — Dr.  Francis  L.  Simonds. 


Scotts  Bluff  County  has  organized  a 
Health  Unit,  the  first  unit  under  LB  295. 
The  Unit  began  functioning  January  1.  In 
connection  with  this  Unit  there  is  a state 
laboratory  to  serve  the  western  end  of  Ne- 
braska. LB  295,  it  will  be  recalled,  provides 
that  a tax  not  to  exceed  one  quarter  mill, 
may  be  levied  for  health  services.  In  Scotts 
Bluff  County  the  tax  is  expected  to  provide 
about  $7,500,  one  third  of  the  cost  of  the 
unit.  The  balance  will  come  from  state  and 
federal  funds. 


The  schools  throughout  the  country  are 
becoming  health  concious  in  a practical  way. 
As  an  example  we  submit  the  following  item, 
taken  from  a recent  issue  of  the  Peru 
fNebr.)  Pointer: 
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TRAINING  SCHOOL  STUDIES  HEALTH 
PROBLEMS 

How  healthy  are  you?  How  healthy  are  your 
children  ? The  rejection  of  30  per  cent  of  the  young 
men  and  women  for  service  of  our  country  in  the 
armed  forces  and  war  industries  because  of  physical 
and  mental  unfitness  is  alarming. 

Realizing  that  many  disabling  illnesses  and  in- 
juries could  well  have  been  prevented  had  teach- 
ers and  parents  taught  their  children  better  health 
habits,  the  Peru  Training  School  is  placing  much 
emphasis  upon  this  phase  of  work  this  year. 

For  this  purpose  the  faculty  elected  the  follow- 
ing committee:  Miss  Mary  Hileman,  Principal;  L.  B. 
Mathews,  and  Mrs.  Pauline  Scott  to  direct  the 
health  program.  Their  aim  is  to  set  forth  plans  for 
building  and  maintaining  the  health  of  our  com- 
munity by  eliminating  environmental  hazards,  by 
fostering  a pride  in  our  community  and  by  estab- 
lishing improved  health  habits. 

Cleanliness  and  posture  were  given  first  consider- 
ation. The  January  program  is  one  which  all  of 
us  may  carry  out.  Watch  for  it. 

In  the  junior  and  senior  high  schools,  the  girls 
are  giving  especial  attention  to  improving  their 
health  by  applying  the  principles  and  suggestions 
gleaned  from  a study  of  personal  health  under  Miss 
Ida  Mae  Brackney. 

They  are  having  the  advantages  of  special  lec- 
tures by  Dr.  Yott,  who  talked  on  sex  hygiene;  Dr. 
Holman,  on  mental  hygiene;  Dr.  Dallam,  on 
teeth.  Miss  Davidson  taught  the  class  a course 
in  Red  Cross  first  aid  and  Mrs.  Hoatson  is  going  to 
teach  a unit  in  home  nursing. 

Dr.  Pollard  took  Ina  Jane  Good  and  Evelyn  Ste- 
pan to  Auburn  to  participate  in  a county  immuniza- 
tion program.  All  in  all  this  course  should  prepare 
the  mbembers  of  the  class  to  be  better  equipped 
mentally  and  physically  to  practice  positive  health. 


In  April,  1944,  the  Farm  Foundation  spon- 
sored a Conference  on  Medical  Care  and 
Health  Services  for  Rural  People.  The  Con- 
ference was  held  in  Chicago.  One  cannot  but 
be  impressed  with  the  proceedings,  recently 
published.  Those  who  are  actively  interest- 
ed may  purchase  a copy  for  one  dollar.*  It 
is  worth  the  money,  and  then  some,  for  any 
one  interested  in  rural  medical  economics. 
A good  deal  of  the  discussion  has  a Nebraska 
setting,  and  readers  of  this  Journal  will  find 
a special  interest  in  the  report.  Unlike  most 
of  these  Conferences  the  discussion  was  ap- 
parently not  monopolized  by  professional 
“well-doers,”  although  some  of  them  were 
there,  to  be  sure,  and  as  one  may  suspect, 
they  did  not  suffer  in  silence. 

The  significance  of  the  discussion  lies  in 
the  fact  that  in  it  is  a straight  from  the 
shoulder  point  of  view  of  honest,  thinking, 

*The  address  of  the  Farm  Foundation  is  600  South  Michigan 
Ave.,  Chicago  (5). 


rural  folk.  One  does  not  have  to  agree  with 
the  point  of  view  expressed  in  the  Confer- 
ence, but  one  must  nevertheless  respect  it. 
Besides,  it  is  sometimes  a help  in  the  solu- 
tion of  a problem  if  one  knows  the  other 
fellow’s  reactions. 


The  Better  Health  Almanac  issued  by  the 
Nebraska  State  Health  Department  is  get- 
ting better  and  more  informative  every 
year.  If  you  do  not  have  a copy  send  for 
one,  and  save  it.  There  are  many  interesting 
facts  and  thumb-nail  dates  which  one  finds 
useful  on  occasion. 


Organization  of  the  Dr.  William  Beaumont  Mem- 
orial Foundation  is  announced  in  a handsome  bro- 
chure now  available  to  members  of  the  profession. 
The  home  of  the  foundation  is  at  Prairie  Du  Chien, 
Wisconsin,  where  Dr.  Beaumont  carried  on  many  of 
his  history-making  experiments.  It  is  housed  in  a 
restoration  of  the  old  Fort  Crawford  Military  Hos- 
pital. 

The  Foundation  was  organized  as  a memorial 
to  the  pioneer  physiologist  and  as  an  American 
medical  shrine.  It  is  sponsored  by  a group  of  emi- 
nent medical  men  and  community-minded  Wiscon- 
sin citizens. 

Officers  and  directors  are;  M.  J.  Dyrud,  Presi- 
dent; Dr.  0.  E.  Satter,  Vice  President;  Dr.  T.  F. 
Farrell,  Treasurer;  J.  A.  Dru’yor,  Secretary;  Cal 
Peters,  Curator.  Medical  Advisors  are:  Dr.  P.  L. 
Scanlon,  Dr.  H.  H.  Kleinpell,  Dr.  J.  J.  Kane,  Dr. 
C.  A.  Armstrong,  Dr.  E.  H.  Lechtenberg  and  Dr. 
E.  M.  Dessloch.  Directors:  Dr.  W.  D.  Stoval,  Chair- 
man of  the  Board,  Dr.  O.  E.  Satter,  Dr.  T.  F.  Far- 
rell, Mayor  F.  W.  Clanton,  Mr.  P.  H.  Schmidt,  F.  A. 
Otto  and  M.  J.  Dyrud. 

Advisory  Board:  Dr.  Walter  J.  Meek,  Chairman. 
Members/  Dr.  Arno  B.  Luckhardt,  Dr.  Walter  B. 
Cannon,  Prof.  Ben  Elliott  and  Dr.  Edward  P.  Alex- 
ander. 

The  announcement  brochure  gives  an  interesting 
history  of  Beaumont,  the  New  England  boy  whose 
backwoods  research  and  observations  laid  the 
ground  work  of  modern  physiological  science.  It 
carries  many  excerpts  from  Dr.  Beaumont’s  diaries 
as  well  as  his  famous  “51  Inferences.” 

Medical  men  may  secure  a copy  of  the  booklet 
by  writing  the  Dr.  William  Beaumont  Memorial 
Foundation,  Prairie  Du  Chien,  Wisconsin. 


What  may  be  the  most  complete  plan  for  medical 
care  insurance  conceived  to  date  by  private  industry 
has  gone  into  effect  January  1,  1945  among  the 
1600  employees  of  Hoffmann-La  Roche,  Inc.,  of 
Nutley,  N.  J.  The  firm  is  one  of  the  nation’s  lead- 
ing manufacturers  of  pharmaceutical  specialties. 

In  addition  to  reimbursing  employees  against 
costs  of  physicians’  consultations  and  treatments 
at  home,  hospital  or  in  the  doctor’s  office,  the  plan 
provides  coverage  against  hospital,  surgical  and  ob- 
stetrical expenses  of  both  employees  and  their  de- 
pendents, with  full  cost  borne  by  the  company. 
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Every  full  time  employee  on  the  payroll  as  of  Janu- 
ary 1 is  covered.  All  classes  of  employees,  regard- 
less of  position  or  salary,  receive  the  same  liberal 
benefits. 

The  Roche  Plan  for  Hospital  and  Medical  Care 
is  the  outcome  of  prolonged  study  by  employees 
and  management  insurance  committees  and  supple- 
ments a company  plan  for  life  insurance,  retire- 
ment annuities  and  sick  benefits  which  has  been  in 
existence  for  some  years.  The  new  plan  is  under- 
written by  the  John  Hancock  Mutual  Life  Insurance 
Company  of  Boston. 


The  American  College  of  Surgeons  announces  that 
231  hospitals  in  the  United  States  and  Canada  have 
been  approved  for  Graduate  Training  in  general  sur- 
gery and  the  surgical  specialties.  The  list  of  ap- 
proved hospitals  for  this  purpose  is  published  in  the 
annual  Approval  Number  of  the  Bulletin  of  the 
College  just  issued.  As  a result  of  the  1944  survey, 
nine  additions  to  the  Approved  List  were  made  com- 
pared with  last  year. 

In  announcing  the  new  Approved  List,  Dr.  Mal- 
colm T.  MacEachern,  Associate  Director,  states 
that  500  or  more  surveys  of  hospitals  offering  op- 
portunities for  graduate  training  in  surgery  are 
planned  during  the  coming  year,  the  increased  em- 
phasis upon  this  work  being  stimulated  by  the 
need  for  providing  ample  opportunities  for  resump- 
tion of  training  by  medical  officers  when  they  re- 
turn from  service  with  the  Armed  Forces.  The  Col- 
lege, through  Major  General  Charles  R.  Reynolds, 
Consultant  in  Graduate  Training  in  Surgery,  Dr. 
George  H.  Miller,  Director  of  Educational  Activities, 
Dr.  Paul  S.  Ferguson,  Director  of  Surveys,  and  a 
field  staff,  helps  hospitals  to  organize  graduate 
training  programs  to  meet  the  requirements  for  ap- 
proval, and  also  plans  to  aid  physicians  returning 
from  service  in  resuming  their  training  in  surgery. 


The  Journal  is  doing  its  share.  The  fol- 
lowing letter  dated  January  5,  1945,  comes 
from  the  War  Finance  Division  of  the  United 
States  Treasury  Department,  in  Washing- 
ton : 

Advertising  Manager, 

Nebraska  State  Medical  Journal, 

416  Federal  Securities  Bldg., 

Lincoln,  Nebraska. 

Dear  Sir: 

As  the  New  Year  is  about  to  begin,  I would  like 
to  extend  the  warm  thanks  of  the  Treasury  De- 
partment for  the  outstanding  contribution  that 
general  and  farm  magazines,  business  publications 
and  company  publications  have  made  to  War  Fi- 
nance during  1944. 

During  the  past  year  approximately  85  million 
people  have  bought  War  Bonds.  Climaxing  our  joint 
effort  was,  of  course,  the  6th  War  Loan.  Although 
the  final  figures  on  the  6th  will  not  be  released  until 
next  week,  they  will  show  that  once  again  all  quotas 
have  been  exceeded  by  substantial  margins. 

These  are  tangible  results  of  which  we  can  all 
be  justly  proud.  You  have  played  an  indispensable 
part  in  this  gigantic  sales  program.  And,  your 


publication  belongs  in  the  front  row  of  those  who 
have  made  possible  this  support. 

I know  you  join  with  us  in  the  determination  to 
continue  and  even  accelerate  the  progress  of  the 
War  Bond  campaign  in  the  coming  year. 

Sincerely, 

THOMAS  H.  LANE,  Director, 
Advertising,  Press  and  Radio. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  bought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise  of 
ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever  6.00 

Mumps  6.00  ‘ 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 


WHAT  EVERY  WOMAN  DOESN’T  KNOW-HOW 
TO  GIVE  COD  LIVER  OIL 

What  Every  Woman  Doesn’t  Know  is  that  psy- 
chology is  more  important  than  flavoring  in  per- 
suading children  to  take  cod  liver  oil.  Some  mothers 
fail  to  realize,  so  great  is  their  own  distaste  for 
cod  liver  oil,  that  most  babies  will  not  only  take  the 
oil  if  properly  given,  but  will  actually  enjoy  it. 
Proof  of  this  is  seen  in  orphanages  and  pediatric 
hospitals  where  cod  liver  oil  is  administered  as  a 
matter  of  fact  manner,  with  the  result  that  re- 
fusals are  rarely  encountered. 

The  mother  who  wrinkles  her  nose  and  “makes 
a face”  of  disgust  as  she  measures  out  cod  liver 
oil  is  almost  certain  to  set  the  pattern  for  similar 
behavior  on  the  part  of  her  baby. 

Most  babies  can  be  taught  to  take  the  pure  oil  if, 
as  Eliot  points  out,  the  mother  looks  on  it  with 
favor  and  no  unpleasant  associations  are  attached 
to  it.  If  the  mother  herself  takes  some  of  the  oil, 
the  child  is  further  encouraged. 

The  dose  of  cod  liver  oil  may  be  followed  by 
orange  juice,  but  if  administered  at  an  early  age, 
usually  no  vehicle  is  required.  The  oil  should  not 
be  mixed  with  the  milk  or  cereal  feeding  unless 
allowance  is  made  for  the  oil  which  clings  to  the 
bottle  or  the  bowl. 

On  account  of  its  higher  potency  in  Vitamins 
A and  D,  Mead’s  Cod  Liver  Oil  Fortified  With  Per- 
comorph  Liver  Oil  may  be  given  in  one-third  the 
ordinary  cod  liver  oil  dosage,  and  is  particularly  de- 
sirable in  cases  of  fat  intolerance. 
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WOMAN'S  AUXILIARY 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  W.  B.  Moody 

533  So.  53rd  St.,  Omaha,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 

-Mrs.  Floyd  Rogers 

3015  Stratford,  Lincoln,  Nebr. 

THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Underwood 
Ave.,  Omaha,  State  Chairman  for  the  Bulletin. 


President — Mrs.  Herbert  H.  Davis 

112  So.  Elmwood  Road,  Omaha,  Nebr. 

President-elect — Mrs.  Howard  Royer 

Grand  Island,  Nebr. 

First  Vice-President — Mrs.  D.  B.  Wengert 

Fremont,  Nebr. 

Historian- 


The  Woman’s  Auxiliary  to  the  Omaha- 
Douglas  County  Medical  Society  sponsored 
a booth  for  the  sale  of  war  bonds  during  the 
Sixth  War  Loan  Drive.  Mrs.  Leo  De  Lan- 
ney,  Chairman,  announces  that  $45,000.00 
worth  of  bonds  were  sold.  The  booth  was 
staffed  by  members  of  the  Auxiliary. 


Mrs.  L.  E,  Haentzschel,  president  of  the 
Lancaster  County  Auxiliary,  reports  their 
first  meeting  with  an  attendance  of  about 
twenty.  An  interesting  thirty  minute  panel 
discussion  was  given  on  “The  Racial  Prob- 
lem.’’ Seventy  forms  on  War  Service  were 
sent  out.  Encouragement  of  payment  of 
dues  and  subscriptions  to  the  Bulletin  and 
Hygeia  were  emphasized. 


COUNCIL  ON  MEDICAL  SERVICE  AND  PUBLIC 
RELATIONS  AMERICAN  MEDICAL 
ASSOCIATION 

A statement  prepared  by  Dr.  John  H.  Fitzgibbon, 
Chairman,  approved  and  released  by  the  Council 
December  6,  1944. 

The  objective  of  the  medical  profession  of  this 
country  is  the  provision  of  good  medical  care  to 
every  person  in  the  United  States.  The  Council  on 
Medical  Service  and  Public  Relations  intends  to 
promote  this  objective.  Solution  of  the  problem 
of  providing  medical  care  of  good  quality  is  not 
simple  because  of  varying  conditions  in  different 
communities,  particularly  economic  and  environ- 
mental conditions  which,  while  not  generally  con- 
sidered health  problems,  have  a marked  effect  upon 
the  health  of  persons  concerned.  Eradication  of 
conditions  contributing  to  poor  health  in  a com- 
munity requires  joint  action  by  the  medical  pro- 
fession and  other  public  spirited  persons. 

In  providing  good  medical  care  to  the  entire  na- 
tion three  phases  of  the  problem  must  be  solved. 

1.  Adequate  trained  professional  personnel  and 
facilities  for  providing  preventive,  diagnostic,  and 
treatment  services  must  be  made  available  to  all 
areas; 

2.  Sound  economic  arrangements  for  financing 
these  services  and  facilities  must  be  set  up;  and 

3.  Educational  efforts  will  be  required  to  in- 
form the  people  of  the  value  of  good  medical  care 


in  order  to  induce  them  to  make  intelligent  use  of 
the  services  and  facilities  made  available. 

Members  of  our  Council  believe  that  the  platform 
of  the  American  Medical  Association  contains  the 
fundamental  principles  upon  which  a sound,  progres- 
sive plan  for  providing  good  medical  care  to  the  na- 
tion may  be  established.  Accomplishment  of  this 
objective  will  require  the  sincere  cooperation  of  the 
medical  and  allied  professions,  government,  industry, 
labor,  and  many  other  interested  groups  and  in- 
dividuals. 

Solution  of  this  problem  does  not  and  will  not  re- 
quire compulsion.  The  medical  profession  is  now 
and  has  been  agreed  for  years  upon  definite  prin- 
ciples of  a constructive  nature,  which  if  accepted 
by  others  concerned  in  this  matter,  will  lead  to  a 
satisfactory  solution  of  the  problem  upon  a volun- 
tary basis.  Unfortunately  these  principles  em- 
bodied in  the  platform  of  the  American  Medical 
Association  - are  apparently  not  known  to  a great 
many  people  outside  the  medical  profession.  It  is 
one  of  the  functions  of  the  Council  on  Medical 
Service  and  Public  Relations  to  make  these  prin- 
ciples and  their  implications  known  to  the  medical 
profession,  interested  citizens,  and  public  servants. 

As  all  physicians  know,  the  medical  profession 
has  advocated  for  nearly  seventy  years  the  estab- 
lishment of  a federal  department  of  health  under 
which  all  medical  and  health  functions  of  the  na- 
tional government,  exclusive  of  those  of  the  army 
and  navy,,  may  be  coordinated  and  administered. 
Surely  it  is  time  to  simplify  and  coordinate  all  these 
activities  under  one  head  and  a commission  of  com- 
petent and  well  qualified  medical  men.  The  medical 
profession  seeks  and  will  welcome  an  opportunity  to 
cooperate  and  coordinate  its  efforts  with  such  an 
agency,  so  that  the  present  chaos  may  be  abolished 
and  constructive,  cooperative  and  coordinated  efforts 
of  all  concerned  may  be  directed  to  a proper  solution 
of  the  problems  of  medical  care. 

Reasonable  agreement  can  surely  be  reached  up- 
on other  planks  of  the  American  Medical  Associa- 
tion. 

“A.  In  the  extension  of  medical  services  to  all 
people,  the  utmost  utilization  of  qualified  medical 
and  hospital  facilities  already  established. 

“B.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as  n\ay 
be  necessary  to  maintain  the  quality  of  medical 
services  and  to  increase  their  availability,  including 
the  development  and . extension  of  voluntary  hos- 
pital insurance  and  voluntary  medical  insurance. 

“C.  Expansion  of  public  health  and  medical  serv- 
ices consistent  with  the  American  system  of  democ- 
racy. 
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“D.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need  for 
the  prevention  of  disease,  the  promotion  of  health 
and  the  care  of  the  sick  on  proof  of  such  need. 

“E.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

“F.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and  local 
control  of  administration. 

“G.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  administra- 
tion.” 

Certainly  voluntary  methods  of  insurance,  utiliza- 
tion of  existing  facilities  as  far  as  possible,  preser- 
vation of  private  practice,  expansion  of  public  health 
services,  aid  to  the  indigent  or  impoverished  com- 
munities, and  the  principles  of  local  determination 
of  need  and  local  control  of  administration  are 
basic  principles  of  Americanism.  These  things 
American  physicians  are  agreed  upon.  Is  it  not  poor 
judgment  to  ignore  or  attempt  to  circumvent  this 
well-considered  and  thoroughly  studied  set  of  prin- 
ciples which  are  the  expression  of  a public-spirited 
profession  devoted  to  human  welfare  ? 

Understanding  of  these  principles  by  the  public 
and  our  lawmakers  will  pave  the  way  for  enthusi- 
astic cooperation  of  the  medical  profession  and 
other  responsible  groups  in  solving  the  problem  of 
provision  of  good  medical  care  to  all. 


FROM  THE  OFFICE  OF  THE  SURGEON 
GENERAL 

WAR-TIME  ACTIVITIES 

In  his  address  to  the  graduating  class  of  South- 
western University  Medical  School  at  Dallas,  Tex., 
Major  General  George  F.  Lull,  USA,  Deputy  Sur- 
geon General,  sketched  the  work  of  the  Army  Medi- 
cal Department  in  wartime. 

Pointing  out  that  treatment  and  evacuation  of 
wounded  must  go  hand  in  hand,  General  Lull  de- 
scribed how  the  problem  of  saving  lives  varies  in 
different  theaters  of  war.  He  contrasted  the  care- 
fully planned,  smoothly  regulated  chain  of  evacua- 
tion from  the  Normandy  Beachhead  with  the  dif- 
ficulties under  which  wounded  were  evacuated  in 
some  Southwest  Pacific  areas  where  “small  port- 
able hospitals  had  to  be  carried  forward  over 
mountain  trails  through  jungle  to  the  rear  of  the 
fighting  troops”  and  “cases  were  operated  on  in 
the  jungle  and  had  to  be  carried  for  miles  until 
they  could  be  placed  in  jeeps.” 

The  reasons  for  lower  mortality  rates  compared 
to  World  War  I may  be  charged  to  three  things, 
General  Lull  said:  better  survey,  done  earlier;  blood 
plasma;  and  chemotherapy.  In  connection  with  the 
latter  he  stated  that  the  results  of  the  so-called 
sulfa  drugs  have  been  much  more  spectacular  in 
medicine  than  in  surgery,  and  cited  the  lowering  of 
the  mortality  rate  for  cerebrospinal  meningitis  of 
meningococcic  origin  to  less  than  one-fourth  what 
it  was  in  World  War  I,  and  that  of  pneumonia  from 
35%  in  the  last  war  to  under  1%.  Penicillin,  too,  he 


said,  had  proven  its  worth  in  many  types  of  medical 
cases,  notably  in  the  veneral  diseases.  “Of  course,” 
he  added,  “one  of  the  most  important  functions  of 
the  Medical  Department  is  the  prevention  of  dis- 
ease. Great  strides  have  been  made  in  this  field 
during  the  present  war.” 

In  conclusion  General  Lull  warned  that  the  load 
of  casualties  returned  to  this  country  will  not  reach 
its  peak  until  long  after  hostilities  cease  and  the 
need  for  medical,  dental  and  nursing  care  will  con- 
tinue for  many  months  after  the  armistice  is 
signed. 

ARMY  MICROFILMS  MEDICAL  JOURNALS 

The  microfilming  service  of  the  Army  Medical  Li- 
brary is  keeping  Army  medical  officers  at  remote 
installations  in  every  theater  of  operation  abreast 
of  the  latest  published  techniques  and  discoveries. 

Starting  with  12  medical  journals  in  January, 
1943,  the  list  of  periodicals  microfilmed  has  grown 
to  44,  covering  the  whole  field  of  medicine.  These 
are  filmed  immediately  upon  publication.  Sent  by 
airmail,  military  intelligence  or  diplomatic  pouch, 
the  rolls  of  film  are  in  the  hands  of  Medical  Depart- 
ment personnel  all  over  the  world  within  15  days. 

In  addition  to  the  medical  journals,  unpublished 
manuscripts  describing  even  more  recent  develop- 
ments are  also  microfilmed,  and  upon  request  sent  to 
our  military  medical  personnel. 

The  microfilm  process  saves  approximately  95 
per  cent  of  shipping  space.  One  100-foot  roll,,  for 
example,  holds  about  1300  pages  or  from  12  to  14 
journals.  Whereas  one  roll  of  microfilm  weighs 
about  six  ounces,  the  same  amount  of  printed  ma- 
terial would  represent  six  pounds. 

NEUROPSYCHIATRIC  CASUALTIES 

Speaking  before  the  meeting  of  the  Association 
for  Research  in  Nervous  and  Mental  Diseases,  in 
New  York  City,  Dec.  15,  Colonel  W.  C.  Menninger, 
MC,  Chief  Consultant  in  Neuropsychiatry,  Office  of 
the  Surgeon  General,  discussed  the  problem  of  the 
discharged  neuropsychiatric  patient. 

Declaring  that  the  problem  facing  the  individual 
and  communities  is  unquestionably  of  great  magni- 
tude, Colonel  Menninger  said  that  “the  statisticians’ 
figures  of  the  number  of  such  men  is  prone  to  be 
interpreted  as  indicating  a much  more  alarming 
state  of  affairs  than  actually  exists.” 

Colonel  Menninger  pointed  out  that  neuropsy- 
chiatric casualties  of  the  last  war  were  extremely 
expensive,  in  manpower  and  money.  He  asked  the 
cooperation  of  the  association  in  debunking  mis- 
conceptions about  the  neuropsychiatric  and  educat- 
ing the  public  concerning  the  problems  involved. 
“We  should  provide  counsel  and  advice  to  our  fed- 
eral, state  and  community  leaders  in  the  develop- 
ment of  a plan  for  this  group,”  he  said  and  con- 
cluded with  the  words,  “We  as  physicians,  and 
particularly  as  psychiatrists,  have  probably  the 
greatest  responsibility  in  helping  GI  Joe  with  a 
neuropsychiatric  diagnosis  readjust  to  his  civilian 
life,  and  his  civilian  community  to  adjust  to  him.” 

REDUCTION  IN  THE  MEDICAL  CORPS 
OF  THE  ARMY 

A moderate  reduction  in  numbers  of  Army  Medi- 
cal Corps  officers  is  necessary  in  order  to  remain 
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within  presently  allotted  ceilings,  the  Office  of 
the  Surgeon  General  has  announced.  The  need  for 
Medical  Corps  Officers  in  senior  grades  who  are 
assigned  principally  to  administrative  duties  is  less 
acute  than  formerly. 

A Board  of  officers  recently  appointed  in  the 
Office  of  the  Surgeon  General  is  carefully  consid- 
ering the  physical  and  other  qualifications  of  all 
Medical  Corps  officers  of  the  various  components  of 
the  Army  and  their  essentiality  to  the  war  effort. 

As  a result  of  this  Board’s  study,  it  is  anti- 
cipated that  a number  of  separations  of  the  above 
group  will  occur  in  the  moderately  near  future. 
Regular  Medical  Corps  officers  will  be  accorded  re- 
tirement privileges  under  the  provisions  of  Section 
II,  Ar.  605-245,  June  17,  1941,  and  Reserve,  Na- 
tional Guard,  and  AUS  Medical  Corps  officers  will 
be  given  the  opportunity  of  returning  to  the  prac- 
tice of  medicine  in  a civilian  status  by  relief  from 
active  duty  or  discharge. 

POST-WAR  ADVANTAGES  FOR  ARMY  NURSES 

In  connection  with  the  present  drive  for  Army 
Nurses,  attention  is  drawn  to  the  great  post-war 
advantages  being  gained  by  Army  nurses — price- 
less experience  that  will  put  them  in  the  foremost 
ranks  of  their  profession  after  the  war. 

In  the  words  of  Major  General  Norman  T.  Kirk, 
the  Surgeon  General,  “The  Army  nurse  is  living 
five  years  ahead  of  the  nursing  profession.  She  is 
handling  new  drugs,  applying  new  treatments  and 
working  with  the  surgeons  who  are  making  history 
in  medical  circles  during  this  war.  She  is  gaining 
experience  years  ahead  of  her  civilian  opportun- 
ities.” The  urgent  need  for  nurses  continues  to  be 
critical  . . . the  Army  Nurse  Corps  appeals  to  all 
qualified  nurses  to  join  NOW. 

FAMILIES  TO  RECEIVE  REPORTS  FROM 
OVERSEAS  HOSPITALS 

Under  a new  plan  adopted  by  the  War  Depart- 
ment, the  family  of  a wounded  or  seriously  ill  sol- 
dier is  to  be  kept  informed  of  his  condition  by 
the  overseas  hospital.  The  first  letter  dispatched 
to  the  family  will  contain  a brief  non-technical  de- 
scription of  the  soldier’s  wounds  or  the  nature  of 
his  illness.  A post  card  on  the  soldier’s  condition 
will  then  be  mailed  his  family  every  fifteen  days. 
In  return  the  family  is  urged  to  send  the  overseas 
patient  a “message  of  cheer”  at  least  once  a month. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Dr.  C.  T.  Ingham,  of  Wayne,  has  moved  to  Cali- 
fornia. 

Dr.  and  Mrs.  F.  J.  Fisher  of  O’Neill  visited  Los 
Angeles,  California  in  January. 

Dr.  J.  S.  Taylor,  of  Fairbury,  broke  his  arm  as 
a result  of  a fall. 

Dr.  T.  L.  Weekes  of  Nebraska  City  is  a pa- 
tient at  the  Methodist  Hospital  in  Omaha. 

Dr.  George  H.  Boetel  has  returned  to  his  home 
after  a long  illness  in  the  Immanuel  Hospital  in 
Omaha. 


Dr.  A.  Greenberg,  Deputy  Health  Commissioner 
of  Omaha,  has  been  named  Acting  Commissioner  by 
Mayor  Butler.  He  is  filling  the  office  left  vacant 
by  the  death  of  Dr.  A.  S.  Pinto. 

Dr.  Henry  R.  Miner,  of  Falls  City,  was  honored 
at  a dinner  given  by  members  of  the  Richardson 
County  Medical  Society,  on  the  occasion  of  his  50th 
anniversary  medical  practice.  He  was  elected  presi- 
dent of  the  society  for  the  coming  year. 

Attention  Duck  Hunters:  Do  you  know  abou^ 

“Ducks  Unlimited?”  If  you  do  not,  ask  Dr.  A.  D. 
Munger  of  Lincoln.  If  you  do,  send  your  contribu- 
tion to  this  worthy  cause.  If  you  are  not  a hunter, 
send  it  anyway  to  help  found  a “Nebraska  Lake.” 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg:.,  Omaha. 


The  regular  meeting  of  the  Lancaster  County 
Medical  Society  was  held  October  17,  1944.  Forty- 
four  members  were  in  attendance.  This  meeting 
was  held  at  the  A.A.F.  Regional  Station  Hospital, 
Lincoln  Army  Air  Field,  Lincoln,  Nebraska.  The 
regular  order  of  business  was  dispensed  with  and 
the  following  program  carried  out.  Registration 
occurred  at  the  Army  Air  Field  Hospital,  from  6:00 
p.  m.  to  6:30  p.  m.  At  6:45  p.  m.  the  members  of  the 
society  were  guests  of  the  staff  of  the  Army  Air 
Force  Hospital  at  dinner  in  the  patients’  mess  hall. 
After  the  dinner  the  scientific  meeting  was  held  in 
the  hospital  library.  This  meeting  was  presented 
by  Lt.  Col.  R.  L.  King,  Chief  of  the  Medical  Service 
of  the  A.A.F.  Hospital,  Lincoln  Army  Air  Field  and 
his  associates.  The  program  was  a symposium  on 
Rheumatic  Fever  and  Its  Relation  to  the  Army 
Streptococcus  Control  Program.  The  speakers  and 
their  subjects  were  as  follows: 

Introduction  by  Commanding  Officer  of  Hospital, 
Lt.  Col.  James  L.  Tobin;  “The  Etiology  of  Rheu- 
matic Fever,”  Lt.  Col.  Robert  L.  King;  “Sulfadia- 
zine Prophylaxis  in  Acute  Infectious  Disease,”  Capt. 
Harry  Pandolfo;  “Treatment  of  Tonsillitis  with 
Small  Doses  of  Sulfonamides,’  Capt.  Edward  D. 
Fries;  “Some  Clinical  Aspects  of  Rheumatic  Fever 
as  Observed  in  Military  Personnel,”  Capt.  Horace 
E.  Allen. 

Following  the  excellent  program  outlined  above 
the  discussion  was  opened  by  the  new  Nebraska 
State  Medical  Association  president,  our  own  mem- 
ber, Dr.  Floyd  L.  Rogers.  The  papers  were  then 
discussed  and  questions  presented  by  Drs.  Hompes, 
Loveland,  Reinhard  and  Tanner.  The  meeting  was 
then  adjourned  at  9:40  p:  m.  by  the  society  president, 
Dr.  E.  W.  Hancock. 


The  Northeast  Nebraska  Medical  Society  met 
Tuesday,  January  16th,  1945,  at  Hotel  Norfolk,  Nor- 
folk, Nebraska,  with  dinner  at  7 o’clock  p.  m. 

The  program  was  as  follows:  “The  Diagnosis  and 
Treatment  of  Acute  Coronary  Infarction,”  Edmond 
M.  Walsh,  M.D.,  Omaha;  “The  Treatment  and 
Prognosis  of  Fractures  Involving  the  Wrist  Joint 
with  Special  Reference  to  Colle’s  Fracture,”  Her- 
man F.  Johnson,  M.D.,  Omaha. 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 
Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F„  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
LBOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
.BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
■CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak.  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
■CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY”  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY' 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H..  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing.  John  Edwin 
Dworak,  Henry  L. 

Everitt.  Neill  J. 

Faier,  Samuel  Z. 


As  of  January  15,  1945 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H„  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 

Heywood,  Leo.  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Ilubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Maclcenbrock,  F.  C. 

Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 

O’Brien.  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penny,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read.  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg.  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand.  Clarence  Johnson 
Tamisiea.  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins.  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg.  J.  A. 

Wendland.  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Youne.  Geo.  Alex..  Jr. 
FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams.  Martin  P.,  Franklin 
FURNAS  COUNTY 

James  Louis  D.,  Oxford 


GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P..  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 
KNOX  COUNTY 

Carrig,  M.  H,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal.  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still.  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal,  Philip 
Underwood,  G.  R. 

Whitham,  R.  H. 

AVilliam.  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 


* Killed  in  action 
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LINCOLN  COUNTY 

Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Dong',  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
NEMAHA  COUNTY 
Tushla,  F.  M.,  Auburn 
OTOE  COUNTY 

Campbell.  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 


PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY- 

Brillhart,  Everett  G.,  Shelby 
RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest.  Falls  City 
Youngman,  R.  A.,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY' 

Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna.  Joe  T.,  Scottsbluff 
Ohme,  K.  W.,  Mitchell 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY- 

Kilgore,  Robert  N.,  Y'ork 
Kilgore,  W.  S.,  Cork 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest,  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Lt.  Col.  George  Moore  of  Winside,  Nebraska,  is 
stationed  at  an  Army  Hospital  at  Colorado  Springs, 
Colorado. 

Dr.  H.  C.  Hansen,  of  Kearney,  has  been  assigned 
by  the  Civil  Aeronautics  Administration  to  perform 
physical  examinations  for  pilots  in  obtaining  and 
renewing  pilot  certificates. 

Lt.  Walter  Longway,  of  Council  Bluffs,  Iowa,  who 
is  a graduate  of  Creighton  University,  visited  in 
Council  Bluffs,  after  3 years  in  the  Navy,  18  months 
in  New  Zealand,  and  Guadalcanal. 

Dr.  Roy  Whitham,  formerly  commander  in  the 
U.  S.  Navy  and  stationed  at  Great  Lakes,  Illinois, 
has  returned  to  his  practice  in  Lincoln. 

Three  Nebraskans,  doctor,  patient,  personnel 
clerk,  were  brought  together  in  the  war  at  a Gen- 
eral Hospital  somewhere  in  England.  Lt.  William 
E.  Holmes  of  Omaha,  was  the  doctor;  Robert  Bruces 
of  Gordon,  Nebr.,  the  patient,  and  S/Sgt.  Wayne  J. 
Heldt  of  Omaha,  the  clerk. 

Lt.  Col.  G.  Kenneth  Lewis  of  Garden  City,  Kan- 
sas, a 1927  graduate  of  Nebraska  School  of  Medi- 
cine, has  been  made  a fellow  of  the  Royal  Society 
of  England  and  the  Empire.  The  ceremony  was  held 
in  London,  December  23,  and  the  certificate  was 
presented  by  King  George  of  England.  He  was 
cited  “For  Meritorious  Service  to  His  Majesty’s 
Forces  on  Land,  Sea,  and  Air.” 

Captain  Eleanor  B.  Hamilton  of  Omaha,  is  Medi- 
cal Officer  on  the  staff  of  Colonel  Frank  T.  Cham- 
berlain at  Mitchell  Army  Convalescent  Hospital  at 
Campo,  California.  Captain  Hamilton  is  the  only 
woman  army  physician  on  the  staff  of  the  hospital. 

Lt.  Commander  Allen  Campbell  of  Lincoln,  visited 
his  home  during  December  after  two  years  duty  at 
the  U.  S.  Naval  Hospital,  Pearl  Harbor.  He  is  now 
stationed  in  Oakland,  California. 

Capt.  A.  C.  Fellman  of  Omaha,  who  spent  three 
months  at  the  Rochester  Mayo  Foundation  has  been 
reassigned  to  Fort  Warren,  Wyo. 


Capt.  Chas.  Tompkins,  following  his  stay  at 
Rochester,  Minn.,  was  transferred  to  Birmingham 
General  Hospital,  Van  Nuys,  Calif. 

In  the  Department  of  Surgery  at  Birmingham 
General  Hospital  at  Van  Nuys,  is  Major  Joseph 
Weinberg  of  Omaha. 

Captain  Paul  Morrow  of  Omaha  and  his  brother, 
H.  H.  Morrow,  of  Fremont,  are  both  in  England. 


DEATHS 

Smith,  Clinton  H.,  Big  Springs.  Born  in  1883  in 
Shenandoah,  Iowa;  graduated  from  Lincoln  Medi- 
cal College  in  1916.  Dr.  Smith  was  active  in  civic 
affairs,  and  took  a great  interest  in  organized 
medicine.  He  was  a railroad  physician  for  some 
twenty  years,  county  physician  for  Deuel  County, 
and  served  in  many  capacities  on  the  town  board 
and  high  school  board.  The  doctor  died  September 
29,  1944.  Surviving  are  his  wife  and  one  son,  Dr. 
Norvin  Smith  of  Minneapolis. 


Stearnes,  Lester  M.,  La  Jolla,  California.,  former- 
ly of  Kearney,  Nebr.  Born  in  1883;  graduated  from 
University  of  Illinois  Medical  College  in  1905.  For 
many  years  he  practiced  in  Kearney,  and  about  two 
years  ago,  intending  to  retire,  he  moved  to  Cali- 
fornia. With  the  advent  of  the  war  and  shortage 
of  medical  manpower,  Dr.  Stearns  became  surgeon 
for  a large  airplane  plant  in  California.  He  died 
January  4,  1945,  of  meningitis  following  a two-day 
illness. 


The  Journal  regrets  to  record  the  death  of  Mr. 
Samuel  H.  Camp,  President  of  S.  H.  Camp  and  Com- 
pany, Jackson,  Mich. 
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NEW  ARTIFICIAL  EYE  MADE  OF  PLASTIC 
MATERIALS 

In  a statement  of  distinct  importance  to  the  oph- 
thalmic professions,  American  Optical  Company  an- 
nounces it  is  now  engaged  in  the  manufacture  of  a 
new  artificial  eye  made  entirely  of  plastic  ma- 
terials. 

This  expansion,  AO  officials  state,  is  in  line  with 
the  concern’s  objective  of  providing  an  ever-broader, 
more  comprehensive  service  to  the  professions. 

AO’s  new  enterprise  is  founded  on  extra- 
ordinary developments  made  in  the  field  of  artificial 
eyes  by  ocularist  Fritz  Jardon,  Dr.  Richard  I.  Jack- 
son,  chemist,  Dr.  Reuel  Bennett,  research  photog- 
rapher, and  Conrad  Noelle,  plastics  expert.  These 
men  are  now  associated  with  AO  in  its  new  plastic 
eye  division. 

AO’s  new  artificial  eye  is  unique  for  two  rea- 
sons. First,  it  is  made  entirely  of  non-irritating 
plastic  materials  and  second,  its  iris  is  realistically 
implanted  by  a photographic  reproduction.  Both  of 
these  improvements  are  new  in  respect  to  com- 
mercially-made artificial  eyes,  and  enable  a fitter 
to  provide  for  his  patient  an  eye  that  is  durable,  cor- 
rectly fitted,  and  identical  in  color  to  the  good  eye. 

The  plastic  composition  of  the  new  eye  offers 
protection  against  its  chipping,  shattering,  or  ex- 
ploding when  subjected  to  sudden  temperature 
changes.  Accordingly,  the  new  eye  will  last  for 
years.  A patient  requiring  an  artificial  eye  may 
choose  between  a stock  eye  or  one  made  to  order. 
Permanent  molds  for  different  eye  sizes  will  provide 
the  stock  eyes. 

Up  to  this  time  the  United  States  has  had  to  rely 
almost  entirely  upon  foreign  sources  for  its  glass 
eyes.  AO’s  new  type  eye  has  not  only  outmoded 
the  old,  but  has  freed  the  United  States  from  foreign 
dominance  and  dependence  in  this  field. 

However,  because  production  plans  cannot  be  in 
full  operation  for  some  months,  and  because  mili- 
tary requirements  are  expected  to  be  heavy,  the 
supply  of  AO  plastic  eyes  for  civilians  will  be  limited 
for  some  time  to  come.  Further  announcements  will 
be  made  as  the  new  AO  plastic  eye  division  ex- 
pands its  production. 


SYMPATHECTOMY  REPORTED  EFFECTIVE 
FOR  CAUSALGIA 

Severing  of  those  sympathetic  nerves  that  con- 
trol certain  sensations  in  the  extremity  involved  is 
a highly  dependable  form  of  treatment  for  causalgia, 
one  of  the  most  painful  afflictions  in  which  there 
is  an  intense  local  sensation  of  burning  pain,  two 
army  surgeons  report  in  The  Journal  of  the  Ameri- 
can Medical  Association  for  January  6. 

Captain  I.  Joshua  Speigel  and  Captain  Jack  L. 
Milowsky,  Medical  Corps,  Army  of  the  United 
States,  report  9 cases  of  causalgia,  all  following  bat- 
tle wounds.  Eight  were  in  the  upper  extremity  and 
one  in  the  lower. 

“Seven  patients  were  completely  and  thus  far 
permanently  relieved  of  pain  by  surgical  sympa- 
thectomy,” the  two  men  say. 

Of  the  remaining  two  patients,  one  was  almost 
completely  relieved  by  block  of  the  involved  sympa- 
thetic nerves  with  procaine.  The  other  patient,  for 
whom  sympathectomy  was  not  done  for  technical 
reasons,  has  been  completely  relieved  over  a period 


of  four  and  one-half  months  by  alcohol  block,  the 
surgeons  report.  The  exact  cause  of  causalgia  has 
not  been  fully  determined. 


GROWTH  ARREST  FOR  EQUALIZING  LEG 
LENGTHS  IN  CHILDREN 

A simple  surgical  procedure  which,  when  in  chil- 
dren one  leg  is  shorter  than  another,  arrests  the 
growth  of  the  normal  leg  so  as  to  prevent  the  fur- 
ther development  of  a difference  in  length,  is  de- 
scribed in  The  Journal  of  the  American  Medical  As- 
sociation for  December  30  by  J.  Warren  White, 
M.D.,  and  Sam  G.  Stubbins,  Jr.,  M.D.,  of  the 
Shriners  Hospital  for  Crippled  Children,  Greenville, 
S.  C. 

The  procedure  is  based  on  the  fact  that  in  early 
life  there  is  a bone  (epiphysis)  separated  from  the 
long  bones  of  the  leg  by  cartilage  and  that  growth 
of  the  bones  continues  until  this  gap  is  closed  and 
the  small  bone  becomes  a part  of  the  large  one. 
The  authors  say  they  figure  that  growth  of  the 
bones  ceases  in  boys  at  17  years  of  age  and  in  girls 
two  years  earlier  although  the  latter  may  vary 
to  some  extent.  It  is  pointed  out  that  in  general 
there  will  be  no  more  growth  in  the  lower  extrem- 
ities of  girls  after  the  beginning  of  the  menses. 

In  the  operation  a plug,  composed  of  portions  of 
the  two  bones  and  the  separating  cartilage,  is  re- 
moved and  then  placed  back  with  the  cartilage  in 
the  plug  in  a vertical  instead  of  a horizontal  posi- 
tion. This  serves  to  fuse  the  two  bones  and  ar- 
rests further  growth. 

In  cases  where  the  bones  of  a leg  have  stopped 
growing  the  arrest  of  growth  in  the  other  leg 
will  prevent  the  development  of  further  differences 
in  length.  In  such  instances  the  operation  should 
be  done  as  soon  as  the  condition  in  the  shortened 
leg  is  noticed. 

When  a difference  in  the  length  of  two  legs  occurs 
without  cessation  of  growth  in  the  shorter  one,  the 
time  for  the  operation  on  the  normal  leg  has  to  be 
determined  by  the  amount  of  growth  to  be  ex- 
pected in  the  shorter  leg.  Regarding  this,  the  two 
surgeons  explain  that  regardless  of  the  age  and 
size  of  the  child,  they  have  figured  that  a growth 
arrest  procedure  at  the  lower  end  of  the  femur 
or  thigh  bone  would  retard  growth  at  the  rate  of 
% inch  a year,  while  at  the  upper  ends  of  the 
two  bones  of  the  leg  beneath  the  knee  (tibia  and 
fibula)  it  is  retarded  Vt  inch. 

“This  figuring,”  they  say,  “appears  absurdly  sim- 
ple, but  its  use  has  not  led  us  astray  in  our  series 
dating  back  at  least  ten  years,  and  we  feel  justified 
in  recommending  it  for  practical  use  . . . This  op- 
eration should  be  performed  largely  on  those  in 
whom  at  the  age  of  10  or  12  there  exists  upward 
of  2 inches  shortening,  usually  a result  either  of  an 
early  attack  of  poliomyelitis  or  of  some  destruc- 
tion of  an  epiphysial  plate  which  will,  if  nothing 
is  done,  go  on  to  the  development  of  a serious  dis- 
crepancy, producing,  in  addition  to  other  handicaps, 
further  disability.  If,  for  instance,  at  the  age  of 
12  there  exists  2 inches  shortening  following  an 
attack  of  poliomyelitis  eight  years  before,  and 
growth  arrests  are  done  above  and  beiow  the  knee, 
approximate  equalization  can  be  expected  in  leg 
length  at  maturity,  i.e.  at  about  16.  . . 
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Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M,  I).,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 

“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 


WHY  IT  WILL  COST  MORE  TO  FIGHT  JAPAN 

The  War  Department  has  given  us  some  figures 
to  prove  this — figures  showing  the  effects  of  the 
greater  distances  involved  and  the  more  costly  types 
of  equipment  used.  Typical  figures: 

The  same  amount  of  freight  sent  to  the  Pacific 
area  costs  25  per  cent  more,  and  it  takes  twice  as 
many  ships  to  move  the  same  amount  of  freight. 
Long  range  B-29’s  cost  $600,000  each,  or  twice  the 
cost  of  the  biggest  previous  bomber.  Between  D day 
and  July  30  we  used  61,872,800  gallons  of  high  oc- 
tane gasoline  in  the  planes  that  bombed  Europe.  We 
should  have  used  many  more  gallons  to  reach  Jap- 
an’s targets  from  available  bases,  and  each  gallon 
would  have  cost  thirty  cents. 


DEAF  NOW  HEAR 


CONVERSATION 


WITH  NfW 

3s*MIUTICII 

NEW  LOW  PRICES 
LOUIS  M.  HANCOCK,  Distributor 
916  Stuart  Bldg.  LINCOLN,  NEBR, 


WHEN  Pernicious  anemia  has  drained  the 
patient’s  life  potential  and  you  see  the  dregs 
in  his  cup,  you  will  turn  with  a certain 
inevitability  to  liver  therapy. 

With  some  of  the  same  inevitability  you  will 
insist  upon  a thoroughly  reliable  solution  of 
liver.  For  therein  lies  the  effectiveness  of 
your  treatment. 

Should  you  choose  Purified  Solution  of  Liv- 
er, Smith-Dorsey,  your  judgment  will  be 
confirmed.  For  Smith-Dorsey’s  product  is 
manufactured  under  conditions  which  favor 
a high  degree  of  dependability;  the  labora- 
tories are  capably  staffed  . . . equipped  to 
the  most  modern  specifications  . . . geared 
to  the  production  of  a strictly  standardized 
medicinal. 

To  know  this  is  to  know  that,  with  the  help 
of  your  treatment,  life  for  your  patient  may 
once  again  regain  much  of  its  fulness  . . . 
his  cup  once  more  be  brimming. 

Purified  Solution  of 


SMITH-DORSEY 

Supplied  in  the  following  dosage  forms:  1 ce.  ampoules 
and  10  lc.  and  30  cc.  ampoule  vials,  each  containing 
10  U.S.P.  Injectable  Units  per  cc. 

The  SMITH-DORSEY  COMPANY  • Lincoln,  Nebraska 
Manufacturers  of  Pharmaceutical  to  the 
Medical  Profession  Since  1908 
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WAR  BOND 
MAN 

-ClASSOF  '63 

Someday  you’ll  want  to  see  that  boy,  or 
girl,  of  yours  off  to  college  . . . and  right  now 
is  not  too  early  to  start  making  plans. 

Maybe  your  youngster,  like  so  many  other 
American  boys,  will  work  his  way  through 
school  . . . but  even  in  that  case  you’ll  want 
to  be  in  a position  to  give  him  a little  help 
if  he  needs  it. 


By  what  you  put  aside  in  War  Bonds 
today  you  can  help  make  sure  he  gets  the  same 
chance  as  other  boys,  tomorrow. 

Chances  are  you're  already  on  the  Payroll 
Savings  Plan.  Saving  as  you've  never  been  able 
to  save  before.  This  is  fine  'provided  you  keep 
on  saving. 

But  take  your  dollars  out  of  the  fight — and 
you  will  be  hurting  yourself,  your  boy’s  future, 
and  your  country. 

Try  to  buy  more  bonds  than  you  ever  have 
before.  And  hold  on  to  them  . . . 

For  every  three  dollars  you  invest  today, 
you  get  four  dollars  hack  when  your  Bonds  come  - 
due. 


it 


This  is  an  official  U.  S.  Treasury  advertisement — prepared  under  auspices  of 
Treasury  Department  and  War  Advertising  Council 


★ 


can  enhance  the  value  of  your  own  Journal  by  patronizing'  its  advertisers 


You 


Volume  30 
Number  2 


The  Nebraska  State  Medical  Journal 


xxvii 


NEBRASKA’S 

CENTER  OF 
GRAVITY 


THE  FAMOUS  BOMBAY  andT 


BLACK  MIRROR  ROOM 


HOTEL 

FONTENELLE 

Unequalled  facilities  of  8,000  square  feet  of  main  floor  meeting-  space. 
Guest  rooms  in  the  fashion  of  the  future.  Three  nationally  famous 
restaurants — Bomba y-Black  Mirror  Room,  King  Cole-Bomber  Room,  Amber 
Room  Coffee  Shop.  Flexible  meeting  rooms  to  accommodate  every  require- 
ment— Pompadour  Room,  Ballroom  and  Special  Parlors.  Facilities  and 
service  that  appeal  tremendously  to  Association  groups.  Always — in  all 
ways — the  Doctor’s  favorite. 


OMAHA’S 

WELCOME  TO 
THE  WORLD 
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ALCOHOL — MORPHINE — BARBITAL 

ADDICTIONS  Successfully  Treated  Since  18S7  — 
Founded  by  B.  B.  Ralph,  M.D. 


lAJrite  for  description  Loo  LLt 


The  Ralph  Sanitarium 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone — Victor  4850 


Registered  by  the  Council  on  Medical  Education  and  Hospitals 
ot  the  A.  M.  A. 


(J| Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Dr.  E.  T.  Maiming 

Clinical  Pathologist 


1407  Medical  Arts 
Building 


OMAHA 


NEBRASKA 


Praising  the  American  press  for  its  in- 
creasingly active  role  in  promoting  health  of 
the  people,  Hygeia,  The  Health  Magazine  of 
the  American  Medical  Association,  says  in 
an  editorial  in  the  January  issue  that  if 
there  is  any  one  complaint  to  be  made  about 
medicine  in  the  press  today  it  is  the  occa- 
sional stirring  of  public  emotion  about  some 
long-contmued,  probably  fatal  disease  affect- 
ing a child.  He  points  out  that  such  types 
of  stories  are  bad  mental  hygiene  for  the 
American  people.  Dr.  Fishbein  says : 

“The  functions  of  the  press  in  the  dis- 
semination of  information  regarding  health 
and  disease  have  been  the  subject  of  innum- 
erable conferences,  symposiums  and  debates 
before  organizations  of  newspaper  editors, 
physicians  and  the  general  public.  The  good 
that  can  be  done  by  the  newspapers  of  this 
country  in  relation  to  the  advancement  of 
medical  care  is  simply  incalculable.  The  dis- 
semination of  information  regarding  the 
state  of  the  nation’s  health  as  reported  in 
sYkness,  in  death  rates,  in  birth  rates,  and 
in  regard  to  the  increase  or  decrease  of  vari- 
ous diseases,  serves  as  a stimulus  to  special 
efforts  and  intensive  drives.  During  the 
hearings  before  the  Senator  Pepper  Commit- 


tee in  Washington  recently,  facts  were 
brought  out  relative  to  the  reactions  of 
young  men  coming  before  Selective  Service 
boards.  The  publicity  given  to  these  facts 
has  served  to  stimulate  a nationwide  drive 
for  physical  fitness  which  is  being  reflected 
in  every  state  and  county  in  the  country. 

“Many  of  our  newspapers  publish  health 
columns  which  provide  daily  advice  regard- 
ing the  progress  of  science  against  disease. 
These  columns  tend  to  inculcate  good  health 
habits.  Most  of  those  that  now  appear  are 
written  by  men  who  are  physicians  and  are 
competent  as  regards  both  their  medical 
knowledge  and  their  ability  to  present  scien- 
tific material  in  simple  language.  Twenty- 
five  years  ago  there  were  three  or  four 
health  columns  devoted  to  the  promotion  of 
bizarre  notions  about  diet  and  about  medi- 
cine. Today  there  is  only  one  such  column 
having  a national  circulation.  In  the  promo- 
tion of  the  blood  donor  campaign  of  the  Red 
Cross,  newspapers  throughout  the  nation 
have  rendered  a most  valuable  service.  Many 
a newspaper  now  puts  the  appeal  for  blood 
donors  in  close  relation  to  the  casualty  lists 
as  they  are  published  day  by  day.  These 
campaigns  have  done  much  to  keep  a steady 
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flow  of  donors  moving-  into  the  collecting 
stations  and  blood  banks  of  various  Red 
Cross  chapters  and  hospitals. 

Two  cases  have  been  prominent  in  the 
press  of  the  nation ; one  a child  with  leu- 
kemia, apparently  kept  alive  only  by  innum- 
erable blood  transfusions.  The  day  to  day 
progress  of  this  case  has  been  noted  in  the 
press,  invariably  with  emphasis  on  the  in- 
evitably fatal  character  of  the  disease.  From 
a mental  point  of  view  this  is  exceedingly  un- 
fortunate, because  there  are  many  cases  of 
leukemia  in  the  United  States  besides  the  one 
given  all  the  publicity,  and  all  the  parents 
and  all  the  friends  of  these  other  patients  are 
constantly  being  reminded  about  the  inevit- 
able death.  Another  case  representing  a 
type  that  is  often  given  tremendous  pub- 
licity is  a case  of  Wilms’  tumor,  a malignant 
condition  affecting  the  kidney,  in  which,  as 
far  as  we  know,  death  almost  invariably  oc- 
curs. True,  an  occasional  instance  has  oc- 
curred in  which  operation  and  x-ray  treat- 
ment have  postponed  death,  but  it  benefits 
neither  the  patient  nor  the  public  to  have  the 
despair  associated  with  these  cases  con- 
stantly dinned  into  the  public  ear.  The  cre- 
ation of  hysteria  and  unnecessary  anxiety  is 


bad  mental  hygiene  for  the  American  peo- 
ple. It  requires  no  special  talent  to  arouse 
sympathy  for  a sick  or  dying  child.  Why 
cannot  newspaper  editors  ask  themselves  the 
question:  ‘Is  this  really  necessary  or  de- 

sirable’ ?” 

Food  mixtures  containing  lard  should  not 
be  allowed  to  stand  and  when  storage  is 
necessary  it  should  be  at  a subfreezing  tem- 
perature, The  Journal  of  the  American  As- 
sociation warns  in  a recent  editorial.  This 
warning  would  apply  to  such  preparations  as 
biscuit  mixes,  pie  crusts,  etc. 

The  Journal’s  editorial  discusses  recently 
reported  studies  which  showed  that  rancid 
lard  when  mixed  with  other  foods  complete- 
ly destroyed  vitamin  E and  that  the  develop- 
ment of  rancidity  is  more  rapid  in  food  mix- 
tures than  in  unmixed  lard.  It  is  pointed  out 
that  physiologists  have  long  recognized  that 
when  mixed  with  other  foods,  rancid  fats  de- 
stroy such  essential  food  elements  as  vita- 
min A,  carotene,  vitamin  D,  vitamin  E and 
others.  Recently  0.  G.  Fitzhugh,  of  Food 
and  Drug  Administration,  and  his  associates 
reported  studies  with  rats  which  demon- 
strated the  complete  destruction  of  vitamin 
E by  the  rancid  lard  in  their  diet. 
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CRITICAL  NEED  FOR  NURSES  FOR  ARMED 
FORCES 

With  a critical  shortage  of  nurses  for  the  armed 
forces — eleven  army  hospitals  are  about  to  go  over- 
seas without  any  nurses — hospital  administrators 
and  physicians  must  do  everything  they  can  to  help 
meet  this  critical  need  by  releasing  nurses  for  mili- 
tary duty,  The  Journal  of  the  American  Association 
for  January  6 declares.  The  Journal  says: 

“Mr.  Basil  O’Connor,  chairman  of  the  American 
Red  Cross,  sent  to  every  chapter  last  week  an  appeal 
for  an  immediate  maximum  Red  Cross  effort  to  se- 
cure 10,000  additional  nurses  needed  by  the  armed 
forces.  The  rapidly  mounting  casualties  in  Belgium 
demand  a maximum  of  medical  and  nursing  care. 
Eleven  army  hospital  units,  Mr.  O’Connor  reported, 
are  about  to  go  overseas  without  any  nurses — a con- 
dition unprecedented  in  the  history  of  our  country. 
The  war  is  far  from  being  ended,  yet  already  the 
need  for  careful  rationing  of  nursing  service  has 
been  demonstrated.  That  need  will  intensify  in  the 
months  to  come.  The  patient  load  in  army  general 
hospitals  in  the  United  States  has  more  than  doubled 
in  the  last  nine  months  without  the  necessary  in- 
crease in  nurses. 

“The  Red  Cross,  in  its  messages  to  the  public,  has 
emphasized  ways  in  which  the  public  can  help  in 
saving  nursing  service  and  thus  release  nurses  for 
military  duties.  The  physician  can  help  by  making 
certain  that  nurses  are  assigned  only  to  cases  in 


which  nursing  service  is  absolutely  essential.  The 
employment  of  special  nurses  for  any  except  critical 
illnesses  is  unwarranted.  Nurses  are  being  used  in 
hospitals  occasionally  for  services  other  than  actual 
nursing.  These  are  services  in  which  a nurse’s  aide, 
a dietetic  aide  or  some  similar  temporary  assistant 
might  be  helpful.  Doctors  know  the  nurses  in  their 
immediate  communities.  They  can  help  by  urging 
every  nurse  and  retired  nurse  not  eligible  for  mili- 
tary service  to  take  an  essential  nursing  job  and 
thus  to  fill  the  ranks  on  the  civilian  front.  Doctors  i 
can  be  helpful  by  urging  every  registered  nurse 
available  for  military  service  to  submit  an  applica- 
tion. 

“Practically  every  American  family  has  at  this 
time  a son,  a brother  or  an  immediate  relative  in  the 
armed  forces.  It  takes  good  nursing  to  bring  about 
recovery  of  those  wounded  in  battle.  The  ratio  of 
nurses  in  our  military  hospitals  in  this  country  is  1 
to  every  22  patients  and  abroad  1 nurse  to  every  12 
patients.  In  many  of  our  civilian  hospitals  the  nurs- 
ing staff  today  is  1 to  3,  5 or  8 patients.  The  ad- 
ministrators of  hospitals  can  aid  greatly  by  making 
sacrifices  to  release  some  of  these  nurses  for  mili- 
tary duties.  As  Janet  M.  Geister,  editor  of  the 
Trained  Nurse  and  Hospital  Review,  has  empha- 
sized, there  is  not  an  instance  on  record  of  a nurse 
putting  herself  on  a case.  Only  doctors  and  hospital 
administrators  prescribe  nursing.  The  nurse  de- 
pends on  the  doctor  for  her  release  from  civilian 
duties.  ...” 
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A.  M.  A.  BUREAU  OF  INFORMATION 

A Bureau  of  Information  of  the  American  Medi- 
cal Association  to  assist  returning  medical  officers 
of  the  armed  forces  in  their  educational,  licensure 
and  placement  problems  has  been  created  and  is  now 
actively  functioning  in  the  headquarters  of  the  As- 
sociation in  Chicago,  it  is  announced  in  the  January 
6 issue  of  the  Journal  of  the  Association. 

Outlining  the  functions  and  operations,  of  the  new 
Bureau,  Lieut.  Colonel  Harold  C.  Leuth,  Medical 
Corps,  A.U.S.,  Liaison  Officer  from  the  Office  of 
the  Surgeon  General  to  the  headquarters  of  the 
American  Medical  Association,  points  out  that  the 
specific  aims  of  Bureau  fall  into  three  categories: 

“1.  To  provide  veteran  medical  officers  with  in- 
formation concerning  educational  opportunities  im- 
mediately after  their  term  of  military  service. 

“2.  To  provide  veteran  medical  officers  with  in- 
formation concerning  state  licensure  and  facilitate 
their  procurement  of  licensure  in  states  other  than 
the  state  of  former  and/or  licensure. 


“3.  To  provide  the  medical  officer  with  informa- 
tion concerning  medical,  social,  economic,  financial 
and  other  phases  of  community  life  that  will  enable 
him  to  make  a wise  selection  of  a permanent  location 
in  which  to  practice  medicine.” 

Regarding  the  information  on  medical  education, 
Colonel  Lueth  explains  that  through  the  efforts  of 
the  Association’s  Committee  on  Postwar  Medical 
Service  a questionnaire  was  prepared  to  gather  as 
much  information  as  possible  from  medical  officers 
now  on  duty  concerning  their  future  plans.  On  the 
basis  of  the  tabulation  of  the  first  11,019  returned 
questionnaires,  steps  already  have  been  taken  to  as- 
sist in  pi’oviding  educational  facilities  in  approved 
jii  hospital  internships  and  residencies  that  will  be  re- 
I quired  to  meet  the  needs  expressed  by  the  physician 
j.  veterans  in  the  questionnaires. 


Information  has  been  assembled  regarding  state 
laws  in  regard  to  medical  licensure  and  efforts  are 
being  made  with  a view  toward  facilitating  the  li- 
censure of  medical  officers,  many  of  whom  already 
have  made  inquiries  concerning  eligibility  for  licen- 
sure in  states  other  than  those  in  which  they  were 
originally  licensed  to  practice  medicine. 


In  regard  to  information  on  medical  practice,  it  is 
pointed  out  that  the  Bureau  is  not  a placement 
agency  or  an  employment  agency.  It  is,  however, 
collecting  data  that  will  enable  the  Bureau  to  pro- 
vide  inquiring  physician  veterans  a broad  outline  of 
pertinent  facts  concerning  the  community  in  which 
’the  physician  is  considering  locating.  At  the  same 
time  the  inquiring  medical  officer  will  be  advised 
that  more  definite  information  can  be  obtained  from 
I the  secretary  or  executive  secretary  of  the  state 
' medical  association. 


“The  Bureau  of  Information,”  Colonel  Lueth  says, 
J “hopes  to  work  in  closest  harmony  with  the  various 
j state  and  county  medical  societies  in  their  activities 
relating  to  the  returning  medical  officers.  The  suc- 
cess of  the  Bureau  of  Information  is  directly  depend- 
ent on  the  support  and  cooperation  of  the  state  and 
county  medical  societies  . . . Repeatedly  it  is  said 
that  medicine  ‘can  keep  its  own  house  and  manage 
its  own  affairs.’  The  successful  operation  of  the 
Bureau  of  Information  presents  a real  challenge  to 
all  of  us  to  prove  our  ability  to  provide  for  our  own.” 


51%  INCREASE  DURING  PAST 
YEAR  IN  PRESCRIPTIONS  FOR 

SPENCER  SUPPORTS 

To  Aid  Treatment  of 

LOW-BACK  PAIN 

An  ever-increasing 
number  of  doctors 
are  discovering  the 
efficiency  of  Spencer 
Supports  designed  in- 
dividually for  patients 
with  low-back  pain. 

This  is  because  each 
Spencer  Support  is 
especially  designed 
for  the  patient  to  at- 
tain the  specific  re- 
sult the  doctor  de- 
sires. 

When  Doctor  Desires 
to  Inhibit  Movement 
of  a Part 

a Spencer  is  created 
t o immobilize  the 
part  — and  also  im- 
Spencer  Spinal  Support  de - prove  posture.  There- 
signed  for  this  woman  to  jn  Jjes  the  value  Qf 
provide  rigid  support.  individually  designed 

supports  as  compared  to  ordinary  supports. 

The  degree  of  firmness  in  any  Spencer  Sup- 
port is  governed  by  the  doctor.  When  rigid 
support  is  desired,  rigidity  is  provided.  Spen- 
cer Supports  to  provide  rigidity  are  often  used 
instead  of  a brace  because  they  efficiently  ac- 
complish the  purpose  and  provide  comfort 
and  satisfaction  to  the  patient. 

Spencer  Supports  are  never  sold  in  stores.  For  a Spencer 
Specialist,  look  in  telephone  book  under  Spencer  corse- 
tiere  or  write  direct  to  us. 

SPENCER,NS^“Y 

Abdominal,  Back  and  Breast  Supports 


SPENCER  INCORPORATED, 

129  Derby  Ave.,  New  Haven  7,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer  Supports 
Aid  the  Doctor's  Treatment." 

M.  D. 


May  We 
Send  You 
Booklet? 


Address 
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$25.00  weekly  indemnity,  accident  and  sickness  per  year 


$5,000.00  accidental  death 


For 

$64.00 

$50.00  weekly  indemnity,  accident  and  sickness  per  year 


$10,000.00  accidental  death 


For 

$96.00 

$75.00  weekly  indemnity,  accident  and  sickness  per  year 


$15,000.00  accidental  death 


ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


42  years  under  the  same  management 

$2,600,000  INVESTED  ASSETS 

$12,000,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 


In  estrogen  therapy  the  physi- 
cian is  particularly  interested  in 
clinical  efficacy  and  freedom 
from  toxic  side  reactions.  In 
BENZESTROL,  Schieffelin  & Co. 
offers  a significant  contribution  to 
hormone  therapy  in  that  it  is  both 
estrogenically  effective  and  sing- 
ularly well  tolerated  whether  ad- 
ministered orally  or  parenterally. 
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BENZESTROL  TABLETS 

Potencies  of  0.5,  1.0.  2.0.  5.0  mg. 

Bottles  of  50.  100  and  1000. 
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members’  benefits” 
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WAR  TIME  CONDITIONS  FORCE  CHANGE  OF 
MEETING  PLACE  FOR  1945  SESSION 
Because  of  conditions  brought  about  by  the  war 
the  necessary  facilities  will  not  be  available  in  New  f 
York  City  for  the  1945  annual  session  of  the  Amer-  li 
ican  Medical  Association,  scheduled  for  June  11  to 
15,  and  thus  it  will  have  to  be  held  in  some  other  | 
city  where  adequate  facilities  will  be  available,  it  1 
is  reported  in  the  November  11  issue  of  The  Journal 
of  the  Association.  The  announcement  says: 


BENZESTROL  SOLUTION 

Potency  of  5.0  mg.  per  cc.  in  10  cc. 
Rubber  capped  multiple  dose  vials. 

BENZESTROL  VAGINAL  TABLETS 

Potency  of  0.5  mg. 

Bottles  of  100. 


Literature  and  samples 
on  request. 


Schieffelin  & Co. 

Pharmaceutical  and  Research  Laboratories 

20  COOPER  SQUARE  • NEW  YORK  3,  N.  Y. 


“The  House  of  Delegates  of  the  American  Medi- 
cal Association  at  the  annual  session  held  in  1942 
selected  New  York  City  as  the  place  of  meeting 
for  the  1945  annual  session.  Certain  preliminary 
arrangements  were  completed,  but  investigations 
recently  made  in  New  York  clearly  indicate  that  the 
necessary  facilities  will  not  be  available  in  that 
city  in  1945  because  of  conditions  created  by  the 
war  emergency.  It  is  with  regret  that  it  is  neces- 
sary to  make  the  announcement  that  the  annual 
session  scheduled  for  New  York,  June  11  to  15, 
1945,  will  have  to  be  held  in  some  other  city  where 
adequate  facilities  will  be  available.  Under  the  di- 
rection of  the  Board  of  Trustees  necessary  investi- 
gations are  now  in  progress  and  definite  an- 
nouncement as  to  the  place  of  meeting  for  1945 
will  be  made  through  the  columns  of  The  Journal 
at  the  earliest  possible  time.” 
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EDITORIAL 


ON  MEDICAL  LEGISLATION 

During  the  legislative  season  each  issue  of 
the  Journal  of  the  American  Medical  Asso- 
ciation carries  a section  on  medical  legisla- 
tion. Judging  from  scanty  remarks  it  is 
difficult  to  estimate  the  attention  which 
this  department  receives,  but  we  suspect  that 
its  importance  is  too  much  and  too  frequent- 
ly overlooked.  It  is  our  impression,  and  we 
hope  that  we  are  wrong,  that  many  physi- 
cians have  adopted  a none  too  healthy,  fatal- 
istic attitude  regarding  our  law  makers. 
That  some  state  and  national  legislators  are 
unidealistic  politicians  under  boss  rule  is  un- 
doubtedly true.  But  whether  we  are  naive 
or  perhaps  overly  optimistic  it  is  nevertheless 
our  conviction  that  most  representatives  are 
honest  people  who  take  their  tasks  seriously 
and  exercise  their  duties  in  accordance  with 
their  principles  and  their  beliefs.  We  recog- 
nize of  course,  that  legislators  are  constantly 
under  pressure  from  many  groups — trying 
to  introduce,  promote,  or  defeat  bills,  but 
again,  we  doubt  that  many  congressmen  suc- 
cumb to  impositions. 

Where  medical  legislation  is  concerned  our 
law  makers  are  faced  with  a peculiar  dilem- 
ma. To  vote  intelligently  requires  informa- 
tion from  which  a point  of  view  must  be 
evolved.  If  the  information  is  one  sided  the 
concept  of  the  issue  necessarily  follows  the 
same  pattern.  And  if  his  constituents  at 
home  are  uncommunicative  the  legislator 
logically  interprets  the  silence  as  evidence  of 
consent  or  of  disinterest.  He  votes  for  or 
against  the  measure  usually  hoping  that  he 
was  right  in  his  judgment.  Sometimes  he 


hears  about  it  when  he  gets  home,  usually 
he  does  not,  unless  his  own  physician,  per- 
haps a personal  friend,  asks:  “What  in  the 
world  is  the  matter  with  you  fellows  out 
there?” 

There  is  seldom  a medical  bill  in  Congress 
which  directly  or  indirectly  does  not  affect 
the  civic  and  professional  life  of  every  prac- 
ticing physician.  Some  bills  are  necessary 
and  for  the  good  of  the  public.  Others  are 
an  expression  of  individual  brain  storm  or  of 
group  pressure,  too  often  without  regard  to 
desirability,  need,  or  economic  wisdom. 

Comparatively  few  legislators  possess  the 
background  by  which  they  can  impartially 
and  judiciously  analyze  and  evaluate  the 
merits  of  medical  bills.  With  the  office  of 
the  Council  on  Medical  Service  and  Public 
Relations  of  the  American  Medical  Associa- 
tion now  in  Washington,  information  on 
matters  pertaining  to  medicine  is  now  readi- 
ly available,  to  be  sure,  but  we  venture  the 
opinion  that  many  congressmen  are  not  fully 
aware  of  this  agency,  and  that  some  few 
who  know  about  the  office  have  not  yet  had 
the  time  to  become  accustomed  to  its  utiliza- 
tion. 

The  individual  physician  has  a duty  and 
an  opportunity  to  help  his  representative  in 
respect  to  medical  legislation.  Legislators 
are  human  beings  and  as  such  they  are  eager 
to  accomplish  their  task  as  well  as  is  pos- 
sible for  them.  They  are  interested  in  the 
views  of  their  constituents  at  home.  The 
views  of  the  doctor  in  the  district  are  espe- 
cially welcome,  provided  of  course  they  are 
based  on  logic  and  reason.  Through  the  ef- 
forts of  Dr.  J.  S.  Lawrence,  Director  of  the 
Council  on  Medical  Service  and  Public  Rela- 
tions, we  hope  to  publish,  as  the  material  is 
made  available,  medical  bills  which  have  been 
introduced  in  Congress,  with  short  explana- 
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tory  notes.  In  submitting  the  first  list  Dr. 
Lawrence  writes : 

“Your  congressman  will  appreciate  the  in- 
terest you  show  and  it  is  a good  public  rela- 
tions act  to  begin  your  correspondence  with 
your  congressman.’’ 


THE  NORTH  CENTRAL  CONFERENCE 
ON  MEDICAL  SERVICE 

Following  the  appearance  of  the  editorial 
on  the  National  Conference  on  Medical  Serv- 
ice in  the  February  issue  of  The  Journal, 
Dr.  J.  D.  McCarthy  of  Omaha,  pointed  out 
that  the  original  group  which  constituted  the 
Northwest  Medical  Conference,  reorganized 
in  1942  under  the  name  North  Central  Con- 
ference. The  group  felt  that  the  National 
Conference  on  Medical  Service  concerned  it- 
self with  problems  on  a national  scale,  and 
that  problems  of  the  North  Central  area 
should  receive  local  study  and  attention 
based  on  conditions  peculiar  to  this  region. 
Accordingly  the  North  Central  Conference 
includes  the  states  of  Minnesota,  Iowa,  Ne- 
braska, North  Dakota,  South  Dakota,  Wis- 
consin, and  Montana.  Montana  joined  the 
Conference  at  its  last  session  in  November, 
1944.  Each  state  sends  an  official  delegate 
to  the  annual  meetings  which  are  held  in  St. 
Paul,  Minn. 

The  Journal  is  grateful  to  Dr.  McCarthy 
for  bringing  the  historical  phases  of  these 
organizations  up  to  date.  Dr.  McCarthy  who 
is  a charter  member  of  the  original  Confer- 
ence, and  a past  president  of  the  National 
Conference,  is  the  delegate  of  this  state  to 
the  North  Central  Conference. 


THE  PHYSICAL  FITNESS  PROGRAM 
NEEDS  MEDICAL  GUIDANCE 

Most  of  us,  by  tradition  perhaps,  have  as- 
sociated the  term  “Physical  Fitness”  with 
the  familiar  photograph  of  a brawny,  helm- 
eted  individual,  hugging  a football,  wreck- 
lessly  dashing  for  an  imaginary  goal.  Indeed 
until  recently  the  physical  education  depart- 
ments of  our  high  schools  and  colleges  were 
the  only  groups  who,  to  an  appreciable  extent 
called  attention  to  the  problem  of  physical 
fitness.  To  be  sure,  the  athletic  directors 
are  concerned  mainly  with  youths  endowed 
with  beter  than  average  equipment  in 
weight,  stature,  as  well  as  agility,  qualities 
which  favor  outrunning,  out  jumping,  and 
generally  outwitting  the  rival  team. 

With  the  advent  of  Selective  Service  law 


and  particularly  in  the  past  few  months, 
since  the  Pepper  committee  has  called  atten- 
tion to  the  large  number  of  rejectees  because 
of  their  deficiencies  in  physical  standards, 
leaders  in  health  and  in  industry  have  ac- 
quired a new  concept  of  physical  fitness.  It 
is  not  strange  at  all  that  the  movement  to 
improve  our  national  health  should  receive 
wide  spread  attention  from  all  sources  direct- 
ly or  indirectly  interested  in  the  promotion 
and  maintenance  of  optimum  health  stand- 
ards. Government,  industry,  education,  all 
have  a stake  in  physical  fitness,  on  the  prac- 
tical theory  that  the  individual  or  the  group 
cannot  achieve  maximum  efficiency  in  pro- 
duction unless  there  is  maximum  freedom 
from  physical  handicap. 

This  is  neither  the  time  nor  the  place  to 
discuss  a detailed  or  even  a skeletal  program 
for  physical  fitness.  There  is  at  present,  to 
our  knowledge,  no  organized  program, 
though  governmental  and  industrial  organ- 
izations, together  with  representatives  of  the 
American  Medical  Association  are  working 
toward  that  end.  At  the  last  Annual  Con- 
ference of  State  Secretaries  and  Editors  the 
subject  received  much  attention.*  From  the 
discussion  one  must  conclude  that  there  is 
an  urgent  need  for  the  medical  profession  to 
exercise  active  leadership,  or  the  whole 
movement  will  deteriorate  into  a universal 
gymnastic  routine  with  the  principal  effort 
to  train  athletes  regardless  of  individual 
adaptability  or  physiologic  equipment  for 
such  an  arduous  career. 

The  Council  on  Physical  Fitness  has  out- 
lined the  purposes  of  the  movement  in  the 
following  platform: 

1.  Help  each  American  to  learn  physical  fitness 
needs. 

2.  Protect  against  preventable  defects. 

3.  Attend  to  correctable  defects. 

4.  Know  how  to  live  healthfully. 

5.  Act  to  require  fitness. 

6.  Set  American  standards  of  physical  fitness 
at  a high  level. 

7.  Provide  adequate  means  of  physical  develop- 
ment. 

To  the  physician  these  objectives  are  not 
new,  of  course.  We  have  been  exhorting  our 
patients,  our  women’s  clubs,  and  our  noon- 
day luncheon  groups  on  the  value  of  health- 
ful living,  for  years.  In  some  ways  we  have 
succeeded.  However,  it  takes  mass  think- 
ing and  mass  action  even  for  a good  cause 
to  receive  national  acceptance. 

♦J.A.M.A.,  Vol.  127,  p.  227  (Jan.  27)  1945. 
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FLOYD  L.  ROGERS,  M.  D. 


During  the  year  I have  been  impressed  by 
the  number  of  lay  organizations  and  indi- 
viduals who  have  come  to  me  expressing  a 
desire  to  cooperate  with  our  profession  in 
efforts  of  one  type  or  another.  These  have 
varied  from  plans  for  broad  social  change  to 
petty  individual  problems.  For  the  most 
part  they  have  been  some  type  of  educational 
plans  which  certain  organizations  or  indi- 
viduals desire  to  promote.  A number  of 
these  have  fit  in  with  the  work  which  our 
Association  is  now  doing  and  these  have  been 
referred  to  their  respective  committees. 
Many  others  have  been  such  that  it  does  not 
seem  possible  to  interest  ourselves  in  them 
during  the  stress  of  the  present  time. 

It  has  seemed  to  me  that  all  of  these  sug- 
gested projects  come  about  because  of  a 
great  confidence  which  the  public  has  in  our 
ability  to  do  good.  The  recent  advances  in 


therapy  and  anticipation  of  additional  ad- 
vances has  added  greatly  to  this  confidence. 
Today  the  public  is  giving  us  much  approval 
and  wants  more  of  what  we  have  to  give.  We 
have  done  much  along  the  line  of  public  edu- 
cation. We  have  done  much  in  cooperation 
with  lay  organizations  to  further  the, cause 
of  medicine.  ■ However,  for  the  most  part  we 
act  slowly  and  as  a rule  there  is  a consider- 
able lag  between  what  we  are  able  to  do  and 
what  we  do.  Much  good  could  be  accom- 
plished by  our  profession  if  supported  by  a 
confident  and  interested  public.  It  is  our 
duty  and  privilege  to  go  forward  with  many 
of  these  efforts,  and  it  is  also  ours  to  guide 
and  direct  them.  Many  examples  could  be 
cited  but  just  one  should  be  enough.  The 
people  of  Nebraska  could  be  freed  of  tuber- 
culosis. 


F.  L.  ROGERS,  M.D. 


A Study  of  Gonorrhea  m Women" 

The  Practical  Aspects  of  Preliminary  Findings  (1940-44) 

WILLARD  R.  COOKE,  M.D.,  and 
CHARLES  E.  LANKFORD,  M.A. 

Galveston.  Texas 


This  study  was  undertaken  by  the  Depart- 
ment of  Obstetrics  and  Gynecology  of  the 
University  of  Texas  in  1940  as  a part  of  the 
work  of  the  Special  Committee  on  Gonorrhea 
in  Women  of  the  U.S.P.H.S.  Since  this  com- 
mittee was  required  to  make  its  report  after 
an  inadequate  period  of  study  (actually  only 
four  months),  the  work  was  continued  on  a 
ten-year  basis,  of  which  four  years  have 
elapsed.  We  were  able  to  arrive  at  certain 
conclusions  very  early  in  the  study,  at  others 
since;  but  there  are  a number  of  points 
which  will  require  much  more  investigation. 
The  material  on  which  the  present  report 
is  based  consists  of  20,000  direct  cultures  on 
2,000  patients.  Since  this  paper  is  to  be  pre- 
sented before  a group  of  practicing  physi- 
cians for  whatever  value  it  may  have  in  the 
practical  application  of  our  findings,  little 
or  no  reference  will  be  made  to  bacteriologic, 
chemical,  or  statistical  technics  and  details. 

I.  The  incidence  of  gonorrhea  among  indi- 
gent women: 

All  patients  attending  the  Out-Patient  De- 
partment in  both  Obstetrics  and  Gynecology 
were  subjected  to  smear  and  culture,  regard- 
less of  the  condition  for  which  they  were  in 
attendance.  Of  the  978  individuals  attend- 
ing during  this  initial  period,  223  showed 
positive  cultures,  an  incidence  of  22.8%. 
Later,  the  study  of  large  numbers  of  pros- 
titutes brought  in  by  the  police,  and  the  rou- 
tine culture  of  all  Wassermann-positive  fe- 
male patients  attending  the  clinic  in  syphil- 
ology,  has  increased  this  ratio ; but,  since  the 
incidence  in  such  selected  groups  is  of  no 
particular  importance,  it  has  not  been  deter- 
mined. We  have  arrived  at  no  conclusion  in 
regard  to  the  factor  of  negative  error  in  the 
culture. 

II.  The  value  of  diagnostic  criteria : 

1.  Clinical  evidence  was  found  to  be  of 
no  real  value  in  establishing  a positive  or 
negative  diagnosis.  42.3%  of  the  cases  with 
positive  cultures  showed  little  or  no  dis- 
charge; only  33%  showed  profuse  dis- 
charge. Many  cases  without  the  slightest 
hint  of  gonorrhea  in  the  history  or  carefully 

*Read  before  76th  Annual  Assembly,  Nebraska  State  Medical 
Association,  Omaha,  May,  1944 
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made  physical  examination  had  repeated 
positive  cultures- — which  suggests  that  the 
at  least  temporarily  immune  carrier  exists 
and  is  a dangerous  factor  from  the  public 
health  viewpoint.  Conversely,  many  cases 
referred  to  the  clinic  with  a diagnosis  of 
gonorrhea,  and  many  who  came  voluntarily 
with  histories  of  the  previous  diagnosis  and 
“treatment”  of  gonorrhea,  had  repeated 
negative  cultures  and  were  found  to  have 
other  causes  for  their  symptomatology  — 
trichomoniasis  and  moniliasis  being  by  far 
the  most  frequent.  In  cases  of  recurrent  in- 
fection, the  appearance  of  the  cervix  was 
rarely  abnormal.  Cases  of  initial  salpingitis 
were  usually  bacteriogically  positive;  of  re- 
current salpingitis,  frequently  negative. 

2.  Smears  are  of  relatively  little  value — 
of  no  value  in  establishing  a negative  diag- 
nosis— since: 

a.  The  ratio  of  positive  cultures  to  posi- 
tive simultaneous  smears  was  2.72 — in  other 
words,  of  272  cases  positive  to  culture,  only 
100  would  show  positive  smears. 

b.  There  was  a rather  wide  variation  in 
the  percentages  of  false  positive  and  false 
negative  reports  made  from  smears  by  tech- 
nicians and  others  in  established  laboratories 
of  good  repute. 

c.  The  incidence  of  other  Neisseria  (in- 
cluding one  meningococcus),  although  only 
0.19%,  would  have  led  to  a false  positive  di- 
agnosis from  smears. 

3.  Cultures. 

We  feel  that  the  questions  of  the  technic, 
the  value,  the  cost,  and  the  practicability  of 
cultures  have  been  so  thoroughly  established 
that  there  is  no  reason  why  any  reasonably 
well-equipped  laboratory  should  ever  issue  a 
negative  report  except  on  the  basis  of  nega- 
tive culture.  A very  easily  prepared  medium 
(improved  Difco  Proteose-hemoglobin  agar) 
was  found  to  be  as  efficient  as  the  older  and 
more  complex  media.  If  the  agar  and  the 
hemoglobin  are  made  up  and  kept  separately 
in  the  icebox  in  tubes  or  flasks,  to  be  melted, 
mixed,  and  poured  into  Petri  dishes  just  be- 
fore using,  deterioration  is  slow  (two  weeks) . 
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The  plates,  however,  must  be  incubated 
promptly. 

4.  Choice  of  the  sulfonamide. 

Sulfapyridine  was  used  in  the  original 
study,  but  was  abandoned  on  account  of  the 
frequency  of  nausea,  although  we  observed 
no  other  untoward  reactions  of  consequence. 
Sulfathiazole,  sulfadiazine  and  sulfamerazine 
are  all  more  effective  than  sulfapyridine — in 
vitro  about  ten  times  as  effective. 

5.  Minimal  effective  dosage. 

After  considerable  experimentation,  we  ar- 
rived at  the  conclusion  that  20  grams  (4 
grams  daily  for  5 days)  is  the  minimal  gener- 
ally effective  dose,  and  that  larger  quanti- 
ties did  not  effect  a higher  percentage  of 
negative  cultures.  With  this  dosage,  the 
blood-sulfonamide  levels  averaged  2-3  mg.% 
with  a range  of  less  than  1 to  20  mg.%.  It 
is  therefore  unnecessary  to  maintain  a check 
on  the  blood  levels  during  treatment. 
Neither  is  it  absolutely  necessary  to  check 
for  anemia  by  repeated  blood  counts,  al- 
though it  is  a safeguard  in  practice. 

6.  The  sulfonamide-resistant  organism. 

In  our  first  series  of  223  cases,  there  were 
few  failures  to  induce  a negative  culture 
through  treatment.  Later,  however,  cases 
with  positive  culture  after  complete  treat- 
ment began  to  appear.  At  the  end  of  two 
years,  approximately  20%  of  the  cases 
proved  sulfonamide-resistant-strain  infec- 
tion only;  many  additional  cases  of  salpin- 
gitis are  drug-resistant  despite  infection 
with  sensitive  strains.  At  first,  these  cases 
occurred  in  previously-treated  individuals, 
raising  the  question  as  to  whether  the  gono- 
cocci themselves  had  acquired  a specific  re- 
sistance to  the  sulfonamides,  or  whether 
there  had  been  some  alteration  of  the  chem- 
istry of  the  human  organism  operating  to  in- 
terfere with  the  effective  sulfonamide- 
human-gonococcal  combination.  Quite  ex- 
tensive studies  of  the  tolerance  to  sulfona- 
mides in  the  resistant  strains  in  vitro  indi- 
cate that  gonococci  possess,  or  can  develop, 
certain  chemical  changes  making  them  high- 
ly resistant  to  the  sulfonamides.  Certain 
strains  never  exposed  to  sulfonamide  therapy 
possess  the  characteristic — in  other  words  a 
native  resistance  does  exist.  Both  the  native 
and  the  acquired  resistance  may  be  tempor- 
arily lost,  but  rarely  long  enough  for  com- 
plete eradication  of  the  infection  in  the  in- 
dividual 


7.  Recurrent  gonococcal  infection. 

The  ancient  argument  in  regard  to  re- 
infection versus  relighting  of  a latent  infec- 
tion is  not  yet  settled — and  cannot  be  except 
through  the  absolute  isolation  of  culture- 
negative cases  over  long  periods  of  time. 
Obviously,  it  is  impossible  to  carry  out  such 
an  experiment ; even  in  prisons  for  women 
where  there  is  isolation  from  male  contact, 
the  possibility  of  accidental  reinfection  or 
of  reinfection  through  homosexual  contact 
cannot  be  excluded.  We  have,  however,  ob- 
tained a good  deal  of  evidence  that  relighting 
of  a latent  infection  may  occur,  even  after  ap- 
parently successful  treatment.  A fair  sam- 
ple of  this  evidence  is  a recent  case. 

This  patient  was  infected  with  a sulfonamide- 
resistant  strain  which  yielded  negative  cultures 
promptly  upon  the  institution  of  treatment  with 
penicillin.  She  was  in  the  hospital  for  a month, 
with  consistently  negative  cultures  even  during  men- 
struation, and  left  the  hospital  with  a negative  cul- 
ture taken  on  the  first  day  of  her  second  bleeding 
phase.  Five  days  later,  on  the  last  day  of  men- 
struation, she  yielded  a positive  culture.  Although 
her  vigorous  denial  of  intercourse  is  not  scientifical- 
ly acceptable,  the  very  short  interval  makes  it  im- 
probable that  the  culture  was  obtained  from  a newly- 
introduced  infection. 

8.  The  prevention  of  ophthalmia  neona- 
torum. 

Every  patient  attending  the  Obstetrics 
Out-Clinic  was  cultured,  and  if  positive, 
treated.  To  date,  no  case  of  puerperal  gono- 
coccal infection  or  of  ophthalmia  lias  oc- 
curred (of  course,  the  usual  prophylaxis 
against  ophthalmia  was  carried  out).  There 
has  been  no  case  of  puerperal  positive  culture 
except  in  sulfonamide-resistant  cases. 

9.  The  problem  of  persistently  recurrent 
salpingitis  is  unsolved.  From  earlier  studies, 
we  had  made  the  tentative  conclusion  that 
organisms  other  than  the  gonococcus  were 
probably  dominant  in  recurrent  cases  and  in 
the  cases  of  extreme  tissue  damage.  Most 
of  these  persistently  recurrent  salpingitides 
coming  under  the  present  study  occurred  in 
cases  of  reinfection  or  of  sulfonamide-fast 
infection ; yet  there  were  others  whose  cul- 
tures were  negative  in  spite  of  active  ad- 
nexoperitonitis.  Altogether,  it  is  becoming 
obvious  that  our  early  hope  of  the  practical 
abolition  of  the  necessity  for  operation  in 
cases  of  salpingitis  has  been  shattered. 

10.  The  effect  of  the  sulfonamides  on 
actual  suppurative  processes  has  been  inter- 
esting. In  the  cases  of  acute  severe  pelvic 
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peritonitis  from  initial  infections,  the  appar- 
ent result  has  been  the  abrupt  halting  of  the 
suppurative  process:  leaving,  however,  a 
briefly  active  serous  exudative  inflamma- 
tion. In  such  cases,  the  fever  and  other  evi- 
dences of  active  infection  subside,  but  the  pa- 
tient develops  a condition  which  is,  on  exam- 
ination, indistinguishable  from  pelvic  ab- 
scess. At  operation  (colpotomy),  the  con- 
tent of  the  supposed  abscess  is  found  to  be 
a remarkably  clear  serous  exudate  (pelvic 
hydrocele).  In  cases  of  acute  pelvic  peri- 
tonitis developing  from  a recurrent  salpin- 
gitis. the  sulfonamides  have  little  effect  in 
preventing  suppuration.  In  every  one  of 
these  cases,  organisms  other  than  the  gono- 
coccus have  been  found,  and  in  not  one  has 
there  been  a positive  culture  for  gonococcus. 
The  same  may  be  said  in  regard  to  pyosal- 
pinx  and  pachysalpingitis  (which  are  clinical- 
ly indistinguishable) . 

11.  Fever  therapy. 

The  results  of  fever  therapy  have  been  al- 
together disappointing.  Few  cases  have 
shown  persistently  negative  cultures  after 
this  form  of  treatment.  Somewhat  better  re- 
sults have  been  obtained  by  giving  a sulfona- 
mide during  the  actual  stay  of  the  patient  in 
the  hvpertherm. 

12.  Penicillin. 

Our  observations  in  regard  to  penicillin 
to  date  have  been  identical  with  those  in  re- 
gard to  the  sulfonamides.  (Fig.  3).  Penicil- 
lin will  produce  negative  cultures  in  many 
cases  of  sulfonamide-resistant  infection ; yet 
penicillin-resistant  cases  have  occurred  with 
the  relatively  low  dosage  employed — 50,000 
to  100,000  Oxford  Units.  The  nature  of  this 
resistance  has  not  been  determined  (although 
penicillin-resistant  strains  were  not  in- 
volved). To  date,  42%  of  our  cases  treated 
successfully  with  penicillin  have  returned 
with  positive  cultures.  In  all  of  these,  re- 
infection was  probable,  yet  the  question 
arises  as  to  whether  penicillin  actually  de- 
stroys the  organism  or  merely  reduces  it  to 
a temporary  latency. 

13.  The  actual  permanent  cure  of  gono- 
coccal infection  depends  upon  the  elimination 
or  successful  treatment  of  the  infected  con- 
tact. If  a woman  has  multiple  contacts,  or  if 
her  sole  contact  is  not  simultaneously  suc- 
cessfully treated,  reinfection  is  certain  to  oc- 
cur. Repeated  treatment  of  reinfection  is 
very  apt  to  bring  about  a sulfonamide-fast 
condition  in  the  organisms. 


14.  The  determination  of  the  ultimate 
risk  of  repeated  sulfonamide  treatment  will 
depend  upon  the  lifetime  follow-up  study  of 
an  adequate  number  of  cases.  There  is  al- 
ready some  evidence  that  permanent  dam- 
age, particularly  to  the  kidneys,  may  be  done. 
The  pernicious  custom  of  irrational  dosage 
with  sulfonamides  for  any  and  every  type 
of  infection,  regardless  of  the  well-known 
limitations,  may  establish  a sensitivity  which 
will  prohibit  the  use  of  these  drugs  in  cases 
of  serious  infections  which  could  otherwise 
be  cured.  This  is  not  so  important  in  regard 
to  gonorrhea  as  in  regard  to  such  fatal  infec- 
tions as  meningitis,  pneumonia,  and  puer- 
peral infection.  We  have  already  begun  to 
wonder  whether  we  are  justified  in  the  re- 
peated treatment  of  gonorrhea  in  women 
whose  reinfection  is  certain,  thus  possibly  de- 
priving them  of  a life-saving  drug  in  some 
future  more  serious  illness. 

NOTES  ON  BACTERIOLOGIC  AND  CLINICAL  RESPONSE 
OF  GONOCOCCUS  TO  SULFONAMIDES 

In  an  effort  to  correlate  in  vivo  and  in  vitro  response  of 
the  gonococcus  to  su'fonamides,  approximately  3,000  strains  from 
500  female  patients  have  been  tested  for  sulfathiazole  tolerance. 

A.  Method  of  Studying  In  Vitro  Sulfonamide  Tolerance  of 
the  Gonococcus. 

1.  Pure  cultures  are  plated  on  agar  containing  graded 
concentrations  of  sodium  sulfathiazole.  Twelve  concentrations 
from  0.001  to  10.0  mg.  percent  are  employed. 

2.  The  highest  concentration  of  sulfathiazole  (in  mg.  per- 
cent) which  permits  growth  is  designated  the  “Sulfathiazole 
Tolerance”  of  the  strain. 

3.  After  studying  a ’arge  series  of  cases  it  was  arbitrarily 
decided  that  strains  having  a tolerance  of  0.25  mg.%  or  above 
are  “resistant,”  those  below  “sensitive.”* 

4.  In  many  cases,  particularly  in  uncomplicated  gonorrheal 
cervicitis,  there  is  a good  correlation  between  clinical  response 
and  in  vitro  “tolerance.” 

B.  The  Incidence  of  Sulfathiazole  “Resistant”  Strains. 

1.  General  distribution  of  strain  tolerance. 

a.  The  range  of  in  vitro  tolerance  is  extremely  wide,  with 
a typical  distribution  curve  between  the  extremes  0.001  to  50.0 
mg.  percent  (50,000  fold  difference). 

b.  Approximately  33%  of  the  strains  from  500  patients  are 
resistant.  Both  sensitive  and  resistant  strains  were  obtained 
from  many  patients  at  different  times. 

2.  Racial  differences  in  strain  resistance. 

a.  White  women  have  a strikingly  greater  number  of  resistant 
strain  infections:  64%  of  100  patients  (and  58%  of  42  Mexican 
women). 

b.  The  resistance  of  these  strains  is  generally  higher  than 
those  found  in  Negro  women,  and  shows  little  tendency  to  re- 
vert to  sensitivity. 

c.  An  additional  10-15%  of  white  women  are  refractory  to 
sulfathiazoletherapy  because  of  chronic  salpingitis  — despite 
sensitive  strains  of  the  gonococcus. 

d.  In  Negro  women  the  incidence  of  “resistant”  strains  is 
approximately  28%  of  358  patients.  In  many  cases  this  re- 
sistance is  of  short  duration,  the  strain  reverting  to  sensitivity. 
On  the  other  hand,  “sensitive’”  strains  often  became  “resistant,” 
either  as  a consequence  of  sulfonamide  therapy  or  for  no 
apparent  reason. 

e.  A high  proportion  of  treatment  failures  in  Negro  women 
appears  to  be  due  to  comp’ications,  i.e.,  pelvic  inflammatory 
disease. 

f.  The  relative  number  of  apparent  cures  in  Negro  women  is 
probably  greater  than  in  white  women. 

3.  Increasing  incidence  of  “resistant”  strains. 

a.  During  the  first  10  months  of  this  study  (1942-43),  the 
overall  incidence  of  resistant  strains  was  28%  ; during  the  last 
10  months  (1943-44)  it  was  43%. 

b.  The  increasing  incidence  of  resistant  strains  is  reflected 
by  all  three  racial  groups  : 


Negro  21%  36% 

White  58%  65% 

Mexican  36%  55% 


4.  Probable  cause  of  increasing  sulfonamide  resistance. 

*An  “intermediate”  or  “partially  resistant”  range  from  0.1 
to  0.25  mg.%  might  be  used,  but  is  omitted  here  for  sake  of 
clarity. 


“Volume  30 
Number  3 


GONORRHEA  IN  WOMEN:  COOKE,  LANKFORD 


83 


a.  Selection  of  resistant  strains  by  elimination  of  sensitive 
strains.  (It  has  been  shown  that  sulfonamide-resistant  existed 
prior  to  the  introduction  of  sulfonamides). 

b.  Transmission  of  resistant  strains. 

c.  Acquisition  of  resistance  by  previously  sensitive  strains. 

C.  Types  of  Clinical  Response  to  Sulfonamides. 

1.  Sensitive  strain-responsive  case. 

a.  Characterized  by  early  clinical  and  bacteriologic  response. 

b.  May  include  all  clinical  types,  but  principally  uncompli- 
cated cervicitis  or  urethritis,  acute  or  chronic. 

c.  May  not  always  respond  to  first  course,  but  usually  to 
second. 

2.  Initially  resistant  strain. 

a.  Usually  no  clinical  response — symptoms  may  even  be  ag- 
gravated and  extension  occur  during  treatment. 

b.  Culture  remains  positive  during  and  after  treatment,  de- 
spite high  blood  levels  of  sulfathiazole. 

. c.  The  resistance  of  the  culture  may  increase  still  further ; 
this  is  particularly  true  of  strains  in  the  lower  part  of  the 
“resistant”  range. 

d.  There  is  evidence  that  these  resistant  strains  are  con- 
tracted from  other  resistant  cases. 

e.  Initially  resistant  strains  may  be  found  in  all  clinical 
types  ; they  are  far  more  common  in  white  women  than  in 
Negroes. 

3.  Sensitive  strain-resistant  case. 

a.  Usually  a temporary  clinical  improvement. 

b.  Following  treatment  the  symptoms  may  return  or  the 
patient  become  a carrier. 

c.  The  cervical  culture  becomes  negative  during  treatment 
and  for  varying  lengths  of  time  afterward. 

d.  The  bacteriological  (and  clinical)  relapse  may  occur  from 
a week  to  6 months  or  more  later.  It  often  coincides  with  a 
menstrual  period. 

e.  The  same  picture  of  early  response  with  subsequent  re- 
lapse may  occur  time  and  time  again  in  the  same  patient, 
sometimes  with  great  regularity. 

f.  It  is  often  difficult  or  impossible  to  differentiate  relapse 
and  reinfection  in  these  patients. 

g.  Salpingitis,  and  sometimes  pregnancy,  is  a frequent  fea- 
ture of  these  cases  (also  occluded  glands,  avascular  and  cica- 
tricial lesions,  poor  drainage,  etc.)  Possibly  due  to: 

(1)  Failure  of  drug  to  penetrate  infected  tubal  lesion  ; 
antagonism  of  sulfonamide  inhibitors  in  inflammatory  exudates. 

(2)  Exacerbation  of  salpingitis  and  cervical  reinfection  from 
above  may  account  for  bacteriological  relapse. 

4.  Acquired  strain  resistance. 

a.  Strain  resistance  may  increase  from  10  to  1,000-fold  fol- 
lowing an  unsuccessful  course  of  sulfonamide. 

b.  The  increase  in  resistance  is  independent  of  dosage ; prob- 
ably dependent  on  ability  of  strain  to  produce  resistant  vari- 
ants. 

c.  Symptoms  usually  abate  temporarily  during  treatment,  to 
return  later  following  incubation  period  of  surviving  resistant 
cells  ; or  carrier  state  may  intervene. 

d.  Usually  negative  culture  during  and  immediately  after 
treatment  during  the  “reincubation”  period. 

e.  Once  the  strain  has  developed  resistance,  the  case  then  re- 
sponds to  further  courses  of  sulfonamide  like  initially  resistant 
case. 

f.  Further  increase  in  strain  resistance  may  follow  a second 
course  of  sulfathiazole. 

g.  Reversion  to  sensitivity  may  occur  after  a varying  length 
of  time. 


h.  The  duration  of  resistance  is  quite  variable ; few  days  to 
over  a year  in  some  cases. 

5.  Loss  of  resistance. 

a.  Reversion  to  sensitivity  may  occur  in  both  initially-resist- 
ant  cases  and  those  of  acquired  resistance. 

b.  Reversion  may  permit  successful  sulfonamide  therapy ; or 
resistance  may  again  develop. 

c.  Reversion  may  follow  immediately  an  unsuccessful  course 
of  sulfathiazole  or  fever  therapy,  but  this  does  not  always  oc- 
cur. 

d.  Factors  influencing  reversion  are  unknown  ; may  be  im- 
munological, chemical,  or  physical  factors  of  host. 

e.  Both  reversion  and  acquisition  of  strain  resistance  are  far 
more  common  in  Negroes  than  in  whites. 

6.  Miscellaneous  responses. 

a.  Resistant  strain-responsive  case  ; occurs  only  with  strains 
in  lower  “resistance”  range.  Possible  causes : 

(1)  Right  combination  of  conditions  for  cure — -high  drug 
level,  good  drainage,  etc. 

(2)  Undetected  reversion  to  sensitivity. 

(3)  Tests  for  cure  not  adequate. 

(4)  Spontaneous  cure  due  to  natural  defense  mechanisms. 

b.  Resistant  to  first  course  sulfathiazole,  responsive  to  second 
or  third. 

(1)  Pathological  character  of  lesion  favorably  influenced. 

(2)  Reversion  to  sensitivity. 

c.  Variable  results  in  strain  sulfathiazole  tolerance. 

(1)  Technical  errors. 

(2)  Multiple  infections  and  reinfections — two  or  more  types 
have  been  detected  in  same  patient. 

(3)  May  be  day  to  day  variation  of  some  strains  with  sub- 
sequent selection  by  favorable  (hypothetical  and  unknown)  body 
conditions. 

D.  Impressions  of  Treatment  Other  Than  Sulfonamides. 

1.  Fever  therapy. 

a.  Fever  therapy  alone — of  little  value ; probably  not  more 
than  20%  “apparent  cures.” 

b.  Combined  sulfonamide-fever  therapy  (4  grams  sulfathiazole 
on  day  preceding  fever  therapy  ; 2 grams  morning  ; and  2 grams 
sodium  sulfadiazine  I.V.  at  height  of  fever). 

Results  somewhat  better — perhaps  40  to  50%  apparent  cures. 

2.  Local  sulfonamide  therapy.  Vaginal  insufflations  and 
suppositories  of  no  value  in  few  cases  observed  of  resistant 
strain  infection. 

3.  Conization  of  cervix.  No  value  in  few  cases  observed. 
(As  regards  bacteriological  results). 

4.  Bilateral  salpingectomy  and  hysterectomy  (and  sulfa- 
thiazole). 

a.  Sub-total.  Infection  persists  in  cervical  stump  if  sul- 
fonamide resistant ; reinfection  common. 

b.  Total.  Sulfonamide-resistant  strain  may  persist  in  vagina 
and/or  urethra. 

(Only  a few  cases  followed). 

5.  Penicillin. 

a.  Of  150  strains  from  100  patients  tested  by  in  vitro  method, 
none  were  resistant. 

b.  Both  bacteriological  and  clinical  response  is  rapid. 

c.  In  the  failures,  acquired  penicillin  resistance  was  not  ob- 
served. 

d.  Dosage  of  100,000  Oxford  Units  may  be  adequate  for  un- 
complicated gonorrhea ; probably  not  for  all  cases  gonorrheal 
salpingitis. 

e.  200,000  (or  more)  O.U.  in  12  to  24  hours  might  be  effec- 
tive in  salpingitis  where  lower  levels  would  not  maintain  a bac- 
teriostatic concentration  gradient  in  these  foci. 


* * ❖ 


IN  THIS  ISSUE 


A MOST  interesting-  discussion  on  gonor- 
rhea in  women  was  presented  at  the  last 
Annual  Assembly  of  our  Association.  Those 
who  heard  it  will  enjoy  reading  it;  those 
who  did  not  hear  it  will  benefit  by  the  in- 
formation Dr.  Willard  R.  Cooke  of  Galveston, 
Texas,  offers  on  page 80 

AS  PART  of  a symposium  on  industrial 
surgery  read  before  the  Assembly  in  May  of 
last  year,  we  present  a paper  on  Head  In- 
juries, particularly  those  concerned  with 
fractures  of  the  skull.  The  author  is  Ted 
Riddell  of  Scottsbluff.  It  is  a simple,  prac- 


tical discussion  of  value  to  every  practicing 
physician.  You  will  find  the  paper  on 
page 84 

A PRACTICAL  discussion  on  Sterility  in 
the  Male  is  presented  by  Dr.  Payson  Adams. 
Read  it  on  page 86 

MANY  members  attended  the  Round  Table 
discussion  on  Industrial  Health  at  the  last 
Annual  Assembly.  Many  of  those  attending 
requested  publication  of  the  discussion.  It  is 
here  presented  as  it  was  taken  down  by  the 
stenotypist.  You  will  find  it  on  page  90 


Head  Injuries  Consisting-  of  Fractures  of 
the  Skull  " 

TED  E.  RIDDELL,  M.D.,  F.A.C.S 
Scottsbluff,  Nebraska 


Fractures  of  the  skull  may  be  classified 
as  simple  and  compound. 

Simple  fractures  of  the  skull  are  the  more 
common  of  the  two,  but  they  can  be  just  as 
distressing  to  the  surgeon  as  are  the  com- 
pound type.  Ordinarily  a simple  basal  frac- 
ture is  characterized  by  hemorrhage  and  loss 
of  spinal  fluid  through  the  ear  on  the  side 
of  the  fracture;  a fracture  of  the  middle 
fossae  is  more  often  accompanied  by  some 
type  of  paralysis  either  sensory  or  motor, 
or  both,  and  a fracture  of  the  anterior  fossa 
by  escape  of  fluid  through  the  nasal  passage. 
Briefly,  if  the  attitude  of  the  patient  is  main- 
tained to  better  afford  drainage  of  these 
parts  and  no  stopping  up  or  mechanical  ob- 
struction of  the  passages  is  carried  out,  the 
probability  of  infection  is  not  worse  than  in 
other  wounds.  The  treatment  is  practically 
the  same  as  of  compound  fractures  minus 
the  surgical  procedures.  Constitutional  sup- 
port, rest,  quiet,  maintenance  of  proper 
water  balance  along  with  special  treatments 
as  indicated  is  the  proper  method  of  hand- 
ling. 

Compound  fractures  of  the  skull  are 
characteristically  known  for  their  higher 
mortality  rate;  and  they  are  perhaps  the 
most  delicate  in  the  procedure  of  treatment 
of  any  type  of  fracture. 

From  the  first,  let  us  analyze  the  mean- 
ing of  a compound  fracture  of  the  skull. 
It  is  a fracture  of  the  cranial  vault  which, 
because  of  accompanying  scalp  injury,  has 
communicated  with  the  outside,  and  which 
invariably  is  depressed,  comminuted  and 
multiple. 

Depending  upon  the  location,  there  is  most 
certainly  a loss  of  spinal  fluid,  injured  brain 
tissue,  and  always  potentially  an  infected 
wound.  I feel  that  all  compound  head  in- 
juries should  be  treated  as  wounds  which 
have  become  infected. 

Let  us  digress  a moment  and  try  to  visual- 
ize the  inside  of  the  cranial  vault  and  its 
injured  brain.  Invariably  the  dura  has  been 
penetrated  and  the  pia  mater  is  in  full  view ; 
and  if  the  blow  has  been  sufficicent  to  frac- 

*Read  before  76th  Annual  Assembly,  Nebraska  State  Medical 
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ture  the  skull,  certainly  the  brain  has  suf- 
fered a severe  contusion,  which  from  early 
pathological  nomenclature  would  be  termed 
a type  of  inflamation  caused  by  trauma. 

Since  the  ordinary  causes  of  an  inflamma- 
tion are  infections,  trauma,  chemical  and  the 
elements,  we  are  now  confronted  with  a 
wound  caused  by  trauma  and  accelerated  by 
a potential  infection.  In  other  words,  a con- 
tused, lacerated  brain  which  follows  out  the 
characteristics  of  any  inflammation,  and  that 
is,  that  it  has  lost  part  or  all  of  its  function, 
depending  entirely  upon  the  severity  of  the 
injury. 

It  is  to  be  expected  that  our  patient  would 
be  in  shock,  suffering  from  the  loss  of  blood 
and  spinal  fluid,  and  would  have  a dirty 
wound.  Consequently,  the  first  procedure 
to  be  carried  out  is  to  combat  the  shock,  by 
applying  external  heat,  replenishing  body 
fluids  with  plasma  and  normal  saline,  cardio- 
vascular support,  and  advantageous  position 
of  the  body,  along  with  chemotherapy. 

As  soon  as  there  has  been  a response  to 
shock  treatment,  the  patient  should  have  the 
head  shaved  and  under  sterile  technique  the 
fragmented  portions  of  the  skull  gently 
raised,  removed,  or  replaced.  The  wound 
should  never  be  invaded  with  anything  but 
sterile  normal  saline  and  all  foreign  articles 
should  be  irrigated  out  or  surgically  removed 
with  great  care  not  to  add  insult  to  injury. 
I feel  that  the  application  of  antiseptic  solu- 
tions, only  add  their  share  of  irritation  to  the 
wound,  and  this  materially  increases  the 
magnitude  of  the  pathology. 

After  a thorough  irrigation  and  debride- 
ment of  the  injured  scalp,  the  dura  mater 
should  be  closed  with  triple  000  chromic  cat 
gut  and  the  skull  itself  should  be  realigned 
and  reduced  by  a technique  calling  for  sutur- 
ing of  the  fragments  in  position.  For  this 
extremely  fine  stainless  steel  suture  should 
be  used. 

In  my  experience  sulfanilamide  (two 
grams)  in  the  wound  has  aided  materially 
in  the  healing  process. 

The  above  surgical  procedure  to  repair  the 
cranial  vault  can  be  readily  carried  out. 
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Traumatizing  the  patient  as  well  as 
jeopardizing  his  life  by  being  too  eager  to 
get  his  head  x-rayed  often  cuts  down  his 
chances  for  recovery.  To  me,  x-ray  taking 
with  the  resultant  delay  and  shock  are  not 
as  valuable  in  making  a prognosis  as  the 
careful  clinical  technique  in  handling  the  in- 
jured patient.  Unconscious  patients  should 
always  be  transported  with  the  head  lower 
than  the  rest  of  the  body  so  that  there  is 
no  chance  of  their  drowning  from  their  own 
hemorrhage.  I have  seen  many  patients 
practically  given  no  chance  of  recovery  by 
extensive  rough  handling  from  excited 
nurses  and  doctors. 

After  the  head  has  been  cared  for  and  the 
patient  is  back  in  bed  with  the  foot  of  the 
bed  elevated,  the  head  is  sand-bagged  bi- 
laterally for  maintenance  of  position,  the 
room  darkened,  and  a quiet  zone  instituted. 
These  two  therapeutic  points  I have  always 
thought  were  beneficial  to  a brain  which  is 
irritated  to  a degree  where  it  is  no  longer 
capable  of  corelating  stimuli. 

I have  always  felt  that  as  long  as  the  eye 
grounds  showed  no  evidence  of  intracranial 
pressure,  that  it  is  far  better  to  keep  a needle 
out  of  the  spinal  canal ; either  at  the  cisternal 
or  at  the  lower  levels,  since  the  diagnostic 
advantage  might  be  offset  by  further  injury 
to  the  brain.  We  must,  after  pressure  has 
been  released  above  or  through  loss  of  spinal 
fluid,  resort  to  body  support  by  intravenous 
glucose  and  saline  solution,  to  hold  the  pa- 
tient in  the  proper  fluid  balance.  Great  care 
must  be  exercised,  in  this  procedure,  since 
it  is  just  as  possible  to  give  too  much  fluid, 
as  it  is  not  to  give  enough.  The  same  applies 
to  glucose. 

I then  recommend  the  administration  of 
of  sodium  sulfadiazine  to  a blood  level  of  not 
less  than  6 and  not  more  than  12.5  mgm.  per 
100  cc.,  and  a determination  should  be  made 
daily.  At  a later  date,  if  blood  loss  war- 
rants it,  transfusion  of  whole  blood  should 
be  given  to  regain  somewhere  near  the  nor- 
mal red  blood  count.  Management  and 
treatment  from  the  time  of  the  first  surgical 
maneuver,  that  is,  from  replacements  of  the 
fragments  until  consciousness  returns,  is 
controlled  entirely  by  the  extent  of  the  in- 
jury, and  the  surgeon  must  not  get  away 
from  his  first  conception  of  visualization  of 
the  injured  brain  in  his  treatment.  He  must 
ably  reckon  with  the  pathology  of  the  brain 


and  its  ability  to  return  to  normal,  with  the 
aid  of  his  constitutional  treatment,  in  mak- 
ing his  guarded  prognosis  in  all  cases. 

Complications  are  multiple  in  this  type  of 
injury,  and  one  should  always  be  on  the 
look-out  for  paralysis,  meningitis,  pneu- 
monia from  pre-treatment  exposure,  cardio- 
vascular, and  genito-urinary  injuries.  These 
can  be  associated  with  the  original  injury  or 
can  develop  later.  One  of  the  other  frequent 
post-operative  complications  is  cerebral 
hernia.  In  two  cases  I have  had  good  suc- 
cess with  a transplant  of  the  outer  table  of 
the  skull  into  the  herniated  area.  Healing 
takes  place  rapidly  if  the  graft  is  sutured  in 
place.  Still  another  of  the  complications  is 
a Jacksonian  type  of  epilepsy,  the  result  of 
injured  or  scarred  meningeal  tissues.  This 
complication  may  or  may  not  develop  readily, 
but  is  always  to  be  taken  into  consideration. 
If  neurological  complications  develop,  it  is 
well  to  seek  council  with  a good  neurolo- 
surgeon. 

The  study  of  simple  and  compound  frac- 
tures of  the  skull  is  a large  field  which  can 
in  no  manner  be  covered,  but  can  only  be 
touched  in  the  allotted  15  minutes. 

In  conclusion  I want  to  stress  again  that 
the  greatest  point  in  caring  for  these  cases, 
and  I might  say,  the  hardest  element  in  the 
treatment,  is  to  keep  from  trying  to  do  too 
much  after  the  initial  shock  is  under  control 
and  surgical  repair  is  done.  Over  treatment 
is  as  disastrous  as  insufficient  treatment. 

Good  'early  surgical  technique,  proper  con- 
stitutional support,  careful  chemotherapy, 
and  watchful  repair  of  the  pathology  are  di- 
rectly responsible  for  recovery. 

The  prognosis  in  both  simple  and  com- 
pound fractures  of  the  skull  can  be  best 
be  sumed  up  by  saying  that  the  longer  the 
patient  is  unconscious,  the  more  guarded 
should  he  the  prognosis. 


PENICILLIN  FOR  PERITONITIS 

Investigations  with  animals  indicate  that  penicil- 
lin should  prove  to  be  effective  as  an  adjunct  to 
surgery  in  the  treatment  of  battle  wounds  of  the 
abdomen  and  appendicitis  and  its  complications, 
such  as  peritonitis,  Lieutenant  Commanders  G.  B. 
Fauley  and  T.  L.  Duggan,  U.S.N.R.;  Lieutenant 
(jg)  R.  T.  Stormont,  U.S.N.R.,  and  Lieutenant  C. 
C.  Pfeiffer,  U.S.N.R.,  report  in  The  Journal  of 
the  American  Medical  Association  for  December  30. 


Sterility  in  the  Male* 

PAYSON  ADAMS,  M.D. 
Omaha,  Nebraska 


It  is  estimated  that  somewhat  more  than 
10%  of  all  marriages  in  the  United  States 
and  England  are  sterile.  There  are  two  mil- 
lion childless  couples  still  in  the  child-bear- 
ing age  in  the  United  States  alone.  The  ster- 
ility problem,  therefore,  is  of  real  import- 
ance. 

Historically,  women  have  born  the  brunt 
of  condemnation  for  childless  marriages. 
Probably  this  is  so  because  the  ego  of  the 
male  will  not  permit  him  to  be  accused  of 
sterility  — confusing,  as  he  does,  sterility 
with  diminished  virility.  Too,  while  the 
medical  profession  knows  the  important  role 
the  male  holds,  he  is  still  not  infrequently 
neglected  or  is  relegated  to  a relatively  un- 
important place  in  dealing  with  the  sterile 
couple.  It  is  now  known  that  20  to  50% 
of  sterile  marriages  are  due  to  sterility  in 
the  male.  Thirty  per  cent  is  a reasonable 
figure  for  statistical  purposes.  Certainly, 
then,  one-third  of  our  efforts  should  be  di- 
rected to  the  male. 

If  we  accept  the  importance  of  the  male 
in  the  sterile  couple’s  problem,  the  most 
logical  approach  would  be  to  obtain  a speci- 
men of  the  male  ejaculate  for  examination 
early  in  the  investigation,  unless  the  female 
is  obviously  completely  and  irrevocably 
sterile  and  there  is  no  object  in  pursuing  the 
subject  further.  Examination  of  the  male 
ejaculate  is  so  easily  carried  out  that  it 
should  be  one  of  the  first  procedures  after 
the  female  is  investigated  by  history,  general 
physical  and  pelvic  examinations.  Seminal 
analysis  should  certainly  be  done  before  more 
detailed,  time-confusing  and  expensive  exam- 
inations, such  as  the  Rubin  test,  endocrine 
studies,  edometrial  biopsies,  etc.,  are  carried 
out  on  the  female. 

The  male  ejaculate  may  be  obtained  from 
the  vagina  after  intercourse — the  so-called 
Hunner  test — but  for  simplicity  it  is  best 
obtained  otherwise.  The  ejaculate  specimen 
should  be  collected  in  a small,  clean,  dry 
glass  container  by  withdrawal  at  the  time 
of  intercourse,  not  sooner  than  four  days 
after  the  last  intercourse.  I have  no  real 
objection  if  the  specimen  is  collected  in  a 
condom,  although  theoretically  the  condom 
may  affect  the  viability  of  the  sperm  un- 
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favorably.  If  a condom  is  used,  it  should  be 
washed  and  dried  before  use  and  the  ejacu- 
late should  be  emptied  immediately  into  a 
clean,  dry  glass  container.  This  is  best  ac- 
complished by  holding  the  condom  over  the 
container  and  snipping  the  closed  end  with 
a sharp  pair  of  scissors.  In  this  way  the  se- 
men will  come  into  contact  with  the  mini- 
mum amount  of  rubber.  The  container 
should  be  kept  at  moderate  temperature — 
room  temperature  is  satisfactory  — and 
should  not  be  exposed  to  extreme  of  heat 
or  cold.  Body  temperature  is  unfavorable 
to  sperm  activity.  Sperms  are  stored  in  the 
tail  of  the  epididymis,  not  in  the  seminal 
vesicles,  where  they  are  at  a lower  tempera- 
ture than  body  temperature.  The  specimen 
should  be  transported  to  your  office  within 
one  hour.  By  this  time,  liquefaction  has 
usually  occurred.  Taking  semen  from  a sem- 
inal pool  in  the  vagina  after  coitus  is  not  en- 
tirely satisfactory  because  the  presence  of 
vaginal  secretion  and  cells  adds  to  the  diffi- 
culty of  proper  semen  examination.  If  the 
examination  is  done  immediately  after 
coitus,  no  knowledge  of  the  action  of  the 
vaginal  secretion  can  be  obtained,  and  if 
examination  is  carried  out  an  hour  or  so 
after  coitus,  the  sperms  which  are  normal 
should  already  be  up  in  the  cervix  and  be- 
yond reach  of  the  examiner. 

For  details  of  complete  sperm  analysis,  I 
suggest  referring  to  standard  texts  on  the 
subject,  for  many  of  the  details  are  too  com- 
plicated and  technical  for  our  consideration 
here.  However,  certain  valuable  information 
can  be  obtained  by  any  good  technician  and 
much  can  be  learned  if  we  examine  the  speci- 
men ourselves. 

The  amount  of  ejaculate  normally  varies 
from  2 V2  to  6 cc.  If  below  0.5  cc.  it  is  ab- 
normally scanty.  A slide  of  the  liquefied 
semen  is  made  and  the  number  and  motility 
of  the  spermatazoa  observed.  In  the  aver- 
age fertile  male,  70  to  90  per  cent  of  the 
total  number  of  sperms  are  vigorously  ac- 
tive, although  many  fertile  men  have  a much 
lower  percentage.  Less  than  75  per  cent  mo- 
tility is  generally  considered  abnormal.  If 
motility  is  diminished  or  absent,  the  speci- 
men must  be  observed  further.  Immotility 
of  the  sperm  on  one  examination  does  not 
necessarily  spell  necrospermia,  but  rather 
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may  indicate  temporary  suspension  of  anima- 
tion. Activity  may  improve  spontaneously 
and  on  the  next  observation,  active  motile 
sperm  may  be  seen.  The  duration  of  mo- 
tility is  of  some  value  and,  therefore,  the 
specimen  should  be  observed  every  hour 
throughout  the  day.  Active,  normal,  motile 
sperms  will  retain  their  motility  for  18  to  24 
hours  at  room  temperature. 

Opinions  regarding  the  number  of  sperms 
necessary  for  fertility  vary  tremendously. 
Moench  says,  “I  still  feel,  as  I did  years 
ago,  that  if  25  to  50  otherwise  normal  sperms 
are  present  in  each  high,  dry,  power  micro- 
scopic field,  this  number  should  be  sufficient 
to  insure  offspring.”  He  subscribes  to  the 
opinion  of  Hutt  that  fertility  depends  not  on 
the  quantitative  production  of  sperms  but  on 
the  physiologic  efficiency  of  those  produced. 
The  normal  number  of  sperms  per  cubic 
centimeter  is  believed  by  many  to  lie  around 
100,000,000.  Some  authors  accept  a much 
lower  figure.  Sixty  million  per  cubic  centi- 
meter is  considered  to  be  the  lower  limits  of 
normal.  Any  technician  who  can  do  a blood 
count  can  count  the  inactivated  sperms  in  a 
counting  chamber.  For  practical  purposes, 
however,  a simplified  technic  is  suggested. 
The  approximate  area  of  the  visible,  high, 
dry  microscopic  field  is  1/10  square  milli- 
meter. If  a thick  drop  of  semen  and  a thin 
cover  glass  are  used,  the  approximate  thick- 
ness of  the  seminal  layer  will  be  0.1  milli- 
meter. A short  calculation  will  show  that 
one  sperm  to  a field  will  equal  100  sperms 
per  cubic  millimeter  or  100,000  per  cubic 
centimeter.  Where  100,000,000  sperms  per 
cubic  centimeter  are  present,  each  micro- 
scopic field  would  show  1,000  sperms,  cer- 
tainly a picture  beyond  the  average.  This 
method  of  determining  the  number  of  sperms 
per  cubic  centimeter  is  accurate  enough  for 
all  general  purposes.  Even  the  results  of 
instituted  treatment  can  be  so  evaluated, 
since  interval  specimens  of  semen  from  the 
same  individual  under  apparently  identical 
conditions  will  vary.  For  accurate  work,  of 
course,  a counting  chamber  must  be  used. 

Care  must  be  exercised  in  pronouncing 
azospermia.  It  should  be  diagnosed  only 
when  no  sperms  are  found  in  several  centri- 
fuged specimens.  Azospermia  means  total 
absence  of  sperms  in  the  ejaculate,  while 
aspermia  means  no  ejaculate.  When  no 
sperms  are  found,  the  fault  may  not  be  in 
the  manufacture  but  in  failure  of  delivery, 
due  to  obstruction  in  the  conducting  system, 


but  as  long  as  even  one  sperm  is  delivered, 
one  can  be  sure  there  is  no  block  in  the  epi- 
didymis, vas  or  ejaculatory  duct.  Faulty 
testicular  function  may  produce  abnormal 
spermatazoa.  Some  notion  of  the  mor- 
phology can  be  obtained  by  examining  the 
fresh,  wet  specimen,  and  such  gross  abnorm- 
alities as  double  heads  may  be  noted.  For  a 
satisfactory  morphological  study  and  count 
for  percentage  of  abnormal  forms,  a stained 
smear  is  necessary.  The  ordinary  gram 
stain  is  satisfactory  for  clinical  work.  In 
normal  semen,  the  abnormal  forms  do  not 
exceed  20%.  For  details  of  sperm  mor- 
phology and  its  importance  in  sterility,  the 
reader  is  referred  to  recent  articles  by 
Moench,  Michelson,  Pollack,  Huffman  and 
others. 

If  there  is  no  apparent  inflammatory  or 
congenital  mechanical  occlusion  of  the  con- 
ducting system,  the  azospermia,  oligo- 
spermia or  abnormal  production  of  atypical 
sperm  forms  is  most  likely  due  to  dysfunc- 
tion of  the  testes.  Testicular  biopsy  de- 
scribed by  Charny  is  a simple  procedure,  no 
more  disabling  than  a Rubin  test  in  the  fe- 
male, and  should  be  established  as  a routine 
procedure  in  perplexing  cases  of  male  infer- 
tility. Under  local  anesthesia,  a one-fourth 
inch  scrotal  incision  is  made,  extending 
through  the  visceral  layer  of  the  tunica 
vaginalis  and  tunica  albuginea  covering  the 
testicle.  The  testicular  substance  then  im- 
mediately protrudes  through  the  incision  and 
may  be  clipped  off  with  fine  manicure  scis- 
sors. The  incision  need  not  be  closed.  A 
small  .collodion  cotton  dressing  is  applied. 
This  is  an  office  procedure  if  strict  aseptic 
technic  is  available.  It  offers  the  best  evi- 
dence of  the  functional  capacity  of  the  testes. 
Evidence  thus  obtained  may  indicate  testical 
atrophy  of  such  degree  that  it  would  seem 
useless  to  recommend  extended  endocrine  or 
other  therapy  and  thus  saves  the  patient  ex- 
pense and  false  hope.  On  the  other  hand,  the 
information  may  suggest  that  the  testes  are 
normal  and  further  search  for  obstructive 
causes  is  indicated. 

Mechanical  and  pathologic  causes  of  ster- 
ility must  be  sought  by  a detailed  history 
and  complete  urologic  investigation.  Hypo- 
spadius  may  result  in  improper  deposition  of 
sperms  in  the  vagina  so  they  fail  to  reach  the 
cervical  canal.  This  may  be  easily  corrected 
by  having  the  husband  wear  a condom  in 
which  a small  hole  has  been  made  in  the 
tip.  Stenosis  of  the  ejaculatory  ducts  may 
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be  suspected  in  patients  complaining  of  pain 
on  completion  of  ejaculation,  or  when  there 
is  some  burning  and  discomfort  in  the  per- 
ineum for  several  hours  following  coitus.  In 
such  instances,  the  seminal  vesicles  will  fail 
to  empty  when  digital  seminal  stripping  is 
carried  out  in  conjunction  with  prostatic 
massage  and  seminal  fluid  will  not  be  seen  in 
the  expressed  secretion.  The  stenotic  ejacu- 
latory ducts  can  be  dilated  with  boujies 
passed  through  a urethroscope.  Palpation 
of  the  scrotal  contents  may  reveal  thickened, 
indurated  or  scarred  epididymas,  indicative 
of  previous  gonorrheal  epididymitis,  and  sug- 
gesting obstruction  within  the  epididymis. 
Azospermia  is  the  result.  Hagner’s  method 
of  anastomosis  of  the  patent  vas  deferens  to 
the  efferent  ducts  of  the  globus  major  of  the 
epididymis  may  be  considered,  but  one  must 
be  sure  the  vas  are  patent  from  the  point  of 
anastomosis  to  the  ejaculatory  duct.  Suc- 
cess from  this  procedure  is  only  about  10  per 
cent.  The  patency  of  the  vas  may  be  dem- 
onstrated by  a simple  operation  performed 
under  local  anesthesia.  The  vas  on  each  side 
is  opened,  2 per  cent  aqueous  mercurochrome 
is  injected  on  one  side  and  5 per  cent  arygrol 
injected  on  the  other,  after  a urethral  cathe- 
ter has  been  inserted  into  the  bladder.  When 
both  vas  are  patent,  the  solutions  appear  im- 
mediately from  the  outer  end  of  the  catheter. 
If  one  solution  does  not  appear,  one  knows 
definitely  which  side  is  blocked.  I have  had 
no  experience  with  attempts  to  dilate  or  open 
an  obstructed  vas  by  passing  small  probes 
or  silkworm  gut  sutures  down  the  vas. 

Some  authors  have  expressed  the  opinion 
that  prostatic  and  seminal  vesicle  infections 
play  no  part  in  sterility,  and  certainly  it  is 
true  that  many  fertile  men  are  found  to 
have  grossly  infected  prostates  and  vesicles. 
However,  when  one  considers  that  the  ve- 
hicle for  the  transmission  of  spermatazoa 
is  the  prostatic  secretion  and  seminal  fluid 
(these  make  up  the  bulk  of  the  ejaculate), 
and  when  one  considers  how  frail  and  tem- 
peramental the  sperms  are  insofar  as  their 
motility,  morphology,  etc.,  are  concerned,  I 
am  sure  that  the  changes  produced  by  infec- 
tion, the  toxins  elaborated  by  infection,  the 
change  in  viscosity  of  the  ejaculate,  etc.,  are 
real  factors  in  sterility  problems.  Thus,  I 
feel  that  the  prostatitis  and  seminal  vesicu- 
litis— and  they  usually  go  hand  in  hand — 
must  be  cleared  up  by  appropriate  measures 
of  massage,  instillations,  heat  and  sulfona- 
mides. 


Superficial  examination  of  the  testes  will 
demonstrate  gross  atrophy  due  to  mumps  or 
other  trauma,  and  obviously  the  testes  must 
be  situated  in  the  scrotum,  for  cryptorchi- 
dism is  always  associated  with  absolute  or 
relative  sterility  unless  the  testes  are 
brought  down  and  retained  in  the  scrotum 
at  or  very  shortly  after  puberty. 

Other  scrotal  pathology  which  interferes 
with  normal  transmission  of  sperms  may  be 
demonstrated,  such  as  abnormal  attachment 
of  the  testicle  and  epididymis  or  the  epididy- 
mis and  vas.  Spermatoceles  may  or  may 
not  be  associated  with  occlusion  of  the  vas. 
These  usually  occur  in  the  older  age  group 
who  are  interested  in  potency  but  not  in 
sterility. 

If  the  urologic  examination  is  entirely 
negative,  some  endocrine  disturbance  may 
rightly  be  suspected.  Endocrine  cases  of 
sterility  are  due  to  atrophy  of  the  testes, 
pituitary  dysfunction  and  hypothyroidism. 
This  is  not  strictly  a urological  subject  and 
will  be  only  briefly  considered. 

The  pituitary  gland  is  the  most  importapt 
and  dominant  member  of  all  the  glands  of 
internal  secretion — the  master  gland  so  to 
speak.  The  anterior  pituitary,  particularly, 
influences  and  controls  much  of  the  sexual 
function.  Two  principles  are  elaborated  by 
the  anterior  pituitary  which  influence  the 
testes:  First,  the  so-called  follicle  stimulat- 
ing hormone  (F.S.H.)  which  stimulates 
spermatogenesis  and  is  obtained  from  cas- 
trate and  menopausal  urine ; second,  the  latin- 
izing hormone  (L.H.)  which  stimulates  the 
interstitial  cells  of  the  testes.  The  latter  is 
also  referred  to  as  the  anterior-pituitarv-like 
substance  (A.P.L.)  and  is  obtained  from 
pregnant  urine,  and  is  also  referred  to  as 
the  chorionic  hormone  obtained  in  active 
form  from  pregnant  mares’  serum. 

Hormone  or  endocrine  therapy  includes  the 
use  of  these  pituitary  hormones  designed  to 
stimulate  the  sluggish  testes  to  greater  ac- 
tivity, assuming  there  is  no  abnormality  in 
the  conducting  system.  Obviously,  totally 
atrophic  testes  cannot  be  stimulated.  I have 
had  best  results  with  Gonadogen  (Upjohn) 
which  is  obtained  from  pregnant  mares’ 
serum  and  is  given  intramuscularly  in  10  to 
20  unit  doses  three  times  a week  for  two 
weeks.  After  a rest  period  of  two  weeks  the 
ejaculate  is  examined.  Treatment  is  discon- 
tinued or  repeated  monthly  courses  are  sug- 
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g-ested,  depending  on  the  response  noted. 
Synapoidin  (Parke  Davis)  is  a combination 
of  the  chorionic  principle  obtained  from  tire 
anterior  pituitary  and  the  gonadotropic  prin- 
ciple from  pregnancy  urine  and,  therefore, 
contains  both  F.S.H.  and  L.H.  factors  and 
would  seem  a better  product  than  Antuitrin 
S (Parke  Davis)  which  contains  only  the  L.H. 
factor.  I have  had  no  experience  with  the 
former,  but  had  no  success  using  the  latter. 

Thyroid  extract  enhances  the  action  of 
pituitary  extracts  and  should  always  be  giv- 
en in  conjunction  with  them  except  when 
hyperthyroidism  is  present.  Therefore, 
theoretically,  a basal  metabolic  study  should 
be  made  on  all  male  endocrine  sterility  cases 
and  the  dosage  of  thyroid  extract  governed 
accordingly.  Clinically,  however,  patients 
who  apparently  have  normal  basal  meta- 
bolic rates  tolerate  thyroid  extract  in  2 grain 
daily  doses  quite  satisfactorily.  Most  au- 
thors agree  that  the  most  consistent  favor- 
able results  with  endocrine  therapy  for  ster- 
ility have  occurred  in  those  cases  which 
show  a thyroid  deficiency. 

Hormonal  therapy  for  sterility  is  still  in 
the  experimental  stage  and  should  be  used 
with  caution.  Much  misinformation  con- 
fuses the  picture.  Testosterone  proprionate 
has  been  recommended  for  sterility.  There 
is  some  experimental  basis  for  the  claim  that 
in  very  small  doses  it  stimulates  spermato- 
genesis but  in  the  dosage  usually  recom- 
mended or  in  large  doses,  there  is  no  ques- 
tion but  that  it  depresses  spermatogenesis 
and,  as  a matter  of  fact,  it  may  cause  testicu- 
lar tubular  degeneration  both  in  the  hyper- 
sexual  male  and  in  the  hypogonad.  This  has 
been  demonstrated  by  testicular  biopsy.  Un- 
til more  evidence  accumulates,  there  is  no 
place  for  the  use  of  testosterone  in  the  treat- 
ment of  male  sterility. 

Attention  should  also  be  given  to  building 
up  the  patient’s  general  bodily  and  mental 


health.  The  harmful  effects  of  unwise  use 
of  alcohol  should  be  stressed.  Outdoor  ex- 
ercise should  be  recommended  for  those  in 
sedentary  occupations.  An  appropriate  diet 
with  emphasis  on  vitamins  should  be  pre- 
scribed. Multiple  vitamine  therapy  is  recom- 
mended with  emphasis  on  vitamine  E.  The 
marital  status  and  relationship  must  be 
studied  and  advice  on  sexual  hygiene  must 
be  given.  Frequently,  sexual  rest  will 
straighten  matters  out.  Such  problems  as 
partial  or  incomplete  impotence  or  premature 
ejaculations  must  be  considered  and  correct- 
ed, if  possible. 
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PENICILLIN  FOR  PNEUMOCOCCIC  MENINGITIS 


Sixteen  patients  with  pneumocoecic  meningitis 
were  treated  with  penicillin  with  nine  deaths  where- 
as among  40  patients  treated  with  sulfonamides 
but  not  with  penicillin  there  were  thirty-seven 
deaths,  four  physicians  report  in  The  Journal  of 
the  American  Medical  Association  for  February  3. 
Some  of  those  receiving  penicillin  also  were  given 
either  sulfadiazine  or  sulfamerazine.  Twenty-one  of 
the  40  patients  given  either  sulfadiazine  or  sula- 
merazine  also  were  given  antipneumococcic  serum. 


“The  two  groups,”  Lewis  K.  Sweet,  M.D.,  Wash- 
ington, D.  C.;  Edith  Dumoff-Stanley,  M.D.,  Boston; 
Harry  F.  Dowling,  M.D.,  Washington,  D.  C.,  and 
Lieutenant  Mark  H.  Lepper,  M.C.,  A.U.S.,  say  in 
their  report,  “were  shown  to  be  very  similar  as 
regards  the  factors  which  are  important  in  evaluat- 
ing the  prognosis  ...  It  is  concluded  that  the  op- 
timal treatment  of  pneumocoecic  meningitis  should 
include  the  use  of  penicillin  and  sulfadiazine  or 
sulfamerazine  . . .” 


Round  Table  Discussion  on  Industrial 
Health" 

E.  J.  KIRK,  M.D.,  Chairman 
Omaha,  Nebraska 


CHAIRMAN  KIRK:  For  the  first  time  in 
the  hi  story  of  the  Nebraska  State  Medical 
Association,  I believe,  there  has  been  created 
a Committee  on  Industrial  Medicine.  This  is 
the  result  of  the  growing  importance  of  in- 
dustrial medicine  and  its  relationship  to  the 
general  practice,  to  industry  and  its  effi- 
ciency, its  general  relationship  to  medico- 
legal matters,  insurance,  and  compensation 
laws;  and  finally,  to  various  subsidiary 
bodies,  including  public  health. 

Industrial  medicine  involves  every  one  of 
us. 

The  purpose  of  bringing  this  question  be- 
fore you  is  important  from  this  standpoint: 
All  of  us  are  well  acquainted  with  the  evolu- 
tion, the  growth,  of  industrial  medicine.  We 
have  not  been  too  proud  of  the  way  industrial 
medicine  has  been  handled  and  perhaps  some 
of  us  are  not  too  proud  of  the  way  it  is 
handled  today. 

Therefore,  it  seems  that  we  as  an  or- 
ganized body  should  take  some  interest  in 
the  developments  of  industrial  medicine.  For 
that  reason,  the  American  Medical  Associa- 
tion has  organized  a national  Council  on 
Industrial  Medicine  and  has  advised  all  of 
the  states  to  do  likewise,  and  up  to  the  last 
record  that  I have  seen,  forty-five  states  in- 
cluding the  District  of  Columbia,  have  or- 
ganized such  Committees. 

The  American  Medical  Association  has 
put  down  its  objectives:  First,  the  preven- 
tion of  disease  or  injuries  in  industry  by 
establishing  a proper  control  over  working 
conditions;  the  restoration  of  the  worker  to 
health  and  earning  capacity  as  promptly  as 
possible  after  industrial  injury  or  disease; 
the  conservation  of  the  health  of  the  work- 
man through  physical,  supervisory,  and  edu- 
cational methods.  In  order  to  attain  these 
objectives  they  have  had  to  create  the  follow- 
ing plan:  To  acquaint  physicians  with  the 

special  character  of  industrial  medicine,  sur- 
gery and  hygiene;  the  necessity  for  the  en- 
forcement of  standards  defining  the  scope 
and  professional  competency. 

Second,  to  convince  employers  and  em- 
ployes alike  that  medical  service  merits  sup- 

*Conducted  before  the  Annual  Assembly  of  the  Nebraska 
State  Medical  Association  in  Omaha,  May  4,  1944. 
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port  in  industrial  field,  if  soundly  organized, 
economically,  scientifically  and  ethically ; and 
that  to  produce  lasting  benefits  it  must  be 
satisfactory  to  those  who  provide  and  those 
who  receive  the  service. 

In  order  to  develop  industrial  medicine  on 
standards  recommended  by  the  A.M.A.,  they 
have  had  to  call  upon  the  medical,  and  other 
professional  schools.  They  are  trying  to  de- 
velop an  educational  program  so  that  in- 
dustrial medicine  is  taught  in  our  colleges. 

They  have  encouraged  the  state  and  coun- 
ty medical  societies  to  organize  committees 
and  have  called  upon  the  medical  specialty 
groups. 

They  have  advised  that  each  State  Com- 
mittee on  Industrial  Medicine  should  com- 
prise the  following  individuals:  those  who 
are  in  private  medicine;  those  in  industrial 
medical  practice,  and  those  who  are  repre- 
senting the  State  Bureau  of  Industrial  Hy- 
giene, the  State  Workmen’s  Compensation 
Agency,  the  medical  faculties  in  the  state 
and  insurance  companies. 

I cannot  give  a definition  which  would 
cover  all  phases  of  industrial  medicine.  I can 
only  tell  you  what  my  position  as  director  of 
the  Medical  Department  at  Armour’s  calls 
for:  pre-employment  examinations,  re-check- 
ups  taking  care  of  emergencies  that  arise 
at  the  plant,  seeing  that  these  emergencies 
then  are  in  the  hands  of  capable  men  spe- 
cializing in  particular  fields.  Again,  an  in- 
dustrial practitioner  may  be  defined  as  an 
individual  who  is  caring  for  everything  that 
occurs  in  relation  to  industry,  even  taking 
care  of  the  non-occupational  illnesses  and 
sickness  that  occur. 

The  duties  of  the  medical  service  include 
the  care  for  these  emergencies,  touching  all 
employes  who  are  injured  or  become  ill  on 
the  job  from  whatever  cause;  then  the  con- 
tinuation of  the  treatment  of  these  indi- 
viduals from  occupational  diseases  or  occu- 
pational injuries;  and  to  see  that  the  pa- 
tients with  illness  and  non-occupational  con- 
ditions are  sent  out  to  the  local  nearby  physi- 
cians. 

Then  regular  inspection  of  health  and  ac- 
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cident  hazards  in  the  plant ; cooperation  with 
the  Safety  Department  and  Engineering-  De- 
partment; the  pre-employment  examinations 
and  periodical  examinations.  The  monthly 
physical  examination,  including  all  labora- 
tory work,  especially  for  those  in  hazardous, 
poisonous  environments. 

To  maintain  and  analyze  sickness  records 
in  order  to  know  how  and  when  and  where 
the  lost  time  occurs  in  the  plants,  and  also 
to  discover  who  are  prone  to  sickness,  who 
have  “first  aid-itis”  and  “compensation-itis,” 
etc. 

To  cooperate  with  the  personnel  depart- 
ment in  the  proper  placement  of  those  men 
who  may  have  certain  physical  handicaps  yet 
not  sufficient  to  throw  them  out  on  society. 

To  make  sure  that  employes  returning  to 
work  after  an  absence  due  to  illness  or  in- 
jury are  capable  of  working  safely  and  effi- 
ciently. These  men  are  sent  to  their  local 
physicians,  we  will  say.  We  have  an  o.k. 
from  the  local  physician  when  these  men  re- 
turn to  work.  In  addition,  we  check  them 
and  decide  whether  they  are  able  to  go  on 
a tough  job  or  if  they  should  be  assigned  to 
a lighter  job  or  if  we  shall  try  to  place  them 
where  they  will  be  safe,  and  more  efficient. 

Then  to  promote,  and  take  part  in  health 
education  programs,  and  to  make  detailed 
plans  for  handling  a large  number  of  serious- 
ly injured  in  case  of  explosions  or  fire  or 
accidents  of  this  type. 

I have  very  briefly  tried  to  paint  a picture 
of  what  the  industrial  set-up  is  in  general. 
I have  called  upon  Dr.  E.  A.  Connolly  and 
Dr.  W.  Ray  Hill  to  present  something  that 
might  be  of  interest  in  their  line,  so  at  this 
time  we  shall  call  upon  Dr.  Connolly  of 
Omaha. 

E.  A.  CONNOLLY,  M.D.  (Omaha):  My 
connection  is  that  of  surgery.  The  relation- 
ship of  the  patient  in  those  industries  with 
which  I am  associated  is  that  entirely  con- 
nected with  injuries  that  they  might  sustain 
while  there,  and  the  relationship  between 
the  family  physician  remains  the  same.  We 
do  not  take  care  of  sickness,  and  if  a per- 
son comes  in  who  has  a disease  or  sickness 
not  related  to  his  work,  he  is  referred  to  his 
family  physician  for  treatment  and  is  not 
permitted  to  go  to  work  until  his  doctor 
writes  a note  permitting  it. 

Formerly  when  a person  was  examined 


9 L 

for  employment  and  was  rejected,  his  family 
would  intercede  and  friends  would  intercede 
and  want  you  to  certify  him  for  the  job. 
Just  the  reverse  happens  now.  Since  people 
have  been  frozen  to  their  jobs,  they  get  an 
offer  of  a better  job,  then  they  want  to  be 
released  because  of  some  alleged  sickness. 
In  cases  of  that  kind,  I do  not  have  time  to 
determine  that  and  unless  they  can  bring 
evidence  from  their  family  physician  that 
their  work  or  their  health  is  impaired,  they 
are  not  released  for  other  jobs. 

We  have  this  in  the  pre-examination:  If 
a person  has  a hernia  or  if  he  has  the  loss 
of  an  arm  or  a leg  or  an  eye,  he  is  not  per- 
mited  to  go  to  work.  That  is  an  injustice. 
However,  if  he  receives  an  injury,  if  he  loses 
the  other  eye  or  the  other  arm  or  leg,  then 
the  company  is  responsible  for  total  disabili- 
ty. I think  that  the  law  some  way  should 
be  changed  so  that  our  decisions  in  court 
will  protect  us  in  that  respect. 

When  we  go  to  court,  of  course  there  are 
at  least  two  strikes  on  us  beforehand,  so 
that  the  decision,  unless  there  is  a statute, 
will  always  be  against  us. 

In  the  packing  industry,  with  which  I have 
had  association  for  a number  of  years,  we 
have  certain  diseases  which  are  common. 
One  is  an  allergic  dermatitis,  and  those  peo- 
ple who  are  handling  intestines,  the  secre- 
tions from  the  intestines,  if  they  are  mildly 
susceptible  are  given  a protective  emollient 
to  apply  before  they  go  to  work  and  when 
they  quit  work.  If  this  does  not  protect 
them,  then  they  are  changed  to  another  de- 
partment. 

We  have  in  the  packing  industry  also  a 
type  of  infection  which  closely  resembles 
erysipelas,  which  is  not  serious  and  is  self- 
limited. It  doesn’t  seem  to  do  much  good  to 
treat  these  cases;  the  treatment  does  not 
seem  to  change  the  infection.  Occasionally 
ultra-violet  is  of  some  help. 

There  are  times  when  the  management  is 
criticized  because  these  people  who  are  in- 
j ured  are  not  permitted  to  go  to  their  family 
physician.  Those  with  minor  injuries  of 
course  have  to  go  to  the  physician  employed, 
if  he  is  a full  time  man.  If  it  is  of  a major 
nature,  then  he  has  the  choice  of  a physician. 

At  times  people  say  to  me,  “Well,  here  is  a 
man  who  has  a hernia  and  you  repair  it.” 

If  the  man  says  he  wants  his  family  physi- 
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cian  or  family  surgeon,  the  industry  of 
course  cannot  prevent  him  from  going  there, 
but  I don’t  think  that  the  time  will  ever 
come  when  they  will  tell  him  that  he  should 
not  go  to  the  man  of  his  choice.  At  least 
those  that  I have  been  associated  with  have 
not  prevented  him  from  going  to  the  doctor 
of  his  choice. 

In  the  Cudahy  Packing  Company  here  we 
have  a department  where  they  manufacture 
Old  Dutch.  In  those  places  the  room  is  filled 
with  a material— they  claim  it  is  not  a sala- 
ceous  material  but  it  is  very  dusty.  Peo- 
ple in  those  departments  are  provided  with 
masks  and  if  they  develop  or  show  any  signs 
of  any  pulmonary  pathology,  they  are  trans- 
ferred to  another  department. 

The  lost  time  accidents  are  of  a serious 
concern  to  a company  as  is  also  lost  time 
from  any  cause.  The  greatest  reason  for 
lost  time  now  is  the  large  salary  that  the 
men  get  for  their  work.  After  pay  day, 
there  is  always  a large  group,  about  two 
hundred,  that  are  missing  from  work  and 
in  speeding  up  industry,  that  certainly 
throws  a monkey  wrench  into  the  operation. 

A survey  of  the  country  was  made  at  one 
time  in  the  winter  and  about  13%  of  the 
population  were  having  colds,  and  many 
people  have  advocated  methods  of  preventing 
lost  time  from  colds  by  the  prescribing  of  vac- 
cines or  various  things.  None  of  these 
things  have  proved  successful,  — at  least 
they  have  not  to  my  knowledge. 

Those  people  who  are  working  in  certain 
places  and  are  susceptible  to  colds,  if  they 
are  standing  in  a draft,  if  there  is  a ven- 
tilator, if  they  are  in  cellars  and  have  ar- 
thritis, of  course  we  attempt  to  move  them 
to  a place  more  suitable  for  their  health. 

CHAIRMAN  KIRK:  Dr.  Hill  is  located  at 
the  Nebraska  Ordnance  Plant  at  Mead,  and 
because  of  the  peculiarity  of  that  type  of 
industry,  we  are  just  going  to  let  him  tell  us 
anything  that  he  wishes  to  tell  us  of  interest 
in  the  Nebraska  Ordnance  Plant. 

RAY  HILL,  M.D.  (Mead,  Nebr.):  The 

legislation  which  was  enacted  by  our  last 
regular  legislature  and  became  law  on  Au- 
gust 29,  1943,  has  made  it  imperative  that 
those  physicians  who  have  the  care  of  in- 
dustrial illnesses,  pay  more  attention  to  the 
occupational  disease  phase  of  the  problem. 
This  revision  of  our  compensation  law  was 
concerned  solely  with  this  problem.  Up  to 


this  time,  Nebraska  had  had  occupational 
disease  coverage  on  a few  specific  industries, 
but  now  the  legislation  is  complete  enough 
that  it  covers  practically  all  industries. 

The  industrial  dermatoses,  while  not  so 
important  from  a compensation  viewpoint  as 
occupational  illnesses  of  other  types,  are  still 
a major  problem  in  those  industrial  concerns 
where  the  materials  handled  cause  skin  irri- 
tation. They  are  important  because  of  labor 
turnover,  an  occasional  compensation  case 
and  the  general  effect  they  have  on  the 
mental  attitude  of  the  employee  as  they 
usually  occur  early  in  the  employment  period. 

Diagnosis:  The  approach  to  a diagnosis 

must  be  made  in  the  same  way  that  one 
would  handle  any  medical  problem.  First  a 
history  must  be  obtained,  and  included  in 
this  history,  the  physician  must  ascertain  the 
type  of  work  that  the  employee  is  doing,  the 
length  of  time  he  has  been  on  this  job  and 
at  the  present  time,  it  is  especially  important 
to  ascertain  what  the  employee  does  away 
from  the  job,  as  it  is  not  uncommon  to 
find  our  employees  following  an  additional 
occupation  away  from  the  plant,  which 
would  carry  the  possibility  of  complicating 
the  diagnosis. 

Inquiry  should  also  be  made  as  to  the  past 
history  of  an  employee.  Occasionally  one 
will  uncover  a story  of  a previous  rash  or 
dermatitis  which  had  no  possible  industrial 
connection,  or  the  pre-employment  examin- 
ation and  history  will  reveal  past  episodes 
that  definitely  have  a bearing. 

Location  of  the  Eruption:  An  occupa- 

tional dermatitis  usually  begins  on  the  ex- 
posed parts  of  the  body;  that  is,  the  hands, 
the  fingers,  the  forearms  or  the  face.  How- 
ever, if  the  irritant  happens  to  be  a vapor 
or  a very  fine  dust,  you  may  find  charac- 
teristic lesions  elsewhere  on  the  body. 
Coarse  dust  will  frequently  cause  a derma- 
titis at  points  of  friction;  for  example,  at 
the  cuff  of  the  sleeve,  at  the  belt  line,  the 
top  of  the  shoe,  or  where  the  neck  of  the 
garment  rubs  across  the  shoulders. 

Differential  Diagnosis:  After  the  physi- 

cian has  ruled  out  the  possibility  of  origin  of 
the  causative  irritant  away  from  the  job, 
then  the  other  common  skin  conditions 
which  must  be  considered  are  impetigo  con- 
tagiosa, seborrheic  dermatitis,  pityriasis 
rosea  and  fungus  infections.  These  are  the 
most  common  skin  problems  that  one  must 
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differentiate,  and  there  are  of  course  others. 
Fungus  infections  cause  us  a great  deal  of 
trouble,  especially  when  there  are  numerous 
dermatophytid  formations  over  the  hands. 
These  resemble  very  much  the  typical  TNT 
dermatitis  that  develops  after  a few  days’ 
exposure.  Dermatitis  venenata  due  to  a 
drug  sensitization  has  occasionally  caused  us 
trouble,  as  have  poison  ivy  and  scabies. 

The  Patch  Test:  I mention  the  patch  test 
merely  to  state  that  information  from  this 
test  is  to  be  used  only  in  a corroborative 
way.  The  patch  test  is  not  a mechanical 
means  of  getting  all  the  answers  to  prob- 
lems of  occupational  dermatitis.  It  must  be 
used  in  a sensible  manner  as  an  adjunct  to 
the  history,  clinical  picture,  and  all  other 
information  obtainable. 

What  do  TNT  and  tetryl  do  to  the  skin: 
We  have  found  that  a small  percentage 
of  all  employees  who  come  in  contact  with 
explosive  dust  develop  a dermatitis.  This 
happens  in  from  1 to  3 weeks  after  the 
initial  contact  and  is  usually  over  the  exposed 
areas  of  the  body  or  at  the  points  of  fric- 
tion. We  have  found  that  by  keeping  the 
employees  in  contact  with  explosive  powder, 
that  after  a period  of  from  1 to  3 weeks, 
the  dermatitis  will  disappear  in  practically 
all  cases.  We  do  not  regard  this  as  a true 
allergy  because  by  keeping  the  employee  in 
contact  with  explosive  dust,  the  skin  becomes 
“hardened”  so  that  the  irritant  no  longer 
has  any  effect.  However,  there  is  an  occa- 
sional case  that  reacts  in  a typical  allergic 
manner,  with  a marked  reaction  over  the 
entire  body  and  mucous  membranes.  The 
hands  and  feet  are  edematous,  the  eyes 
are  swollen  shut  and  the  face  generally  is 
very  greatly  swollen.  This  marked  reaction 
probably  does  not  occur  more  than  once  in 
every  1,200  cases  of  dermatitis.  When  such 
a case  does  occur,  we  find  that  it  is  inadvis- 
able to  attempt  to  “harden”  the  skin  of  such 
an  employee.  At  the  present  time  we  are 
noting  that  employees  previously  “hardened” 
and  removed  from  the  job  due  to  a change 
in  manufacturing  procedure,  are  suffering  a 
recurrence  of  their  dermatitis  when  re- 
exposed. 

There  is  a rather  interesting  example  of 
what  can  happen  even  in  a severe  case  of 
allergy,  in  the  case  of  Gus.  This  man  came 
to  work  for  us  when  the  plant  was  first 
opened,  and  was  transferred  to  contact  with 
TNT  after  he  had  been  here  a few  weeks. 


Within  a week  he  was  brought  to  the  hos- 
pital with  marked  swelling  over  his  entire 
body,  his  feet  swollen  to  the  extent  that  it 
was  impossible  for  him  to  put  on  his  shoes, 
his  hands  and  fingers  swollen  until  he  could 
not  bend  his  fingers,  and  his  eyes  com- 
pletely shut.  If  we  would  see  a case  like 
Gus  at  the  present  time,  we  would  immedi- 
ately remove  the  person  from  contact  with 
TNT,  but  we  were  inexperienced  at  that  time 
and  returned  him  to  contact  with  TNT  after 
about  4 days’  treatment.  Within  48  hours 
his  condition  had  returned  and  was  as  bad, 
or  worse  than  it  was  when  he  was  seen 
originally.  Following  this  we  told  him  that 
he  would  not  be  able  to  return  to  his  former 
job.  This  man  was  quite  intelligent,  and 
after  informing  the  management  of  his  dif- 
ficulty, they  evaluated  him  and  he  was  made 
a foreman  in  a building  in  the  line  where 
there  was  no  contact  with  TNT.  In  our  con- 
versations with  this  employee,  it  was  men- 
tioned to  him  that  he  might  possibly  become 
“hardened”  with  minute  contacts  with  the 
irritant  over  a long  period  of  time.  Because 
of  this  conversation,  every  time  he  had  an 
opportunity  he  would  pick  up  a little  TNT 
and  let  it  sift  through  his  fingers,  and  he 
would  spend  a short  period  in  one  of  the 
buildings  where  there  was  some  contact 
with  dust  in  the  air.  In  October  of  1943,  ten 
months  after  his  original  difficulty,  he  was 
transferred  as  foreman  to  a building  where 
there  was  continual  exposure  to  TNT  dust. 
This  man  has  had  no  difficulty  in  any  way 
since  then,  and  we  see  no  reason  to  think 
now  that  he  will  have  any  further  trouble. 

Role  of  the  Industrial  Physician:  The  In- 
dustrial Physician,  when  dealing  with  occu- 
pational diseases  including  dermatitis,  is 
chiefly  concerned  with  prevention.  In  a 
plant  such  as  ours  we  have  attempted  to 
approach  the  problem  of  prevention  first 
from  the  standpoint  of  cleanliness;  second, 
maintenance  of  a healthy  intact  skin,  and 
third,  the  removal  of  the  irritant  from  the 
employee  by  mechanical  means.  Cleanliness  is 
made  possible  by  daily  showers,  the  use  of 
special  soaps  and  the  provision  of  a complete 
set  of  clean  clothes  each  day.  The  care  of 
the  skin  is  emphasized  with  the  worker  and 
an  oily  preparation  is  provided  to  apply  after 
each  bath,  to  help  the  worker  who  does  not 
have  enough  oil  in  his  skin  to  compensate 
for  a daily  bath. 

It  is  our  opinion  that  ventilation  will  help 
in  dermatoses  problems  by  the  removal  of 
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the  causative  agent.  This  will  also  be  a big 
help  in  the  problem  of  other  occupational 
disease. 

Tetryl:  This  substance  will  sensitize  and 

cause  dermatitis  in  from  10  to  15%  of  the 
workers  in  from  10  to  14  days  after  the  first 
exposure.  The  dermatitis  from  Tetryl  usual- 
ly appears  on  the  thin  skin  of  the  wirst  and 
forearms,  the  skin  at  the  side  of  the  nose, 
beneath  the  eyes,  along  the  hairline  or  be- 
neath the  jaw.  The  election  of  these  areas 
on  the  face  is  no  doubt  due  to  the  difficulty 
in  proper  cleansing  of  the  uneven  surfaces 
of  the  face.  This  is  a erythematous  fine 
papular  type  of  dermatitis.  In  the  majority 
of  cases  it  will  disappear  in  from  1 to  3 
weeks.  We  provide  protective  ointments 
for  these  employees  which  is  made  of  gly- 
cerine, stearic  acid,  sodium  carbonate,  traga- 
canth  and  water.  It  is  my  opinion  that  the 
greatest  benefit  from  this  protective  oint- 
ment is  that  it  is  something  that  the  em- 
ployee puts  on  which  later  he  has  to  wash 
off,  thereby  adding  a factor  which  insures 
cleanliness.  The  hands  and  other  portions 
of  the  body  coming  into  contact  with  Tetryl 
will  be  discolored,  and  will  appear  yellow  or 
yellowish  brown.  The  hair  is  stained  also. 
It  is  interesting  to  see  the  girls  with  a wisp 
of  hair  sticking  out  from  under  their  ban- 
danas so  that  it  will  change  in  color.  In 
munition  plants  they  are  known  as  tetryl  or 
canary  blondes.  This  staining  has  no  more 
significance  than  the  brown  discoloration  of 
the  skin  from  hulling  walnuts,  which  most  of 
us  did  when  we  were  children. 

TNT:  This  causes  a dermatitis  which 

appears  in  from  7 to  14  days  after  exposure, 
and  persists  for  a period  of  from  2 to  3 
weeks.  This  usually  appears  over  the  hands, 
wrists  and  forearms,  as  well  as  the  points 
of  friction  such  as  around  the  collar,  the  belt 
line  and  at  the  ankles.  The  lesions  in  the 
palms  are  quite  similar  to  the  appearance  of 
the  blood-borne  fungus  infections.  As  the 
lesions  subside,  the  skin  peels  in  large  thick 
pieces,  usually  leaving  new  skin  underneath. 
The  dermatitis  developing  on  the  wrists  and 
forearms  is  erythematous  with  papules,  and 
the  papules  are  larger  than  those  mentioned 
in  connection  with  Tetryl.  Treatment  con- 
sists of  the  use  of  calamine  lotion,  aluminum 
acetate  or  other  soothing  lotions  until  the 
skin  becomes  hardened  to  the  irritant.  Ac- 
companying this  treatment  there  must  also 
be  an  educational  program,  so  that  the  em- 


ployee is  made  aware  of  the  problem  involved 
in  the  care  of  his  skin. 

Other  Dermatitis  Problems:  We  are  con- 

fronted from  time  to  time  with  problems 
other  than  the  ones  that  you  would  ordinar- 
ily expect  to  find.  One  such  problem  that 
we  have  frequently,  especially  in  the  summer 
months,  is  poison  ivy,  among  our  ground- 
keepers.  During  construction,  we  had  many 
cases  of  skin  irritation  from  cement  and  will 
still  occasionally  run  into  a laborer  who  pre- 
sents a dermatitis  after  doing  some  repair 
work  where  he  is  exposed  to  the  fine  dust 
from  cement.  The  dermatitis  cases  that 
arise  in  employees  who  clean  box  cars  are 
often  impossible  to  diagnose  as  to  the  causa- 
tive agent.  We  think  that  the  majority  of 
these  probably  come  from  grain  dust. 

In  handling  large  groups  of  people  such  as 
the  employees  at  the  plant,  group  reactions 
must  continuously  be  taken  into  considera- 
tion when  medications  or  materials  for  daily 
use  are  given.  Materials  must  be  provided 
which  the  employees  will  use  without  too 
much  pressure.  We  have  tried  a lanolin 
vegetable  oil  mixture  to  combat  the  excessive 
dryness  of  the  skin  from  frequent  bathing, 
and  have  found  that  the  employees  will  not 
use  this  routinely  because  it  is  too  oily.  Un- 
less one  meets  these  problems,  your  preven- 
tive lotions,  ointments,  etc.  will  not  be  used 
and  your  program  will  be  defeated. 

CHAIRMAN  KIRK:  You  have  heard  the 
remarks  concerning  the  organization  and 
plan  of  industrial  medicine  and  discussion 
concerning  problems  that  have  occurred  as 
described  by  Dr.  Connolly  and  Dr.  Hill.  At 
this  time  we  want  to  throw  the  meeting  open 
to  a discussion  in  general.  We  want  you  to 
feel  free  to  discuss  any  phase  of  industrial 
medicine  in  a brief  way,  or  to  ask  any  ques- 
tions that  you  may  have. 

DR.  W.  J.  PINKERTON : Having  had 

some  years  of  experience  with  industrial 
work,  — not  as  a surgeon;  I am  not  a sur- 
geon, — with  the  public  health  service  and 
with  a large  steel  company,  I have  watched 
with  great  interest  the  development  of  in- 
dustrial medicine  in  addition  to  industrial 
surgery,  and  I am  very  glad  to  know  that 
this  subject  has  been  taken  up  in  this  man- 
ner today. 

Nebraska  has  not  been  a large  industrial 
center.  Previous  to  the  war,  industry  came 
here  very  little,  but  it  has  developed  in  the 
last  few  years  on  the  industrial  side,  greatly. 
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R.  W.  FOUTS,  M.D.  (Omaha)  : We  are 
not  so  proud  of  industrial  medicine,  or  per- 
haps not  all  of  it  is  all  that  is  desired.  I am 
wondering  if  you’d  care  to  answer  the  ques- 
tion as  to  whether  or  not  you  were  refer- 
ring- to  that  part  of  industrial  medicine  as 
practiced  by  the  general  man  or  the  surgeon 
caring  for  industrial  compensation  cases,  or 
if  you  more  particularly  had  in  mind  the 
contract  practice  of  industrial  medicine. 

DR.  KIRK:  The  development  of  indus- 

trial medicine  was  a slow  process.  First, 
many  industrial  plants  had  just  a kit  with  a 
little  iodine  or  a few  implements,  and  first 
aid  service  was  rendered  by  some  fellow 
workman.  This  continues  even  at  the  pres- 
ent time.  There  are  many  small  organiza- 
tions in  Omaha  today  that  have  a small  kit 
from  which  they  brush  the  dust  off  once  in 
a while  and  open  it  and  paint  over  some 
antiseptic  on  the  injured  victim. 

There  is  still  employment  without  exam- 
ination, and  a hit-and-miss  problem  of  hand- 
ling of  industrial  injured. 

We  have  seen  the  growing  development 
within  the  plant,  perhaps,  first  care  being- 
taken  and  offered  by  safety  men  and  safety 
engineers,  and  then  it  developed  to  where 
the  nurse  came  in  as  a full-time  employe; 
followed  by  part-time  doctors  and  full-time 
doctors,  with  staffs  of  great  complexity  in 
some  localities. 

There  are  misunderstandings  — between 
the  industrial  medical  man  and  the  local 
practitioneer.  We  who  are  in  industrial 
medicine  and  in  general  practice  must  realize 
that  there  are  two  sides  in  caring  for  the 
sick.  1 feel,  however,  that  here  at  least  it  is 
not  a serious  problem. 

I referred  very  briefly  to  the  care  of  non- 
industrial illnesses.  Personally,  I don’t  think 
in  this  locality  we  need  to  do  that.  Where 
Dr.  Hill  is,  where  people  are  moving  in  from 
all  over  the  country  and  have  no  local  physi- 
cians, and  local  physicians  are  scarce,  then 
it  is  very  necessary  that  the  plant  physician 
care  for  families  and  children  of  these  indus- 
trial employes,  but  in  general,  I think  the 
industrial  medical  man  should  be  very  care- 
ful in  prescribing  and  caring  for  the  ill,  non- 
industrial ill  person. 

DR.  R.  W.  FOUTS:  Mr.  Chairman,  I think 
you  answered  my  question  very  well.  I was 


interested  in  knowing-  your  personal  reac- 
tion. 

I’d  say,  that  it  is  a lot  of  satisfaction  to 
me,  to  see  the  improvements  in  industrial 
medicine  in  Omaha,  and  particularly  the  con- 
tract practice  of  medicine.  I am  interested 
in  seeing  competent  men  heading  those  in- 
stitutions. 

I have  known  some  institutions  in  the  past, 
and  I think  we  still  have  some  of  them  with 
us,  where  though  they  call  it  industrial  medi- 
cine it  isn’t  industrial  medicine  at  all.  It 
is  a type  of  practice  that  is  certainly  not 
good  for  medicine  when,  as  the  employes  file 
out  from  the  plant  at  night  by  the  hundreds, 
they  will  go  by  and  pick  up  a bottle  of  cough 
medicine. 

It’s  a big  job  to  keep  the  little  bottles  filled 
these  days!  They  can  pick  up  sulfathiazole, 
headache  powders  or  tablets  or  laxatives. 
It  is  there,  labeled,  a half  dozen  tablets  or 
an  ounce  or  two,  depending  on  what  it  is, 
prepared  by  these  people  by  the  score  dur- 
ing the  day  to  pass  out  at  night. 

That  is  the  type  of  practice  that  develops 
in  too  many  of  our  industrial  plants.  That 
is  not  good  medicine.  It  is — well,  it’s  the 
worst  kind  of  practice,  in  my  opinion. 

As  I say,  it  is  a pleasure  to  note  that 
we  are  getting  some  real  men  who  are  think- 
ing along  the  lines  for  the  good  of  medi- 
cine as  well  as  industry.  I think  the  two 
go  hand  in  hand,  and  that  is  the  type  of  prac- 
tice that  formerly  was  indulged  in,  to  some 
extent  'and  still  prevails  in  some  instances. 

DR.  KIRK:  Along  that  same  line,  when  I 
first  went  to  the  plant  in  which  I am  now 
working,  they  had  quite  a dispensary  and 
a great  display  of  drugs,  cough  syrups, 
etc.  We  got  wise  to  ourselves,  not  because 
it  wasn’t  good  medicine,  Dr.  Fouts ; we  didn’t 
realize  that,  particularly.  We  discovered 
that  these  people  were  getting  aspirin  and 
cough  medicine  and  taking  it  to  the  neigh- 
bor! We  were  really  taking  care  of  every- 
body living  in  that  vicinity.  Well,  we  don’t 
do  that  any  more. 

We  have  one  problem,  for  instance — that 
of  vaccination.  Who  is  going  to  do  the  vac- 
cination of  all  these  two  thousand  to  four 
thousand  or  more  people  who  work  in  these 
plants?  Our  practice  is  to  send  them  to  the 
local  physician.  That  would  be  time-wasting 
and  inefficient  in  certain  plants  and  in 
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certain  organizations.  We  don’t  want  to  take 
the  risk  of  poor  technic,  perhaps,  or  law- 
suits that  might  come  from  a very  sore 
arm  t 

Our  relationship  to  the  legal  profession  is 
very  touchy.  In  fact,  you  know  these  indus- 
tries now  have  their  own  legal  departments ; 
it  is  a protection.  We  have  great  trouble 
with  the  influence  of  neighbors  on  people 
who  are  injured.  A man  will  go  home  from 
a plant  injured — it  may  be  trivial.  But  he  is 
influenced  by  his  neighbor  to  start  a law- 
suit. 

Industry  must  have  an  organized  medical 
department.  How  this  medical  department 
shall  work  with  its  fellow  physicians  is  an- 
other question  but  I think  it  is  ironing  out 
very  well.  A better  understanding  is  com- 
ing between  the  local  physician  and  the  in- 
dustrial man  and  cooperation  is  seen  more 
today  than  it  ever  was  before,  and  I can  re- 
member that  from  past  years  of  experience. 

Every  man  we  put  in  a hospital  would 
mean  a battle  and  a lot  of  bad  feelings  be- 
cause of  family  influences  and  the  like.  But 
a better  understanding  of  the  public  in  rela- 
tion to  industrial  medicine  is  certainly  com- 
ing at  this  time. 

Dr.  Schrock,  we’d  enjoy  hearing  a few 
words  from  you. 

R.  D.  SCHROCK,  M.D.  (Omaha)  : We  see, 
not  so  much  the  end  results  of  injury  or  the 
end  results  of  disease  but  the  end  results  of 
industry’s  inability  to  recognize  the  fact  that 
some  horses  are  built  for  quarter-mile  races 
and  other  horses  are  built  to  carry  an  ex- 
hibition wagon  in  the  Coliseums  throughout 
the  country  for  advertising  purposes,  and 
that  still  other  horses  are  built  to  replace 
the  tractors  when  they  break  down.  By  that 
I imply  the  lack  of  attention  of  industry  at 
the  present  time  to  adjust  the  physical  and 
mental  make-up  of  the  employe  to  a par- 
ticular task. 

We  see  a fair  number  of  low  back  prob- 
lems, some  of  which  are  explainable  on  a def- 
inite basis.  We  could  say,  “There  is  the  dif- 
ficulty.” There  are  others  in  which  we  can 
see  clinically  very  little,  on  examination  of 
the  patient,  except  that  we  have  an  asthenic 
individual,  maybe  small  or  large  in  stature, 
with  a mental  attitude  of  ineffectiveness. 
Many  of  these  individuals  have  been  doing 
hard  work.  When  they  get  to  middle  age — 
that  is  at  35 — their  musculature  begins  to 


deteriorate  more  rapidly  than  normal ; they 
are  unable  to  carry  on  with  that  very  heavy 
type  of  work.  They  break  down. 

Their  history  is  of  greater  significance 
than  is  their  physical  examination,  and  we 
are  running  into  more  and  more  of  that  type 
of  individual  who  requires  a readjustment  of 
physical  activity. 

Now  from  the  viewpoint  of  industry,  a 
practical  problem  is  presented  because  they 
cannot  make  readjustments  in  their  em- 
ployment practice  to  put  a man  who  is  be- 
ginning to  deteriorate  physically  into  a light- 
er job.  It  is  not  a critical  attitude  that  I 
present  towards  industry;  it  is  a practical 
problem  that  industry  will  have  to  meet. 

The  discharge  of  those  individuals  at  the 
beginning  of  their  breakdown  would  be  real- 
ly an  excellent  investment  for  industry. 
Otherwise,  they  are  faced  with  the  problem 
of  paying  continuous  compensation  over  a 
long  period  of  time,  and  the  physician  in 
charge  of  that  plant  suffers  mental  anguish 
as  these  ineffectives  come  into  the  office 
day  after  day.  They  can’t  work  on  account 
of  pain  in  the  back.  They  are  overloaded, 
some  of  them  physically  and  most  of  them 
mentally,  and  unfortunately  during  the  past 
few  years  the  mental  desire  to  be  self-sup- 
porting has  been  materially  undermined  by 
various  influences. 

DR.  KIRK:  This  point  is  well  taken.  It 

is  a very  important  problem.  We  are  ex- 
periencing much  trouble  along  this  line.  We 
have  four  classifications  in  our  examinations, 
A,  B,  C and  D.  I have  told  my  personnel  de- 
partment time  and  time  again  that  there 
should  be  only  two  classifications,  A and  D, 
because  the  C man  who  has  a defect  and  who 
should  be  placed  on  certain  jobs  is  finally 
thrown  out  into  the  plant  and  becomes  lost 
in  the  shuffle,  and  the  first  thing  you  know 
he  is  on  a job  where  he  shouldn’t  be. 

DR.  McARDLE : Mr.  Chairman,  if  I may 
say  a word:  I represent  the  Glen  L.  Martin 
Nebraska  company,  a baby  industry  here  in 
Omaha  making  aircraft.  In  attempting  to 
overcome  this  difficulty  that  you  have  just 
mentioned,  classification  for  substandard 
risks,  we  use  an  A,  B,  C and  D rating.  We 
don’t  allow  anybody  in  the  plant  to  have 
those  physical  ratings  on  our  employes  ex- 
cept one  man  in  the  Industrial  Relations  De- 
partment, and  before  a transfer  is  in  order, 
he  passes  on  every  case.  He  draws  a card 
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on  that  man  so  he  knows  what  his  risk  is.  If 
lie  has  an  A rating,  as  far  as  we  are  con- 
cerned he  is  eligible  to  work  in  any  place  on 
the  reservation.  If  he  has  a B or  C rating, 
then  he  is  sent  to  the  medical  department, 
is  examined;  his  job  is  analyzed  as  to  the 
amount  of  both  mental  and  physical  require- 
ments it  will  take,  and  if  I deem  it  necessary, 
he  is  allowed  to  go  on  that  job.  If  not,  he  is 
sent  back,  the  reason  told  to  the  man  as  to 
why  he  can  not  take  that  job,  and  an  attempt 
is  then  made  to  re-establish  his  transfer  and 
see  if  we  can’t  place  him  where  he  can  be 
better  handled. 

You  spoke  of  the  fact  that  you  feel  we 
should  have  either  A or  D.  Here  is  some- 
thing that  I am  facing  every  day  and  these 
men  definitely  are  not  A’s  or  C’s  or  D’s.  We 
are  getting  back  our  certified  discharged 
men  from  our  army  and  navy.  We  set  up 
this  precedent  of  A,  B,  C or  D,  so  that  we 
could  better  handle  these  boys  who  are  com- 
ing back  from  the  service,  or  the  4 F’s. 

One  other  point  I’d  like  to  emphasize: 
I get  diagnosis  after  diagnosis  of  “aluminum 
poisoning”  from  physicians  in  this  area,  who 
really  should  know  better. 

Louis  Schwartz  of  the  United  States  Pub- 
lic Health  Service  has  made  a survey  of  the 


nine  aircraft  industries  of  the  United  States 
employing  over  100,000  workers  and  never  in 
all  that  investigation  has  he  been  able  to 
find  any  person  susceptible  to  aluminum. 

We  have  three  court  cases  pending  right 
now  where  doctors  have  made  a diagnosis  of 
silicosis  in  our  industry.  Two  of  those  had 
their  films  sent  to  Dr.  Leo  Rigler  of  the  Uni- 
versity of  Minnesota  at  Minneapolis,  prob- 
ably as  fine  a chest  man  as  there  is  in  the 
country  from  a roentgenological  viewpoint, 
and  Dr.  Rigler  sent  back  this  statement: 

“If  there  is  anything  that  will  tend  to 
avert  silicosis,  it  is  inhalation  of  alum- 
inum.” 

They  get  dermatitis,  not  from  the  alumi- 
num, or  from  the  dural,  an  alloy  of  alumi- 
num, but  from  the  fish  oil  which  covers 
these  sheets  of  aluminum  before  they  come 
into  our  plant. 

We  have  the  same  problems  that  Dr.  Hill 
has.  95%  of  them,  1 dare  say,  can  be  cured 
with  soap  and  water  and  clean  clothing  each 
day. 

DR.  KIRK:  We  certainly  appreciate  the 

opportunity  of  presenting  this  subject,  and 
wish  to  thank  you  who  have  listened,  and 
who  have  participated  in  the  discussion. 


* * 


Tuberculosis  Abstracts 


The  proper  feeding  of  patients  in  tuber- 
culosis hospitals  is  a difficult  task  at  best. 
Supervising  an  adequate  diet  for  patients 
treated  at  home  calls  for  even  greater  in- 
genuity. With  wartime  shortages  and  in- 
creasing costs  the  problem  in  either  case  is 
further  intensified.  The  importance  of  nu- 
trition as  an  aid  to  therapy  and  a factor  in 
maintaining  patient  morale  must  not  be 
overlooked  or  underestimated. 

DO  WE  FEED  TB  PATIENTS  PROPERLY? 

Has  the  pressure  of  the  war  changed  our 
feeding  of  the  tuberculous  patient?  Is  a re- 
laxation of  our  policy  of  “plenty  of  good 
food”  of  serious  concern  in  the  treatment  of 
tuberculosis?  What  should  be  the  goal  of 
the  dietitian  in  planning  the  wartime  diet? 
These  are  questions  in  the  minds  of  those  in- 
terested in  the  care  of  tuberculous  patients. 

Personal  observations  have  indicated  that 


the  standards  of  nutrition  have  been  relaxed 
in  some  institutions,  partly  because  of  ex- 
pense and,  at  times,  because  of  scarcity. 
How  general’ this  lowering  of  standards  has 
become  is  not  known,  but  it  is  thought  to  be 
considerable. 

In  order  to  assess  the  significance  of  relax- 
ing the  policy  of  “plenty  of  good  food”  we 
must  know  the  nutritive  status  of  “well  fed” 
tuberculous  persons  before  the  war.  Nutri- 
tional surveys  have  shown  that  many  tuber- 
culous persons,  even  those  on  a good  sana- 
torium diet  were  actually  malnourished, 
especially  in  respect  to  ascorbic  acid  and  vita- 
min A.  Other  food  deficiencies  were  also 
found.  These  observations  came  as  a sur- 
prise, for  clinicians  felt  secure  and  were  wor- 
ried about  malnutrition  only  where  intest- 
inal disease  obviously  interfered  with  as- 
similation of  food. 

How  important  are  vitamins  A and  C in 
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the  resistance  to  tuberculosis?  This  cannot 
be  answered  as  yet,  but  some  evidence  has 
been  obtained  in  favor  of  increasing  the  in- 
take of  these  two  substances.  The  cod  liver 
oil  and  tomato  juice  ‘cocktail’  prescribed  by 
some  in  the  treatment  of  tuberculosis  is  rich 
in  these  vitamins.  It  has  been  found  effec- 
tive in  preventing  the  development  of  extra- 
pulmonary  tuberculosis  in  those  with  the  dis- 
ease in  the  lungs. 

Empirical  use  of  cod  liver  oil  and  tomato 
juice,  now  has  a scientific  basis.  We  still  do 
not  know  the  effect  of  completely  abolishing 
the  deficiencies  of  vitamins  A and  C or  the 
effect  of  abolishing  all  nutritional  deficien- 
cies. 

During  the  last  war,  an  experiment  was 
unknowingly  conducted  on  the  effect  of  food 
on  the  resistance  to  tuberculosis.  Before 
the  allied  blockade  of  Denmark  was  complete, 
much  food  was  sold  to  Germany  for  high 
prices.  The  latter  stimulated  sales  to  such  an 
extent  that  Danes  were  depriving  themselves 
of  essential  food,  so  much  so  that  vitamin  A 
deficiency  was  evident  clinically  and  its  ocu- 
lar manifestation,  called  xerophthalmia,  was 
found  in  hundreds  of  infants. 

At  this  time  the  death  rate  from  tuber- 
culosis had  risen  to  a wartime  high.  Later, 
as  a result  of  the  submarine  blockade  and 
food  rationing,  essential  foods  were  left  in 
the  country.  Tuberculosis  began  to  recede 
as  soon  as  exports  stopped.  This  is  now  re- 
garded as  a classic  observation  on  the  effect 
of  food,  for  other  factors  such  as  crowding, 
poor  housing,  fatigue  and  overwork  were  still 
present  and  unchanged.  Xeropthalmia  dis- 
appeared, too,  when  the  food  exports  stopped. 

The  evidence,  then  at  present  is  that  tu- 
berculous persons  are  often  not  well  nour- 
ished even  when  “well  fed”  and  that  mal- 
nutrition is  a vital  factor  in  the  incidence 
and  course  of  the  disease.  Such  evidence 
makes  any  relaxation  of  our  feeding  stand- 
ards in  wartime  seem  hazardous. 

We  have  learned,  too,  that  it  is  not  the 
energy  content  of  food  that  is  important. 
No  doubt  the  Danes  replaced  the  essential 
food  shipped  off  with  food  of  an  equal  caloric 
content.  The  foods  shipped  were  those  high 
in  protein,  fat,  vitamins  and  minerals.  The 
substituted  food  was  largely  carbohydrate. 
This  focuses  our  attention  on  the  individual 
food  constituents.  What  are  the  important 
food  constituents  for  the  tuberculous  person? 

Recent  appraisal  of  the  nutritional  status 


of  the  tuberculous  patient  has  brought  out 
that  these  people  are  mainly  in  need  of  vita- 
min C,  vitamin  A,  protein  and  minerals.  The 
requirement  of  vitamins  A and  C is  so  great 
that  it  seems  impractical  to  plan  a diet  with 
sufficient  amounts  of  these  materials  to  over- 
come the  deficiencies.  This  then  is  a prob- 
lem of  therapeutics — the  supplemental  dose 
to  be  governed  by  the  degree  of  the  deficien- 
cy. 

The  diet  for  the  tuberculous  person  should 
have  an  abundant  amount  of  protein — 70-100 
grams  per  day.  This  is  an  excess  of  that 
recommended  for  healthy  people,  for  the  tu- 
berculous person  has  to  replace  his  depleted 
stores  of  protein,  and,  too,  his  daily  needs 
are  more. 

All  vitamins  are  probably  needed  in  great- 
er amounts  by  the  tuberculous  person,  but 
we  have  scientific  data  only  for  a few  of 
them.  Vitamin  D has  been  singled  out  for 
special  attention  because  of  its  role  in  cal- 
cium assimilation  and  metabolism.  Vitamin 
K deficiency  has  been  found  in  tuberculous 
persons  and  is  of  especial  concern  because 
of  its  function  in  normal  blood  clotting. 
Those  in  need  of  vitamin  K are  subject  to 
severe  hemorrhages.  Part  of  the  inanition 
in  tuberculous  persons  may  be  due  to  lack  of 
the  B vitamins.  Minerals  and  calcium  in 
particular  are  deemed  important  in  the  heal- 
ing process.  Phosphorus  and  iron  are 
thought  to  be  needed  in  greater  amounts  by 
the  tuberculous  person;  phosphorus  is  util- 
ized with  the  calcium;  iron  is  necessary  in 
the  production  of  hemoglobin.  Secondary 
anemia  is  always  present  in  advanced  tuber- 
culosis. 

The  proper  diet  can  be  summarized  as 
high  in  essential  foods  and  low  in  carbohy- 
drates. The  total  caloric  intake  is  governed 
by  the  amount  of  carbohydrates  given.  When 
the  person  has  gained  to  approximately  his 
normal  weight,  the  caloric  intake  should  be 
reduced,  leaving  the  intake  of  the  pre- 
scribed essentials  the  same.  The  latter 
should  be  changed  only  because  of  food  intol- 
erances and  then  only  after  all  means  of  sub- 
stituting foods  have  been  exhausted.  The 
dietitian’s  problem  is  to  get  the  prescribed 
amounts  of  the  food  constituents  into  meals 
that  will  be  consumed  and  tolerated  by  the 
patient.  It  is  no  easy  task. 

The  diet  can  be  “low  cost”  and  yet  provide 
the  essentials.  The  author  and  his  associates 
have  recommended  for  persons  taking  treat- 
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ment  at  home  a list  of  reasonably  priced 
items:  “Food  for  Tuberculous  Patients.” 
(Prepared  by  the  Division  of  Nutrition, 
Pennsylvania  Department  of  Health  and 
reproduced  below.  To  obtain  extra  copies 
of  the  food  list  communicate  with  your  tu- 
berculosis association. 

An  analysis  of  such  a food  list  recently  con- 
cluded by  the  Henry  Phipps  Institute,  Phila- 
delphia, Pa.,  showed  the  total  cost  to  be 
$4.69  per  person  per  week.  It  is  obvious  that 
this  removes  cost  as  an  objection  to  main- 
taining' the  quality  of  the  diet.  We  are 
more  anxious  than  ever  before  to  get  the 
tuberculous  person  well  because  of  the  war- 
time necessity  for  conserving  manpower. 
Therefore,  it  is  imperative  that  we  continue 
to  improve  the  diet  of  the  tuberculous  person 
rather  than  relax  our  standards. — Do  We 
Feed  TB  Patients  Properly?  Horace  R.  Getz, 
M.D.,  The  NTA  Bulletin,  September,  1944. 

FOOD  FOR  TUBERCULOUS  PATIENTS* 

Proper  food  is  a “must”  to  build  up  your  body  for 
recovery  from  tuberculosis.  Be  sure  to  remember 
that : 

Rest  + Diet  + Treatment  = Recovery. 

WHAT  IS  PROPER  FOOD? 

1.  Enough  food  (calories)  to  maintain  weight  at 
normal  or  slightly  above. 

2.  Moderate  amounts  of  protein  (milk,  meat,  fish, 
eggs,  cheese,  soybeans). 

3.  Easily  digested  fats  in  moderate  amounts. 

4.  Moderate  amounts  of  carbohydrates  (starches 
and  sugars). 

5.  High  amounts  of  minerals  and  vitamins,  espe- 
cially calcium,  vitamins  A,  B , B , C and  D. 

WHAT  WILL  PROVIDE  THESE  DAILY  NEEDS? 

Just  combine  the  foods  listed  below  into  regular, 
appetizing  meals.  Between-meal  nourishments  of 
part  of  the  milk,  fruit,  or  extra  fruit  juices  as  orange 
or  grapefruit,  are  desirable  for  some  patients. 

Milk:  1 quart  of  any  kind  you  prefer  or  IV3  large 
cans  evaporated. 

Eggs:  1 to  2. 

Meat  or  fish:  1 to  2 servings. 

Potatoes:  White  or  sweet,  1 to  2. 

Vegetables:  Especially  dark  green  leafy  and  yel- 
low varieties,  2 to  4 servings. 

Fruits:  2 or  more  servings,  especially  citrus  fruits 
as  oranges,  grapefruit,  lemons. 

Bread:  Whole  or  cracked  wheat,  rye  or  enriched 
white,  3 to  6 slices. 

Cereal : Whole  grain  or  enriched,  1 serving. 

Fat:  Butter,  fortified  margarine,  bacon  fat,  cod  or 
other  fish  liver  oil,  3 tablespoons. 

Sugar,  molasses  or  honey:  1 to  2 tablespoons. 

^Prepared  by  Division  of  Nutrition  for  Bureau  of  Tubercu- 
losis, Pennsylvania  Department  of  Health. 


IN  YOUR  FAMILY  MEALS  HAVE  MORE 
PROTECTIVE  FOOD  SUCH  AS: 

Milk  in  any  form,  whole,  skim,  buttermilk. 

Citrus  fruits  as  oranges,  grapefruit  and  tanger- 
ines. 

Vegetables  especially  green  leafy  and  yellow  va- 
rieties. 

Good  Cooked  Greens:  Beet  greens,  cabbage,  col- 
lards,  kale,  Swiss  chard,  tampala,  turnip  greens. 

Good  Raw  or  Salad  Greens:  Cabbage,  celtuce, 

Chinese  cabbage,  dandelions,  endive,  escarole,  leaf 
lettuce,  mustard,  romaine,  spinach,  tampala,  water 
cress. 

A garden  gives  your  family  vegetables  at  their 
best. 

Wild  greens  are  good  too.  They  are  free  for  the 
picking;  get  you  and  your  family  into  the  sun  and 
fresh  air;  are  best  when  young  and  before  blossom- 
ing; can  be  used  as  salads  or  cooked  greens. 

Some  wild  greens  are:  alfalfa,  chicory,  dandelions, 
dock,  lambsquarters,  land  cress,  marsh  marigold, 
milkweed,  mustard,  pokeweed,  purslane,  water  cress. 

NEW  FOODS 

Soybeans:  Soy  products — flour  and  grits.  Give 
protein,  minerals  and  vitamins  at  low  cost. 

Fortified  Margarine:  An  alternate  for  butter. 

Easily  digested,  high  in  vitamin  A,  lower  in  cost. 

Powdered  Milk:  Requires  no  refrigeration. 

Dehydrated  or  Dried  Fruits,  Vegetables  and 
Soups:  Give  variety  and  high  food  values  at  low 
cost. 


POST-WAR  CONTROL  OF  VENEREAL 
DISEASES 

The  postwar  period  will  present  far  greater  assets 
for  the  control  of  the  venereal  diseases  than  have 
been  available  at  any  previous  time,  Lieutenant 
Colonel  Thomas  H.  Sternberg  and  Captain  Granville 
W.  Larimore,  Medical  Corps,  Army  of  the  United 
States,  predict  in  The  Journal  of  the  American 
Medical  Association  for  January  27. 

“A  tremendous  number  of  physicians  and  lay  per- 
sonnel trained  and  experienced  by  the  Army  in  the 
principles  of  venereal  disease  control,”  they  say, 
“will  be  available.  The  dilution  of  the  postwar 
population  by  9,000,000  soldiers  will  raise  the  general 
veneral  disease  education  level  to  a new  high,  and 
it  seems  certain  that  future  venereal  disease  con- 
trol programs  wil  be  accorded  increased  public  sup- 
port. In  this  connection,  efforts  to  reimpose  a 
blackout  on  the  venereal  diseases  are  doomed  to 
failure.  The  remarkable  advances  in  treatment 
climaxed  by  the  introduction  of  penicillin  will  add 
great  impetus  toward  achieving  the  goal  of  uni- 
versal case  finding  and  case  holding.  Mass  war- 
time experiences  will  add  considerably  to  the  ven- 
ereal disease  control  armamentarium. 

“These  factors,  added  to  the  stabilization  of  com- 
munity life  and  the  return  of  opportunity  to  follow 
the  natural  instincts-  of  monogamous  relationships, 
all  lead  to  the  conclusion  that  we  shall  be  presented 
with  an  unprecedented  opportunity  to  reduce  the 
incidence  of  the  venereal  diseases  to  a manageable 
minimum.” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


At  its  mid-winter  session  February  4,  the 
Council  of  the  Nebraska  State  Medical  Asso- 
ciation voted  to  cancel  the  Annual  Scientific 
Sessions  of  the  Association  scheduled  for  the 
first  week  in  May,  1945.  There  will  be  a 
business  meeting  of  the  House  of  Delegates 
and  of  the  Council.  The  cancellation  of  the 
scientific  sessions  was  voluntary  and  com- 
plies with  the  request  of  the  office  of  De- 
fense Transportation  that  no  meetings  be 
held  where  more  than  fifty  persons  would  be 
in  attendance. 


1945  ANNUAL  SESSION  OF  A.M.A. 

IS  CANCELED 

“The  Board  of  Trustees  of  the  American 
Medical  Association,  after  consideration  of 
all  factors  involved,”  The  Journal  of  the  As- 
sociation says  in  its  January  20  issue,  “has 
officially  announced  the  cancelation  of  the 
Ninety-fifth  Annual  Session  of  the  Associa- 
tion scheduled  for  Philadelphia,  June  18-22. 
This  is  the  fourth  time  in  the  Association’s 
history  and  the  second  time  during  the  pres- 
ent war  that  an  annual  session  was  post- 
poned for  a year.  An  annual  session  was 
first  postponed  because  of  the  outbreak  of 
the  war  between  the  states.  In  1862  it  was 
again  postponed  for  a year.  The  1943  annual 
session  scheduled  to  have  been  held  in  San 
Francisco  was  canceled.  Last  year  the  ses- 
sion was  held  in  Chicago.  It  is  expected  that 
a meeting  of  the  House  of  Delegates  will 
probably  be  held  in  1945  in  Chicago  at  a time 
to  be  announced  later  in  The  Journal.  The 
action  this  year,  is  taken  voluntarily  in  order 
to  cooperate  to  the  fullest  possible  extent 
with  the  request  of  the  Office  of  Defense 
Transportation  and  in  the  interest  of  the 
nation’s  war  effort.” 


NEWS  and  mws 


A total  of  183  physicians  died  in  military 
service  during  1944,  the  Journal  of  the 
American  Medical  Association  reported  in  its 
January  7 issue. 

Of  this  number,  70  were  killed  in  action 
and  113  others  died  from  natural  causes. 
Since  the  outbreak  of  the  war  the  Journal 
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lias  recorded  the  deaths  of  326  doctors  who 
met  their  death  while  serving  with  the 
armed  forces. 


Attempts  to  create  a Douglas  County-City 
of  Omaha  Health  Unit  have  met  with  politi- 
cal obstacles.  The  same  is  true  of  the  Lan- 
caster County-Lincoln  Unit.  In  Douglas 
County  the  County  Commissioners  are  cool 
to  the  proposal  and  the  City  Commissioners, 
particularly  the  Mayor,  is  icy  cold.  In  Lin- 
coln the  City  Commissioners  are  willing,  but 
the  County  Commissioners  are  holding  out 
for  an  election.  Both  areas  could  do  better 
under  a combined  city-county  health  depart- 
ment in  that  additional  funds  could  be  ob- 
tained from  the  U.  S.  Public  Health  Service 
to  supplement  present  local  allotments. 


On  January  11  of  this  year  Congressman 
A.  L.  Miller,  former  President  of  the  Ne- 
braska State  Medical  Association  introduced 
a bill  in  the  House  of  Representatives  to 
establish  “at  the  seat  of  government  an  ex- 
ecutive department  to  be  known  as  the  De- 
partment of  National  Health,  at  the  head  of 
which  shall  be  the  Secretary  of  National 
Health,  who  shall  be  appointed  by  the  Presi- 
dent, by  and  with  the  advice  and  consent  of 
the  Senate,  and  shall  receive  the  same  salary 
as  the  heads  of  other  executive  depart- 
ments . . .”  The  purpose  of  the  Act  is  to 
bring  about  a centralization  of  all  activities 
of  the  government  related  to  health.  Or- 
ganized medicine  for  years  has  advocated  the 
unification  and  centralization  of  the  various 
bureaus  and  agencies  concerned  with  health 
functions.  It  is  hoped  that  the  medical  pro- 
fession will  do  all  within  its  powers  to  en- 
courage the  passage  of  this  bill.  Dr.  Miller 
deserves  all  the  support  we  can  give  him. 


St.  Paul  (Nebr.)  has  a community  hos- 
pital. The  hospital  previously  owned  by  Drs. 
Arnold  and  Planish,  was  turned  over  to  the 
Board  of  Trustees  of  the  St.  Paul  Community 
Hospital  at  the  original  purchase  price.  With 
the  deed,  according  to  the  local  press,  they 
transferred  all  the  accumulated  earnings  and 
book  accounts. 


The  City  Emergency  Hospital  of  Omaha 
has  been  abandoned  and  a unit  for  con- 
tagious disease  was  established  in  the  Doug- 
las County  Hospital.  By  agreement  between 
the  city  and  county  commissioners  the  unit 
will  accommodate  40  patients.  Teaching 


facilities  for  contagious  diseases  will  be  ex- 
tended to  staffs  of  the  University  of  Nebras- 
ka, and  Creighton  Medical  colleges.  The 
Unit  will  also  afford  training  facilities  for 
nurses  in  the  various  local  hospitals. 


A bill  introduced  in  the  Nebraska  uni- 
cameral session  calls  for  an  appropriation  of 
$600,000  for  construction  and  equipment 
of  a 300-bed  addition  to  the  University  flos- 
pital  in  Omaha. 


DEATHS 

Mayer,  Charles  F.,  Burr.  Born  in  Bavaria,  Ger- 
many in  1879.  Came  to  Omaha  as  a child.  Gradu- 
ated from  Creighton  University  School  of  Medicine 
in  1904.  The  doctor  practiced  in  Omaha  for  a while, 
and  following  a few  years  of  locations  in  the  eastern 
section  of  the  state,  located  in  Burr  in  1914  where 
he  remained  until  the  time  of  his  death  in  Bryan 
Memorial  Hospital,  Lincoln,  January  26,  1945.  Sur- 
viving are  his  wife. 


Cutter,  Irving  S.,  Chicago.,  formerly  dean  of  Uni- 
versity of  Nebraska  Medical  College.  Born  in  New 
Hampshire,  came  with  his  parents  to  Lincoln  early 
in  childhood.  Received  his  education  in  the  Uni- 
versity of  Nebraska.  After  teaching  school  and  act- 
ing as  a representative  for  a book  firm,  he  gradu- 
ated from  the  University  of  Nebraska  Medical  Col- 
lege in  1910.  He  was  professor  of  bio-chemistry 
and  dean  of  the  College  of  Medicine  until  1925  when 
he  was  called  to  take  the  deanship  at  the  North- 
western Medical  School  in  Chicago.  He  was  retired 
as  dean  and  made  emeritus  in  1941.  Dr.  Cutter  was 
an  outstanding  figure  in  medicine  and  contributed 
much  to  the  education  on  health  through  his  syndi- 
cated column  in  many  daily  newspapers.  He  died 
Friday,  February  2,  in  Chicago.  Burial  was  in 
Forest  Lawn  cemetery,  Omaha.  Surviving  are  his 
wife  and,  a son,  T/Sgt.  Richard,  stationed  at  Ft. 
Logan,  Colo. 

SUGGESTS  MORE  SPECIAL  SCHOOLS  FOR 
CHILDREN  WITH  HEART  DISEASE 

The  experience  of  the  Jesse  Spalding  School  in 
Chicago,  which  is  designed  to  furnish  normal  school 
and  environmental  education  for  physically  handi- 
capped children,  “Confirms  the  advantages  of  the 
special  school  for  children  with  heart  disease  and 
suggests  the  extension  of  this  type  of  endeavor  to 
other  communities  where  it  may  be  practicable,” 
The  Journal  of  the  American  Medical  Association 
for  January  27  says  in  commenting  on  the  findings 
of  a survey  of  a group  of  children  who  had  at- 
tended the  Spalding  school. 

The  survey  covered  a period  of  approximately  ten 
years.  Of  the  130  examined  and  interviewed,  104 
had  either  improved  or  remained  in  the  same  cardiac 
classification  since  leaving  the  school.  Thirty- 
two  of  the  women  were  married;  14  had  borne 
1 child,  3 had  2 children,  1 had  3 children,  2 had  had 
four  pregnancies  and  2 were  pregnant  at  the  time 
rechecked.  None  of  them  reported  that  the  heart 
condition  had  adversely  influenced  the  pregnancy  or 
labor  to  any  extent. 
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WOMAN'S  AUXILIARY 


President— Mrs.  Herbert  H.  Davis 

112  So.  Elmwood  Road,  Omaha,  Nebr. 

President-elect — Mrs.  Howard  Royer 

Grand  Island,  Nebr. 

First  Vice-President — Mrs.  D.  B.  Wengert 

Fremont,  Nebr. 

Historian — J 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  W.  B.  Moody 

533  So.  53rd  St,,  Omaha,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr.  • 

:.  Floyd  Rogers 


3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Underwood 
Ave.,  Omaha,  State  Chairman  for  the  Bulletin. 


WAR  SERVICE  IN  NEBRASKA 

Upon  entering  the  second  year  with  plans 
for  a greater  and  better  War  Service  Pro- 
g-ram throughout  Nebraska,  members  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association,  carry  on  untiringly  with 
the  resolve  to  make  this  program  effective. 

This  year,  as  we  go  into  the  Fourth  War 
Winter,  throughout  the  whole  state,  mem- 
bers are  doing,  giving  and  working,  even  at 
greater  speed  and  higher  tension  in  their 
great  resolve  to  bring  about  a quicker  peace, 
more  comfort  to  those  in  our  armed  forces 
who  pass  through  our  Nebraska  Airports  and 
Railroad  stations,  those,  who  are  housed  here 
in  our  own  camps,  and  those  who,  on  account 
of  the  war,  have  had  to  leave  their  own 
homes  to  find  dwellings  here. 


War  Service  Chairman  for  Nebraska,  I can 
send  it  on  to  our  National  Chairman,  that  the 
Auxiliary  to  the  Nebraska  State  Medical  As- 
sociation can  make  a truly  worthy  showing 
of  War  Work  for  our  Service  Program.  Inas- 
much as  the  whole  State  of  Nebraska  has 
more  than  girded  itself  in  efforts  toward 
all  means  of  War  Service,  in  its  wonderful 
canteens,  War  Industry,  Hospital  and  Medi- 
cal effort,  our  report  should  go  in,  teaming 
with  hours  spent  by  our  Auxiliary  Women  of 
Nebraska.” 

1 

Thus,  with  such  a War  Service  Program 
confronting  us  again,  the  women  of  Nebras- 
ka, members  of  the  Auxiliary  to  the  Nebras- 
ka State  Medical  Association,  have  their  eyes 
and  their  hearts  on  a full  and  active  program 
in  the  total  war  effort. 


Your  State  Chairman  of  the  War  Service 
Program,  has  again  been  asked  to  send  out 
material  and  questionnaires  to  be  filled  out 
for  an  accounting  of  hours  and  days,  spent 
by  our  members  throughout  the  state.  Once 
again  our  national  organization  has  asked 
that  we,  as  a state  organization,  send  in  our 
number  of  members  participating  in  War 
Activities  and  the  time  each  has  given. 

It  is  a big  order — for  the  women  of  Ne- 
braska have  given  a great  deal  of  time  to 
Hospital  Service,  Procurement  of  Nurses 
and  Nurse’s  Aides,  Day  Nurseries  for  chil- 
dren of  women  in  our  own  War  Industries, 
Nutrition,  Hostesses  at  U.  S.  Camps,  Work 
on  Rationing  Boards,  staffing  of  Booths  for 
War  Bonds,  and  for  all  the  assistance  in 
every  part  of  Red  Cross,  such  as  canteens, 
knitting,  typing  and  filing  and  all  emer- 
gencies that  have  arisen  in  this  state. 

These  questionnaires  and  programs  have 
been  sent  out  to  each  of  the  County  Presi- 
dents throughout  the  state,  to  be  filled  out 
by  their  respective  County  War  Service 
Chairman.  The  letter  sent  to  each  County 
President,  reads  in  part:  “Will  you  please  see 
that  this  is  done  and  same  returned  to  me, 
at  the  earliest  convenience,  so  that  as  your 


MRS.  GLENN  D.  WHITCOMB, 
Chairman,  War  Service  Program. 


FROM  THE  OFFICE  OF  THE  SURGEON 
GENERAL 

HEALTH  OF  THE  ARMY  IN  U.  S. 

During  December  the  incidence  of  acute  respir- 
atory diseases  in  Army  installations  within  the 
United  States  rose  slightly,  the  Surgeon  General’s 
Office  reports.  The  present  incidence  is  much  low- 
er than  in  December,  1943,  when  the  influenza  epi- 
demic was  in  progress.  In  fact  it  will  probably 
prove  to  be  lower  than  any  previous  December  rate 
in  a number  of  years,  although  final  data  are  not 
yet  available. 

A seasonal  increase  in  pneumonia,  mumps  and 
scarlet  fever  is  under  way.  For  none  of  these 
diseases  is  the  increase  excessive.  Measles  inci- 
dence has  not  shown  the  expected  increase,  nor  has 
meningococcal  meningitis.  The  indications  are  that 
meningitis  will  be  considerably  less  prevalent  this 
year  than  last.  The  incidence  of  all  diseases  is  lower 
than  for  December  of  the  two  preceding  years  but 
slightly  higher  than  the  December  average  for  the 
period  1930-39. 

ARMY  AURAL  REHABILITATION 

Before  a deafened  soldier  can  be  fitted  properly 
with  a hearing  aid  he  must  have  a custom  fitted 
ear  piece  to  which  the  aid  can  be  attached.  Until 
now  these  ear  pieces  were  manufactured  by  commer- 
cial concerns  and  some  delay  w-as  involved  due  to  the 
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necessity  of  packing  and  transmitting  the  cast  and 
receiving  the  ear  piece  by  mail.  Now,  however,  ear 
pieces  of  clear  acrylic  or  lucite  are  to  be  manufac- 
tured in  the  three  Army  hospitals  for  the  deafened — 
a step  which  means  the  soldier  gets  his  hearing 
aid  about  a week  sooner. 

Each  soldier-patient  with  impaired  hearing  is 
scientifically  tested  to  ascertain  precisely  which 
hearing  aid  is  best  for  him.  Since  variations  have 
been  found  even  in  aids  of  the  same  model,  a stock 
is  maintained  at  the  hospital  so  the  soldier  receives 
the  aid  which  proved  most  satisfactory  for  him 
when  tested.  In  addition  to  equipping  the  men 
with  hearing  aids,  instruction  is  given  in  lip  read- 
ing and  speech  correction,  if  necessary. 

A great  many  cases  of  deafness  among  soldiers 
which  passed  undetected  at  the  time  of  induction 
have  since  been  detected  through  the  modern  scien- 
tific methods  now  in  use  by  the  Army  Medical  De- 
partment. These  deafened,  as  well  as  those  with 
service-incurred  deafness,  are  being  rehabilitated  at 
Deshon  General  Hospital,  Butler,  Pa.;  Hoff  General 
Hospital,  Santa  Barbara,  Calif.,  and  Bordon  General 
Hospital,  Chickasha,  Oklahoma. 

ARMY  NEUROPSYCHIATRIC  NURSING 
SCHOOLS 

Neuropsychiatric  nursing  schools  are  now  in  oper- 
ation in  five  service  commands  and  within  the  next 
few  months  will  be  established  in  all  service  com- 
mands in  the  United  States.  These  schools  offer  a 
three-month,  on-the-job  training  course  under  the 
country’s  leading  neuropsychiatrists.  Enrollment  is 
made  up  of  Army  nurses  who  volunteer  for  the 
training  and  a certificate  of  neuropsychiatric  nurs- 
ing is  awarded  each  on  completion  of  the  course. 
At  least  two  neuropsychiatry  nurses  are  assigned 
to  each  general  hospital  in  this  country  and  to  the 
staff  of  each  general  hospital  organized  here  for 
service  abroad. 

RETURNING  VETERAN  WILL  BE  DIFFERENT 

Soldiers  who  have  been  in  combat  two  years  will 
have  aged  ten  years  and  their  families  and  friends 
must  be  prepared  to  accept  a difference  in  these 
returning  veterans,  Colonel  William  C.  Menninger, 
head  of  the  Neuropsychiatry  Division  of  the  Army 
Medical  Department,  said  recently  in  the  Laity  Lec- 
ture of  the  New  York  Academy  of  Medicine. 

There  is  little  time  to  spare  for  communities  to 
start  making  preparations  for  receiving  the  thou- 
sands of  soldiers  who  will  have  to  make  readjust- 
ments, and  serious  ones,  in  adapting  themselves  to 
civilian  life,  Col.  Menninger  declared. 

He  emphasized  that  in  discussing  this  subject  of 
the  return  of  the  nation’s  Armed  Forces  he  did  not 
mean  to  imply  that  the  war  will  soon  be  over.  But 
in  the  meantime,  he  stressed,  the  problem  must  be 
faced  of  getting  the  soldiers  back  into  a harmonious 
relationship  with  family  and  community. 

“In  addition  to  medical  help,”  he  said,  “many  vet- 
erans, perhaps  most,  will  need  other  counsel.  They 
will  need  ‘reorientation’  to  civilian  life,  to  the  appar- 
ent business-as-usual  status  in  the  community,  and 
to  the  family.  This  same  counsel  might  well  pro- 
vide advice  to  wives  and  parents  to  help  them  under- 
stand his  problems,  to  aid  them  in  catching  up  with 
his  premature  aging,  and  be  prepared  to  advise  and 
cooperate  with  him  in  his  plans.” 


“We  know  that  many  of  these  men  will  have 
difficulty  in  obtaining  a job.  No  doubt  the  govern- 
ment can  and  will  help,  but  fundamentally,  men 
belong  to  a community — your  town,  my  town.  They 
belong  to  it  and  it  should  be  the  community’s 
responsibility  to  organize  a plan  of  survey,  a coun- 
seling system,  and  an  employee  placement  bureau.” 

Colonel  Menninger  related  how  Major  General 
Norman  T.  Kirk,  Surgeon  General  of  the  Army,  gave 
the  psychiatric  program  of  the  Army  marked  im- 
petus by  increasing  the  staff  tremendously  and  mak- 
ing neuropsychiatry  an  integral  part  of  the  entire 
medical  and  surgical  services  in  combat  and  in  this 
country. 

IMPORTANCE  OF  PREVENTIVE  MEDICINE 

War  always  spotlights  the  dramatic  role  played 
by  surgery  and  medicine.  Less  frequently  does 
some  unusual  situation  shift  the  spotlight  to  the 
highly  important  role  played  by  preventive  medicine 
as,  for  instance,  when  our  troops  landed  in  the 
Philippines.  There  they  found  that  the  civilian 
population  had  suffered  woefully  for  lack  of  a pre- 
ventive medicine  program  under  Japanese  domina- 
tion. Sanitation  had  deteriorated.  Food  was  inade- 
quate. Great  numbers  of  the  people  were  suffering 
from  tropical  ulcers,  yaws,  intestinal  diseases  and 
vitamin  deficiency  diseases.  They  were  endangered 
by  cholera,  smallpox  and  typhoid  fever.  Now,  with 
the  return  of  our  troops,  preventive  medicine  is 
again  being  practiced  in  the  islands.  Carrying  out 
plans  prepared  by  the  Civil  Public  Health  Division 
of  the  Preventive  Medicine  Service,  Office  of  the 
Surgeon  General,  sanitation  is  being  restored.  The 
people  are  being  immunized  against  diseases.  Health 
offices  have  been  re-established  in  the  majority  of 
communities  wrested  from  the  Japs  and  dental  clin- 
ics, dispensaries  and  hospitals  have  been  established. 

VETERAN  RE-ORIENTATION  PROBLEMS 

The  American  Management  Association  at  its 
Marketing  Conference  held  in  New  York  City  this 
month  was  given  a glimpse  into  the  problems  of 
the  veteran  returning  to  civilian  work  by  Colonel 
William  C.  Menninger,  MC,  Director  of  Neuro- 
psychiatry Consultants  Division  of  the  Office  of  the 
Surgeon  General. 

Speaking  on  “Reorienting  the  Returning  Veteran 
to  Sales  Work/’  Colonel  Menninger  told  his  audi- 
ence how  to  help  the  man  change  from  military 
to  civilian  thinking,  which,  he  pointed  out,  is  “more 
than  a matter  of  changing  clothes.” 

“He  will  have  to  live  in  a new  world — that  of  a 
civilian,”  said  Colonel  Menninger,  “without  the  sup- 
port or  the  direction  or  the  public  understanding 
that  he  enjoyed  in  the  Army.  He  is  going  to  be 
giving  up  very  tangible  forms  of  security  that  he 
had  established.  Only  as  he  is  able  to  re-find  this 
sense  of  security  . . . can  the  man  give  up  being 
a veteran  and  again  become  a full-fledged  citizen.” 

Only  a small  percentage  of  returning  veterans 
will  show  serious  difficulty  in  readjusting  but  be- 
cause of  the  size  of  the  Army  the  actual  number 
may  be  considerable.  To  help  these  men  return  to 
their  civilian  roles  he  suggested  that  executives 
give  special  consideration  to  “the  selection  method, 
the  development  of  training  and  orientation  tech- 
niques, the  recognition  of  the  importance  of  fre- 
quent counseling,  and,  finally,  the  provision  of  com- 
pensations.” 
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MEDICAL  BILLS  IN  THE  SEVENTY-NINTH 
CONGRESS 

H.  R.  1 by  Mr.  Ludlow  of  Indiana.  A Bill 
to  Provide  Disability  Benefits  for  Honorably 
Discharged  Veterans  Under  Certain  Circum- 
stances. Referred  to  the  Committee  on  World 
War  Veterans’  Legislation. 

Comment:  Provides  that  any  inductee  who  shall 

make  a statement  at  the  time  that  he  is  inducted 
that  he  has  a definite  pathology,  or  if  such  path- 
ology is  discovered  at  the  time  he  is  examined  and 
he  is  nevertheless  inducted  and  later,  after  serving, 
such  pathology  shall  develop  into  a disability  and  it 
becomes  necessary  to  discharge  him,  the  said  ail- 
ment or  disability  shall  be  assumed  to  have  been  ag- 
gravated by  service. 

H.  R.  56  by  Mr.  Izac  of  California.  A Bill 
to  Amend  Section  1001,  title  X,  of  the  Social 
Security  Act,  to  Include  Needy  Individuals  Who 
Are  Permanently  Crippled.  Referred  to  the 
Committee  on  Ways  and  Means. 

Comment:  Provides  that  the  blind  shall  be  con- 
sidered permanently  crippled  in  interpreting  the  So- 
cial Security  Act  and  entitled  to  all  the  benefits 
given  to  a permanently  crippled  or  disabled  person. 

H.  R.  103  by  Mr.  Voorhis  of  California.  A 
Bill  to  Grant  Permanent  and  Total  Disability 
Ratings  to  Veterans  Suffering  from  Severe 
Industrial  Inadaptability  as  a Result  of  War 
Service.  Referred  to  the  Committee  on  World 
War  Veterans’  Legislation. 

Comment:  Provides  that  where  a disability  suf- 
fered by  a veteran  while  in  service  results  in  pro- 
ducing a severe  industrial  inadaptability,  interfer- 
ing with  his  being  employed  or  with  his  following 
continuously  any  gainful  occupation,  that  veteran 
shall  be  considered  as  permanently  and  totally  dis- 
abled. 

H.  R.  140  by  Mr.  Voorhis  of  California.  A 
Bill  to  Amend  the  Social  Security  Act,  and  for 
Other  Purposes.  Referred  to  the  Committee  on 
Ways  and  Means. 

Comment:  Provides  for  the  amendment  of  the 

Social  Security  Act  so  as  to  make  each  State  its 
own  authority  in  interpreting  the  phrases  “needy 
individuals.”  The  Federal  Government  shall  not 
object  to  the  interpretation  of  the  State  nor  refuse 
to  cooperate  with  the  State’s  program  by  denying 
it  its  proportionate  share  of  subsidy  because  of  a 
difference  in  the  interpretation  of  this  and  other 
phrases. 

H.  R.  141  by  Mr.  Voorhis  of  California.  A 
Bill  to  Amend  the  Social  Security  Act,  and  for 
Other  Purposes.  Referred  to  the  Committee 
on  Ways  and  Means. 

Comment:  Here  Mr.  Voorhis  takes  a position 

similar  to  the  one  in  the  preceding  bill;  that  is, 
that  the  State  shall  be  the  sole  authority  in  deter- 
ining  the  interpretation  of  such  phrases  as  “needy 
individuals  who  are  blind”  and  “blind  individuals 
who  are  needy.”  The  Federal  Government  shall  not 
object  to  paying  its  share  of  the  subsidy  to  that 
State  because  of  a difference  of  opinion. 

H.  R.  151  by  Mr.  Voorhis  of  California.  A 
Bill  to  Establish  More  Equitable  Procedure  Gov- 


erning the  Determination  of  Service  Connec- 
tion of  Diseases  or  Injuries  Alleged  to  Have 
Been  Incurred  in  or  Aggravated  by  Active 
Service  in  a War,  Campaign,  or  Expedition. 
Referred  to  the  Committee  on  World  War  Vet- 
erans’ Legislation. 

Comment:  Provides  that  the  veteran  who  has  a 

disability  which  can  be  traced  to  his  period  of 
service  has  the  right  to  have  that  disability  con- 
sidered as  due  to  or  aggravated  by  such  service  in 
line  of  duty. 

H.  R.  284  by  Mr.  Randolph  of  West  Virginia. 

A Bill  to  Provide  for  Health  Programs  for 
Government  Employees.  Referred  to  the  Com- 
mittee on  the  Civil  Service. 

Comment:  Provides  medical  facilities  for  all 

Federal  employees.  There  is  already  established 
some  facility  of  this  kind  for  certain  departments, 
but  Mr.  Randolph  would  like  to  see  it  extended  to 
cover  all  Federal  employees.  The  services  are  to  be 
established  only  upon  recommendation  by  the  Civil 
Service  Commission  after  consulting  with  the  Pub- 
lic Health  Service  and  are  to  be  limited  to:  (1) 
Treatments  of  minor  illnesses  and  dental  conditions, 
except  in  cases  of  emergency;  (2)  Pre-employment 
and  other  examinations;  (3)  Referral  of  employees 
to  private  physicians  and  dentitsts;  (4)  Education 
and  preventive  programs  relating  to  health,  includ- 
ing alleviating  of  health  hazards  in  the  working  en- 
vironment. 

H.  R.  327  by  Mrs.  Rogers  of  Massachusetts. 

A Bill  to  Provide  for  the  Establishment  of  a 
Permanent  Nurse  Corps  in  the  Veterans  Ad- 
ministration. Referred  to  the  Committee  on 
World  War  Veterans’  Legislation. 

Comment:  Provides  for  the  establishment  in  the 

Veterans  Administration  of  a permanent  Nurse 
Corps  to  be  known  as  the  Veterans  Administration 
Nurse  Corps  and  hereinafter  referred  to  as  the 
Nurse  Corps.  The  officers  of  the  Corps  shall  con- 
sist of  one  Superintendent  of  Nurses,  with  the  rank 
of  Colonel,  to  be  appointed  by  the  President,  and 
16,000  officers. 

H.  R.  395  by  Mr.  Dingell  of  Michigan.  A 
Bill  to  Provide  for  Public  Health  Insurance. 
Referred  to  the  Committee  on  Ways  and  Means. 
Comment:  This  is  the  1944  bill.  Mr.  Dingell 

announces  that  he  is  engaged  in  drafting  some 
amendments  to  this  bill  which  he  will  introduce 
later. 

H.  R.  491  by  Mr.  Lemke  of  North  Dakota. 

A Bill  to  Prohibit  Experiments  Upon  Living 
Dogs  in  the  District  of  Columbia  and  Providing 
a Penalty  for  Violation  Thereof.  Referred  to 
the  Committee  on  the  District  of  Columbia. 
Comment:  Mr.  Lemke  introduced  an  anti-vivi- 

section bill  to  apply  only  in  the  District  of  Colum- 
bia but  the  proponents  of  this  bill,  we  know  very 
well,  consider  that  if  Congress  enacts  it  for  the 
District  of  Columbia  they  will  have  thereby  gained 
a great  point  in  having  a similar  law  enacted  in 
the  various  states. 

H.  R.  519  by  Mr.  Mundt  of  South  Dakota. 

A Bill  to  Prevent  Pollution  of  the  Waters  of  the 
United  States  and  to  Correct  Existing  Water 
Pollution  as  a Vital  Necessity  to  Public  Health, 
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Economic  Welfare,  Healthful  Recreation,  Navi- 
gation, the  support  of  Invaluable  Aquatic  Life, 
and  as  a Logical  and  Desirable  Post-War  Pub- 
lic Works  Program.  Referred  to  the  Committee 
on  Rivers  and  Harbors. 

Comment:  Provides  for  a National  Board  of 

Water  Pollution  Control.  Mr.  Mundt  feels  that 
many  streams  are  unnecessarily  polluted.  In  many 
instances  the  pollution  is  a health  hazard.  Other 
communities  lower  down  the  stream  frequently  take 
the  water  for  their  drinking  purposes.  He  feels 
that  every  community  should  be  obliged  to  provide 
facilities  for  disposing  of  its  pollution  rather  than 
emptying  it  into  the  flowing  streams. 

H.  R.  525  by  Mrs.  Norton  of  New  Jersey.  A 
Bill  to  Provide  for  Cooperation  with  State 
Agencies  Administering  Labor  Laws  in  Estab- 
lishing and  Maintaining  Safe  and  Proper  Work- 
ing Conditions  in  Industry  and  in  the  Prep- 
aration, Promulgation,  and  Enforcement  of 
Regulations  to  Control  Industrial  Health  Haz- 
ards. Referred  to  the  Committee  on  Labor. 

Comment:  Provides  for  the  authorization  of  the 

Department  of  Labor  “to  cooperate  with  State 
agencies  administering  labor  laws  in  establishing 
and  maintaining  safe  and  proper  working  conditions 
in  industry  and  in  the  preparation,  promulgation  and 
enforcement  of  regulations  to  control  industrial 
health  hazards.”  A sum  of  $5,000,000  is  asked  to 
finance  the  work.  1 am  informed  that  in  most 
States  the  working  conditions  in  industries  are  a 
responsibility  of  the  Health  Department.  Two 
states,  however,  New  York  and  Massachusetts, 
have  such  jurisdiction  a part  of  the  function  of  the 
Department  of  Labor.  Mrs.  Norton  carried  a simi- 
lar bill  last  year. 

H.  R.  535  by  Mr.  Peterson  of  Florida.  A 
Bill  to  Define  Loss  of  Use  of  an  Eye  for  the 
Purposes  of  Granting  the  Statutory  Award  of 
$35  per  Month  Under  the  Provisions  of  Sub- 
paragraph  (k),  Paragraph  II,  Part  I,  Veter- 
ans Regulation  Numbered  1,  (a)  as  amended. 
Referred  to  the  Committee  on  World  War  Vet- 
erans’ Legislation. 

Comment:  “For  the  purposes  of  this  subpara- 

graph the  use  of  an  eye  shall  be  considered  lost  when 
visual  acuity  is  5/200  or  less.” 

H.  R.  567  by  Mr.  Rankin  of  Mississippi.  A 
Bill  to  Extend  Eligibility  for  Compensation  to 
the  Widows  and  Children  of  World  War  Vet- 
erans Who  Had  Disabilities  Caused  or  Aggra- 
vated by  Examination,  Hospitalization,  or 
Medical  Treatment.  Referred  to  the  Comimt- 
tee  on  World  War  Veterans’  Legislation. 

Comment:  If  the  veteran  was,  at  the  time  of 

his  death,  entitled  to  or  in  receipt  of  monetary 
benefits  then  his  widow  and  children  shall  be 
eligible  for  compensation. 

H.  R.  569  by  Mr.  Rankin  of  Mississippi.  A 
Bill  to  Provide  Compensation  or  Pension  for 
the  Widows  and  Children  of  Deceased  Veter- 
ans of  World  War  I or  World  War  II  Who  Had 
Disabilities  Caused  or  Aggravated  by  Exam- 
ination, Hospitalization,  or  Medical  Treatment. 
Referred  to  the  Committee  on  World  War 
Veterans’  Legislation. 


Comment:  Herein  Mr.  Rankin  specifically  states 

that  if  the  veteran  is  a veteran  of  World  War  I or 
World  War  II  and  dies  while  entitled  to  or  in  re- 
ceipt of  monetary  benefit  his  widow  and  children 
shall  be  eligible  for  benefits. 

H.  R.  584  by  Mrs.  Rogers  of  Massachusetts. 

A Bill  to  Provide  Permanent  and  Total  Dis- 
ability Rating  in  Active  Pulmonary  Tubercu- 
losis Cases.  Referred  to  the  Committee  on 
World  War  Veterans’  Legislation. 

Comment:  The  bill  reads  thus:  “That  notwith- 

standing any  provision  of  law  or  Veterans  Regula- 
tions, any  World  War  ex-serviceman  shown  to  have 
active  pulmonary  tuberculosis  of  compensable  de- 
gree shall  be  deemed  to  be  totally  disabled  for  pur- 
poses of  compensation  when  hospitalized.” 

H.  R.  587  by  Mrs.  Smith  of  Maine.  A Bill 
to  Create  a Division  of  Water  Pollution  Control 
in  the  United  States  Public  Health  Service,  and 
for  Other  Purposes.  Referred  to  the  Com- 
mittee on  Rivers  and  Harbors. 

Comment:  Provides  for  the  creation  of  a Division 
of  Water  Pollution  Control  in  the  United  States  Pub- 
lic Health  Service  to  be  in  charge  of  a Director  who 
shall  be  a commissioned  engineer  officer  of  the 
United  States  Public  Health  Service  detailed  for 
such  duty  by  the  Surgeon  General. 

Respectfully  submitted, 

JOS.  S.  LAWRENCE, 
Director,  Council  on  Medical 
Service  and  Public 
Relations. 


SENATE  SUBCOMMITTEE  ON  WARTIME 
HEALTH  AND  EDUCATION 

Concluding  our  report  on  the  testimony  submit- 
ted before  the  Sub-Committee  on  Health  and  Educa- 
tion we  take  the  following  from  testimony  submit- 
ted by  Dr.  Henry  S.  Simms,  College  of  Physicians 
and  Surgeons,  Columbia  University: 

“The  Comments  which  I shall  make  in  regard  to 
peacetime  medical  research  needs  are  based  on 
findings  obtained  for  Medical  Memorial  Fund.  This 
fund  is  a new  foundation  which  has  been  organized 
in  an  effort  to  meet  the  urgent  need  for  an  in- 
creased medical  research  program  in  this  country. 
Information  and  opinions  obtained  from  various 
sources  form  the  basis  for  the  following  comments 
and  recommendations : 

1.  There  is  unanimous  agreement  that  the  pres- 
ent sources  of  support  of  peacetime  medical  re- 
search are  woefully  inadequate.  In  1940  the  Foun- 
dation gave  $4,700,000  for  research  on  medical 
problems.  Estimates  of  future  additional  needs 
range  from  $10,000,000  to  $50,000,000  yearly.  If 
$10,000,000  were  available  for  medical  research  in 
1945,  and  if  this  amount  were  increased  progressive- 
ly until  $50,000,000  is  available  in  1953  and  each 
year  thereafter,  I believe  this  could  be  profitably 
spent  for  important  research  on  urgent  medical 
problems. 

2.  Any  new  source  of  support  should  be  dis- 
tributed equitably,  according  to  the  importance  of 
the  medical  problems.  In  1940  the  number  of 
deaths  from  various  types  of  diseases  and  the  money 
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spent  for  research  in  these  corresponding-  fields  is 
given  in  the  following  table: 

Deaths  Versus  Research — Money  Granted 
by  Foundations,  United  States,  1940 

Money  Spent 
on  Research 


Per 

Diseases 

Deaths 

Total 

Death 

Heart  and  arteries 

536,745 

$ 93,835.00 

$0.17 

Kidneys 

.1(16,679 

40,203.00 

0.38 

Cancer 

164,906 

359,777.00 

2.18 

Infection  diseases  (ex- 

cept  infantile  paraly- 

sis) 

246,887 

976,772.00 

4.00 

Infantile  paralysis 

_ 1,026 

538,553.00 

525.00 

(or  $100.00  per  case,  dead  or  seriously  crippled) 


It  will  be  noted  that  whereas  infectious  diseases 
and  cancer  received  generous  support,  the  diseases 
of  the  heart,  and  arteries  received  only  seventeen 
cents  per  death,  and  diseases  of  the  kidneys  received 
only  thirty-eight  cents  per  death.  These  diseases 
(of  the  heart,  arteries  and  kidneys)  cause  over 
600,000  deaths  a year  in  the  United  States,  or  a 
majority  of  the  adult  deaths.  The  deaths  from  these 
diseases  are  increasing  yearly  and  are  far  in  excess 
of  war  casualties.  Yet  only  $134,000  was  spent  for 
their  study  in  the  typical  peacetime  year  of  1940. 

The  problem  of  aging,  especially  the  process  which 
results  in  increased  death  rate  and  in  loss  of  physical 
and  mental  abilities,  is  also  in  urgent  need  of 
investigation.  Chronic  diseases  such  as  arthritis 
and  rheumatism  and  also  mental  diseases  of  old 
people  have  not  received  adequate  study. 

If  the  Federal  Government  is  to  support  peace- 
time medical  research,  I recommend: 

That,  except  for  emergencies  and  threatened  epi- 
demics; insofar  as  this  money  shall  be  granted  for 
the  study  of  specific  diseases  or  groups  of  diseases 
or  disabling  conditions;  the  distributing  agency 
shall,  as  far  as  is  possible,  apportion  the  money  ac- 
cording to  the  number  of  yearly  deaths  in  the 
United  States  from  these  same  diseases  or  groups 
of  diseases  or  degree  of  disability  produced  by  these 
diseases  or  groups  of  diseases  or  disabling  condi- 
tions; it  being  considered  for  the  sake  of  establish- 
ing comparisons  that  complete  disability  for  a. 
period  of  ten  years  or  more  is  equivalent  to  one 
death  for  statistical  purposes;  or  that  the  sum  of 
various  temporary  or  partial  disabilities,  for  a num- 
ber of  individuals,  amounting  to  ten  years  of  total 
disability  shall  equal  one  death  for  statistical  pur- 
poses; allowance  being  made  for  support  given  by 
other  sources  for  research  relative  to  each  group 
of  diseases  or  disabling  conditions.” 

He  further  spoke  in  favor  of  long-term  projects. 
He  said  that  research  is  suffering  because  of  lack 
of  stability  and  recommended  that  attention  should 
be  given  to  organized  research  projects  at  medical 
schools,  in  which  a given  field  of  study  is  investi- 
gated by  a number  of  individuals  working  in  co- 
operation with  each  other. 

Studies  should  be  planned  on  a basis  where 
workers  will  devote  their  full  time.  Most  research 
workers  at  the  present  are  working  primarily  at 
some  other  activity  in  order  to  get  their  financial 
support.  This  he  feels  should  be  discouraged. 
Workers  should  have  sufficient  financial  remunera- 


tion to  permit  them  to  devote  their  entire  time  to 
their  problems. 

Dr.  Harry  Grundfest,  Physiologist  at  Rockefeller 
Institute,  offered  some  recommendations  for  a pro- 
gram for  medical  and  biological  research  aided  by 
the  Government.  These  suggestions  were  submitted 
on  behalf  of  the  American  Association  of  Scientific 
Workers. 

1.  The  Federal  Government  should  establish  an 
Authority  for  Medical  Research  and  Education. 

2.  The  Authority  should  be  empowered  to: 

a.  Act  as  the  receiving  agent  for  all  data  and 
projects  to  be  terminated  at  the  disbandment  of 
O.  S.  R.  D.’s  (Office  of  Scientific  Research  and  De- 
velopment) Committee  for  Medical  Research. 

b.  Aid  biological  and  medical  research  and  edu- 
cation. 

c.  Survey  domestic  and  foreign  activities. 

d.  Recommend  to  the  President  and  to  Congress 
medical  and  public  health  policy. 

3.  The  Authority  is  to  be  composed  of  12  mem- 
bers. 

4.  The  Administrative  staff  of  the  Authority  is 
to  be  composed  of  personnel  maintained  as  a unit 
of  the  Public  Health  Service. 

5.  The  Authority  is  to  organize  such  subdivi- 
sions as  it  may  choose  to  carry  on  its  various  fields 
of  activity. 

6.  The  Authority  is  to  receive  and  to  disburse 
funds  allocated  to  it  by  the  Congress. 

a.  We  estimate  an  initial  annual  requirement  of 
$25  millions,  rising  eventually  to  a sum  of  about 
$100  millions  for  research  facilities  alone. 

b.  Medical  and  biological  education  should  be 
allocated  additional  funds,  for  training  and  clinical 
facilities,  salaries  for  teachers  and  stipends  for 
students.  We  estimate  the  sum  required  immedi- 
ately to  be  approximately  $50  millions,  rising  even- 
tually to  $150  millions. 

7.  The  sums  allocated  to  the  Authority  should 
be  estimated  in  advance  for  a period  of  10  years  and 
the  Authority  should  be  empowered  to  make  its  com- 
mitments on  that  basis. 

8.  Government  aid  is  to  go  only  to  institutions 
which  maintain  standards  prepared  and  published  by 
the  Authority. 

Bert  C.  Anderson,  D.D.S.,  Associate  Professor  of 
Surgery,  Yale  University  School  of  Medicine,  spoke 
in  behalf  of  research  in  the  dental  field.  He  urged 
that  there  is  much  need  for  research  in  the  solution 
of  our  general  dental  problems.  He  said  we  should 
have  the  courage  to  take  the  experimental  approach 
toward  dental  education  by  encouraging  centers  for 
testing  proposed  progressive  education,  by  taking 
the  same  attitude  toward  the  organization  of  clinics, 
especially  for  school  children,  and  by  encouraging 
research  in  every  dental  educational  institution  in 
the  country.  This  should  be  particularly  developed 
in  dental  institutions  connected  with  medical  schools 
and  universities  where  the  atmosphere  is  conducive 
to  research.  We  need  to  know  more  concerning 
dental  disease  confined  to  the  oral  cavity,  of  teeth 
harboring  primary  causative  agents  for  disease  in 
other  parts  of  the  body,  and  of  disease  in  the  mouth 
as  a manifestation  of  systemic  disorder.  Research 
on  these  problems  should  be  carried  on  by  investi- 
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gative  groups  who  are  also  associated  with  the 
teaching  and  practice  functions  of  scientific  educa- 
tional institutions. 

Dr.  Walter  B.  Cannon,  Professor  of  Physiology, 
Harvard  University  Medical  School,  made  a strong 
appeal  for  funds  to  support  research  of  a character 
described  by  him  as  “curiosity  research.”  By  this 
he  explained  an  investigation  of  the  best  method 
of  sterilizing  the  skin  for  surgical  cleanliness  has 
practical  applications  but  little  further  significance, 
on  the  other  hand,  “curiosity  research”  is  likely  to 
have  ramifications  in  many  directions  because  it  is 
characteristically  concerned  with  more  basic  prob- 
lems. It  is  for  this  reason  that  it  is  called  funda- 
mental research.  One  of  these  for  instance:  Glands 
of  internal  secretion  can  affect  profoundly  physical 
and  mental  conditions  in  the  body.  We  still  know 
little  of  the  way  in  which  the  secretions  of  these 
glands  are  governed  and  how  failure  of  government 
results  in  bodily  disorder.  In  concluding  his  state- 
ment he  counciled  that  the  members  of  the  Commit- 
tee should  understand  that  good  scientific  work  can 
be  accomplished  only  by  well-trained  investigators. 
It  is  useless  to  assign  money  for  the  solution  of  im- 
portant problems  if  the  men  to  work  on  these 
problems  are  not  available.  Provision  of  means  for 
training  promising  young  investigators  may  in  the 
long  run  be  more  important  than  immediate  grant- 
ing of  funds  for  investigation. 

Others  who  appeared  before  the  Committee  but 
did  not  submit  releases  on  their  statements  were: 
Admiral  Harold  W.  Smith  and  Captain  E.  H.  Cush- 
ing, Surgeon  General’s  Office,  Bureau  of  Medicine 
and  Surgery  of  the  United  States  Navy;  Dr.  Rolla 
E.  Dyer,  Director,  National  Institute  of  Health,  U. 
S.  Public  Health  Service  and  Colonel  Cornelius  P. 
Rhoads,  Memorial  Hospital,  New  York  City,  who 
spoke  on  the  necessity  for  research  in  the  study  of 
cancer. 

Full  text  of  the  statements  submitted  will  be 
printed  by  the  Committee  and  distributed  probably 
the  latter  part  of  January  or  early  in  February. 
This  report  may  be  called  Part  7.  Part  6 has  just 
been  released  by  the  Government  Printing  Bureau 
and  is  available  for  distribution.  It  gives  the  full 
text  of  the  statements  submitted  to  the  Committee 
at  its  hearings  in  September.  Copies  of  this  report 
can  be  secured  by  applying  to  your  congressman  or 
to  Senator  Pepper’s  office  in  the  Senate  Office  Bldg., 
Washington,  D.  C.  The  report  is  entitled,  “Hear- 
ings Before  a Sub  Committee  of  the  Committee  on 
Education  and  Labor,  United  States  Senate,  Senate 
Resolution  74,  Part  6,  September  18,  19,  and  20, 
1944.” 

You  will  recall  that  two  previous  reports,  Parts 
'2  and  5,  are  printed  and  are  now  available.  It  is 
urged  that  testimony  submitted  by  experts  and  spe- 
cialists embodied  in  these  various  reports  is  of  such 
high  character  and  will  be  so  widely  used  as  refer- 
ence text  by  Congressmen  and  other  persons  en- 
gaged in  or  interested  in  the  problems  of  medicine 
that  these  reports  should  be  on  every  doctor’s  shelf, 
especially  those  physicians  who  are  officers  of  county 
or  state  societies  or  members  of  the  committees  on 
public  relations  and  legislation. 

A certain  number  of  copies  of  this  new  publication 
will  be  distributed  by  Mr.  Holloway.  He  has  some 
copies  of  Parts  2 and  5 that  he  will  be  glad  to  sup- 
ply on  request.  Any  of  the  material  that  has  been 


reported  in  these  bulletins  is  available  for  use  by  a 
Journal  or  Bulletin. 

Respectfully  submitted, 

JOS.  S.  LAWRENCE,  M.D., 
Director. 


SENATE  SUBCOMMITTEE  ON  WAR  TIME 
HEALTH  AND  EDUCATION 

On  Thursday,  December  14th,  Senator  Pepper, 
Chairman,  Subcommittee  of  the  senate  Committee  on 
War  Time  Health  & Education,  continued  investiga- 
tion of  the  general  subject  of  wartime  health  and 
education  by  hearing  a number  of  persons  invited  to 
discuss  the  place  of  medical  research  in  the  war  and 
in  time  of  peace  subsequent  to  the  war.  Senator 
Pepper,  in  introducing  the  subject,  said  the  question 
now  arises  whether  the  Federal  Government  should 
continue  in  time  of  peace  as  in  war  to  offer  resis- 
tance through  grants  to  universities  and  other  ways 
to  facilitate  progress  against  disease  through  re- 
search. Medical  research  has  mobilized  for  war  and 
it  has  contributed  magnificently  to  the  coming  vic- 
tory of  the  United  Nations.  The  development  of 
penicillin  and  the  sulfa  drugs,  of  blood  substitutes, 
of  potent  insecticides,  of  vaccines  against  typhus 
and  yellow  fever  are  events  of  great  national  im- 
portance. This  record  of  accomplishment  rests  solid- 
ly on  the  high  achievements  of  medical  science  be- 
fore the  war.  It  has  been  made  possible  by  the  pa- 
triotic service  of  the  Universities,  the  scientific  so- 
cieties, the  National  Reserch  Council  and,  most  of 
all,  of  the  scientists  themselves. 

He  proposed  that  we  study  how  the  lessons 
learned  and  the  techniques  developed  can  be  put  to 
use  for  an  equally  successful  war  on  disease  in  time 
of  peace.  Can  the  momentum  which  has  been  given 
medical  research  because  of  the  war  be  continued 
or  must  we  see  a dwindling  of  the  funds  and  oppor- 
tunities, with  the  resultant  failure  to  make  continued 
progress  against  disease.  It  appears  to  him,  he 
said,  that  the  Government  must  ask  itself  at  this 
time.  “How  can  the  Government  participate  in  the 
future  development  of  medical  research  when  the 
emergency  is  ended?” 

He  does  not  envisage  the  Government  doing  all 
the  work  which  its  funds  would  finance.  That,  he 
considers,  would  be  impossible,  not  to  say  undesir- 
able. The  real  question  is  how  can  the  universities, 
industries  and  the  Government  best  cooperate  to 
achieve  the  highest  development  of  medical  research 
in  the  history  of  the  world?  Grants-in-aid  to  uni- 
versities and  fellowships  for  promising  young  sci- 
entists may  be  part  of  the  answer. 

The  first  person  to  be  called  was  Brigadier-Gen- 
eral James  S.  Simmons,  Chief,  Preventive  Medicine 
Service,  Office  of  the  Surgeon  General.  General 
Simmons  said  that  one  of  the  most  important  fac- 
tors contributing  to  the  excellent  record  of  the  medi- 
cal department  of  the  Army  during  this  war  has 
been  the  unique  emphasis  placed  by  the  Surgeon 
General  on  the  necessity  for  research  in  all  fields 
of  medicine  and  the  comprehensive  research  program 
which  has  been  developed  by  and  for  the  medical 
department.  This  program  carried  on  by  military 
and  civilian  scientists  has  produced  a wealth  of  new 
fundamental  knowledge  resulting  in  more  effective 
methods  for  the  care  of  the  wounded  and  the  preven- 
tion and  treatment  of  many  of  the  diseases  which  af- 
flict troops. 

The  medical  department  of  the  Army  has  a long 
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tradition  of  research  and  its  survival  through  all 
the  lean  years  between  the  two  world  wars  when 
military  appropriations  were  inadequate  and  trained 
investigating  personnel  insufficient  is  a tribute  to  its 
strength  and  hardihood.  When  the  war  became  im- 
minent in  1939  the  Surgeon  General  of  the  Army, 
recognizing  the  importance  of  scientific  investiga- 
tion to  the  fulfillment  of  the  medical  depart- 
ment’s mission,  inaugurated  and  threw  the  full  in- 
fluence of  his  office  behind  a greatly  expanded  pro- 
gram of  medical  research.  This  program  has  in- 
cluded investigations  which  may  be  divided  into 
three  categories:  1.  Investigative  projects  developed 
within  Army  laboratories  and  field  installations;  2. 
investigative  projects  developed  in  civilian  institu- 
tions under  Army  contracts  negotiated  through  the 
Office  of  the  Surgeon  General;  3.  investigative  proj- 
ects developed  for  the  Army  in  civilian  institutions 
under  contract  with  the  Office  of  Scientific  Research 
and  Development. 

Since  1940,  at  the  request  of  the  Surgeon  General, 
the  National  Research  Council  has  formed  a large 
group  of  committees  under  the  direction  of  Dr. 
Lewis  H.  Weed  to  advise  the  armed  forces  concern- 
ing various  medical  problems.  Since  1941  the  Com- 
mittee on  Medical  Research  of  the  Office  of  Scien- 
tific Research  and  Development  has  organized  and 
supported  numerous  investigations  which  have  been 
carried  out  by  civilian  workers  in  the  scientific  in- 
stitutions of  the  country.  Through  this  great  or- 
ganization practically  all  the  medical  investigative 
resources  and  research  workers  of  the  country  have 
been  mobilized  to  assist  the  armed  forces.  On  the 
whole,  the  civilian  response  and  the  results  obtained 
during  the  war  afford  an  inspiring  example  of  what 
can  be  accomplished  through  a well-organized,  co- 
ordinated national  research  program. 

The  new  knowledge  made  available  has  been  ap- 
plied immediately  in  the  field.  A list  of  subjects 
covered  in  this  work  might  be  divided  into  three 
groups  of  study,  any  one  of  which  more  than  justi- 
fies the  total  cost  of  the  program.  These  three  out- 
standing contributions  are:  1.  the  development  of 

the  blood  substitutes,  including  plasma;  2.  the  de- 
velopment of  penicillin  from  the  status  of  a labora- 
tory curiosity  to  its  present  position  as  an  impor- 
tant live-saving  therapeutic  agent;  3.  the  develop- 
ment of  the  Army’s  new  insect  repellents  and  insecti- 
cides which  have  substantially  removed  the  hazard 
of  typhus  fever  and  have  afforded  effective  weapon 
against  malaria  and  other  insect-borne  diseases. 
With  the  exception  of  the  dysenteries,  the  gastro- 
intestinal diseases,  formerly  the  scourge  of  all 
armies,  have  been  relatively  unimportant  in  this  war. 
All  troops  are  immunized  with  improved  vaccines 
against  typhoid,  paratyphoid  and  cholorea  and  these 
diseases  have  been  practically  eliminated.  Diph- 
theria, measles,  mumps,  scarlet  fever  and  acute  rheu- 
matic fever  have  been  much  less  common  than  in 
the  last  war  and  the  death  rates  have  been  negligible. 
Meningitis  increased  during  the  civilian  outbreak 
last  year  but  the  total  prevalence  is  lower  than  in 
World  War  I.  The  case  fatality  which  was 
38%  in  the  previous  war  has  been  less  than  5%. 
The  pneumonias,  including  all  types,  have  also  been 
less  prevalent  although  the  newly  recognized  and 
rarely  fatal  primary  atypical  pneumonia  has  been 
fairly  common.  The  total  fatality  for  all  types  of 
pneumonia  in  World  War  I was  about  24%  compared 
with  less  than  1%  in  the  present  war.  Two  epidem- 


ic waves  of  mild  influenza  have  occurred;  there  were 
practically  no  complications  or  deaths.  During  the 
second  outbreak  the  Army  carried  out  an  extensive 
vaccination  experiment  which  indicated  the  protec- 
tive action  of  a new  vaccine.  Considered  as  a whole, 
the  highest  monthly  mortality  rate  from  respiratory 
diseases  in  this  war  has  been  about  one-five-hun- 
dredths of  the  highest  monthly  rate  during  1918. 
The  highest  monthly  venereal  disease  rate  reported 
during  this  war  has  been  less  than  the  lowest  rate 
for  the  last  war.  At  the  beginning  of  the  war  these 
were  1200  days  lost  per  year  for  every  1,000  men 
under  arms  but  during  the  first  six  months  of  1944 
this  loss  of  time  has  been  reduced  to  less  than  400 
days  per  1,000  per  annum.  In  1940  12%  of  our 
gonorrhea  patients  developed  temporary  disabling 
complications  but  today  less  than  of  1%  have 
such  complications.  The  new  weapons  developed  for 
the  fight  against  those  diseases  have  revolutionized 
the  foreign  quarantine  program  of  the  Army,  Navy 
and  Public  Health  Service.  They  afford  better  meth- 
ods for  the  protection  of  this  country  against  the 
insect-borne  diseases  and  their  vectors. 


Considered  as  a whole,  the  Army’s  health  record 
has  been  excellent.  During  the  last  four  years  the 
United  States  Army  has  mobilized  about  8 million 
soldiers.  It  has  given  these  men  intensive  field 
training  in  temporary  camps  scattered  throughout 
the  United  States  and  has  transported  many  of  them 
in  necessarily  crowded  ships  across  the  sea.  Today 
these  soldiers  are  living  and  fighting  in  many  for- 
eign lands  where  the  disease  hazards  are  normally 
greater  than  in  this  country.  In  spite  of  these 
threatening  environmental  factors  and  he  unfavor- 
able hygienic  conditions  imposed  by  military  opera- 
tions the  death  rate  from  disease  among  American 
troops  in  this  country  has  remained  far  below  that 
of  the  last  war  and  the  rate  abroad  has  been  only 
slightly  higher  than  that  at  home.  97%  of  wounded 
men  survive  and  new  discoveries  are  contributing 
to  more  rapid  recovery  and  rehabilitation  of  a large 
portion  of  these. 

In  the  post-war  period  research  can  be  neglected 
only  at  our  own  risk.  This  nation  affords  unlimited! 
natural  resources  in  scientific  talent  which  need  only 
opportunity  and  facilities  to  bring  them  to  bear  upon 
the  health  problems  of  the  nation  in  peace  or  in 
war.  It  is  suggested  that  plans  for  post-war  medical 
research,  as  it  effects  the  Army,  should  be  based  on 
the  following  assumptions:  1.  That  the  secu- 
rity of  the  nation  depends  on  the  health  and 
physical  strength  of  all  its  people,  both  mili- 
tary and  civilian,  and  that  a continuing  pro- 
gram of  research  in  military  medicine  is  essential 
to  this  security;  2.  that  the  Army  will  undertake  re- 
search on  those  medical  problems  of  special  impor- 
tance to  the  Army  in  peace  or  in  war  and  will  share 
the  responsibility,  but,  of  course,  will  not  attempt  to 
assume  the  full  burden  in  those  fields  common  alike 
to  the  military  and  civilian  components  of  the  na- 
tion; 3.  that  in  studying  medical  problems  of  impor- 
tance to  the  Army  full  use  will  be  made  both  of  the 
research  facilities  within  the  Army  and  of  those 
made  available  in  certain  civilian  institutions.  As  a 
guiding  principle,  the  work  done  within  the  Army 
should  be  directed  to  those  problems  which  can  best 
be  carried  out  under  military  conditions;  4.  that  the 
need  for  medical  research  by  and  for  the  Army  bears 
no  direct  relationship  to  the  size  of  the  Army.  The 
medical  problems  of  the  future  war  will  be  the  same 
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regardless  of  the  size  of  the  Army  during  the  inter- 
vening years. 

Brigadier-General  S.  Bayne-Jones,  Deputy  Chief, 
Preventive  Medicine  Service,  Office  of  the  Surgeon 
General  and  their  services  are  utilized  in  the  field 
scribed  particularly  the  organization  of  the  Board 
for  the  investigation  and  Control  of  Influenza  and 
Other  Epidemic  Diseases  in  the  Army.  He  said  the 
organization  of  the  Board  consists  of  a Central 
Board  of  seven  members  and  of  ten  Commissions 
with  membership  including  approximately  100  civil- 
ian consultants  to  the  Secretary  of  War,  who  are 
experts  in  their  special  fields.  The  names  of  the 
Commissions  are  as  follows:  1.  Acute  Respiratory 

Diseases;  2.  Air-Borne  Infection;  3.  Epidemiologi- 
cal Survey;  4.  Hemolitic-Streptococcal  Infections; 
5.  Influenza;  6.  Measles  and  Mumps;  7.  Meninge- 
coccal  Meningitis;  8.  Neuro-Tropic  Virus  Diseases; 
9.  Pneumonia;  10.  Tropical  Diseases.  The  consult- 
ants are  on  a part-time  basis  and  are  stationed  at 
their  home  institutions.  They  are  called  to  duty  un- 
der orders  issued  through  the  Office  of  the  Surgeon 
General  and  their  services  are  utilized  in  the  field 
from  time  to  time.  They  have  worked  in  camps  and 
posts  in  the  continental  United  States;  they  have 
also  served  abroad  in  investigations  of  infectious 
diseases  among  our  troops  in  the  overs-seas  theatres 
of  operation.  Actively  engaged  in  medical  research 
of  importance  to  the  Army  since  January,  1941, 
these  Commissions  have  dealt  with  upward  of  100 
projects. 

Effective  medical  research  can  be  done  through 
an  Army  organization  in  which  both  medical  depart- 
ment officers  and  civilians  are  engaged  in  and  in 
which  resources  of  great  civilian  institutions  are 
brought  to  the  support  of  the  Army’s  program  for 
medical  research  in  this  field.  The  Board  and  Com- 
missions testify  to  the  early  appreciation  of  the  fact 
that  both  competent  military  personnel  and  compe- 
tent civilians  are  necessary  to  meet  the  needs  for 
research  from  which  the  new  and  increasingly  bene- 
ficial information  is  drawn.  The  operation  of  this 
Board  is  having  a direct  bearing  on  some  of  the 
conceptions  for  post-war  research  organization  now 
under  discussion  in  the  Office  of  the  Surgeon  Gen- 
eral. Plans  for  post-war  medical  research  have  been 
under  consideration  in  the  Surgeon  General’s  Office 
for  the  past  several  months.  Out  of  these  discus- 
sions have  come  two  opinions  which  have  a bearing 
on  the  subject  of  this  hearing.  One  of  these  is  that 
there  must  be  continued  research  by  the  medical  de- 
partment itself  and  the  second  is  that  both  expe- 
rience of  the  past  and  vision  of  the  future  clearly 
show  a need  for  organization,  coordination  and  sup- 
port of  medical  research  on  a national  scale. 

Dr.  A.  N.  Richards,  Chairman,  Committee  on 
Medical  Research  of  the  Office  of  Scientific 
Research  and  Development,  stated  that  the  need  for 
a governmental  organization,  such  as  the  Committee 
on  Medical  Research,  had  become  apparent  from 
the  number  of  medical  problems  connected  with  de- 
fense, concerning  which  the  expert  advice  of  civilian 
investigators  was  desired  by  the  medical  divisions 
of  the  Army  and  Navy. 

The  duties  of  the  Committee  on  Medical  Research, 
as  defined  in  the  executive  order,  have  been  dis- 
charged through  contracts  entered  into  the  O.S.R.D. 
(Office  of  Scientific  Research  and  Development) 
with  colleges,  universities,  hospitals,  research  insti- 
tutions and  research  groups  in  commercial  compa- 


nies, as  well  as  through  transfers  of  funds  to  other 
agencies  of  Government.  The  amounts  of  the  con- 
tracts were  determined  on  the  general  principle 
adopted  by  O.S.R.D.  of  “no  loss,  no  gain”  financially 
to  the  contractor,  institutions  or  to  the  scientists 
themselves.  The  contractor  institutions  are  reim- 
bursed by  O.S.R.D.  for  actual  costs  of  the  investiga- 
tion. These  reimbursements  include  not  only  items  of 
equipment,  supplies  and  salaries  of  assistants  but 
also  salaries  of  the  chief  investigators.  Since  its 
establishment  in  1941  O.S.R.D.  on  recommendation  of 
the  Committee  on  Medical  Research  has  executed 
496  contracts  with  120  different  institutions.  The 
personnel  of  these  contracts  has  numbered  about 
2,670,  of  which  553  are  physicians.  For  the  three 
years  ending  June  30,  1944  the  expenditures  for 
these  contracts  have  been  in  succession  these  three 
figures:  $2,342,440.55;  $5,260,110;  $7,747,276. 

None  of  the  universities  which  were  called  upon  to 
engage  in  this  work  could  have  afforded  to  under- 
take it  on  the  scale  which  the  emergency  demanded 
at  the  expenses  of  its  own  resources.  Difficulties 
which  may  be  encountered  in  developing  a peace  time 
program  of  this  kind  are  the  following:  1.  the 

peace  time  choice  of  problems  to  be  studied  will  be 
far  broader  and  more  perplexing;  2.  it  must  also 
be  recognized  that  the  ground  work  of  an  accelerated 
approach  to  the  solutions  of  these  war  problems  had 
already  been  prepared  by  the  unhurried  work  of  a 
host  of  investigators  during  past  decades,  many  of 
them  working  on  problems  which  they  regarded  as 
fundamental  and  from  which  they  hay  have  had 
little  anticipation  of  practically  useful  application. 
The  question  arises  with  what  stimulus  to  replace 
in  the  hearts  of  investigators  the  ardor  for  service 
to  the  nation  which  imminent  national  danger  has 
provided  and  can  a government  control  so  under- 
standing and  so  flexible  be  created  that  the  imagi- 
nation and  the  scientific  passions  of  investigators 
will  not  be  inhibited;  3.  increasing  difficulty  will  be 
encountered  in  choosing  the  institutions  to  which 
support  shall  be  given  and  in  the  definition  of  the 
terms  with  which  it  shall  be  offered.  A survey 
might  well  be  contemplated,  not  only  of  medical 
schools  and  associated  hospitals  but  of  the  science 
departments  of  their  universities,  similar  in  thor- 
oughness to  that  authorized  and  recently  published 
by  an  Inter-Departmental  Committee  on  Medical 
Schools  appointed  by  the  Minister  of  Health  of  Great 
Britain  and  the  Secretary  of  State  for  Scotland.  Dr. 
Chester  Keefer,  Chairman,  Committee  on  Chemo- 
Therapeutic  and  Other  Agents,  Division  of  Medical 
Sciences,  National  Research  Council,  gave  a very 
detailed  description  of  the  early  use  of  penicillin 
and  the  gradual  development  and  production  to  the 
point  where  it  is  now  one  of  the  most  important 
drugs  in  the  armentarum  of  the  soldier.  In  June, 
1942  there  was  not  a sufficient  amount  of  the  drug 
available  to  treat  10  patients  and  in  January,  1943 
the  amount  had  been  increased  so  that  there  was 
sufficient  to  treat  but  100  patients.  In  June,  1943, 
however,  the  War  Production  Board  took  over  the 
production  and  now  there  is  sufficient  for  all  Army 
demands  and  also  for  civilian  use.  Beneficial  results 
have  been  achieved  in  the  treatment  of  a variety  of 
diseases.  Wherever  streptococci  are  involved  there 
penicillin  will  be  of  advantage. 

Dr.  Lewis  H.  Weed,  Chairman,  Division  of  Medical 
Sciences,  National  Research  Council,  named  the  prin- 
ciple institutions  where  research  work  is  being  con- 
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ducted  at  the  present  time  and  also  described  the 
difficulties  under  which  these  institutions  received 
their  financial  support  in  the  pre-war  period  and 
prophesied  that  in  the  post-war  period  it  would  be 
even  more  difficult  to  secure  the  necessary  amounts 
and  certainly  impossible  to  increase  these  allow- 
ances. One  is  led  to  the  conclusion  that  if  medical 
research  is  to  be  maintained  at  a high  level  of  use- 
fulness. such  as  existed  in  medical  institutions  in  the 
pre-war  period,  support  from  other  agencies  will  be 
necessary.  As  an  administrative  officer  in  a medi- 
cal school  I have,  therefore,  become  personally  con- 
vinced that  much  of  medical  research  will  necessarily 
have  to  be  abandoned  in  the  private  and  semi-private 
institutions  of  the  country  unless  Government  sub- 
sidy is  made  available  in  some  form  for  the  general 
support  of  medical  research.  It  is  difficult  to  proph- 
esy the  amount  required  for  this  purpose,  but  I 
should  be  inclined  to  believe  that  such  annual  ex- 
penditures as  have  been  made  for  medical  research 
through  the  Office  of  Scientific  Research  and  De- 
velopment give  a good  base  line  of  the  magnitude 
of  initial  Federal  support.  I am  led  to  conclude  that 
any  administrative  organization  created  by  Govern- 
ment should  take  cognizance  of  the  total  problem 
rather  than  to  serve  merely  as  a mechanism  for 
handling  funds  for  medical  research.  Medical  re- 
search is  essential  but  it  cannot  in  the  long  run  be 
divorced  from  medical  education,  from  hospitaliza- 
tion, from  medical  practice  and  from  preventive  pro- 
cedures and  public  health. 

Such  a board  should  be  made  an  independent 
agency  of  Government  and  should  be  given  broad 
advisory  functions.  It  should  be  the  body  to  which 
Congress  and  the  Executive  would  look  for  advice 
and  recommendation  regarding  medical  research, 
medical  education,  hospitalization,  medical  practice, 
nursing,  dentistry  and  public  health.  It  should  be 
composed  of  outstanding  citizens  of  the  country,  men 
and  w'omen  of  wisdom  and  judgment.  It  should  un- 
dertake a continuing  overall  study  of  the  medical 
needs  of  the  country  in  making  thorough  and  inti- 
mate use  of  the  quasi-governmental  advisory  body, 
such  as  the  National  Academy  of  Sciences  and  the 
National  Research  Council.  It  should  deal  with  the 
problem  of  medical  research  in  a relation  to  the  total 
problems  of  health  services. 

Mr.  David  Heyman,  President,  Board  of  Directors, 
New  York  City  Public  Health  Research  Institute,  stat- 
ed that  the  Institute  is  closely  associated  with  the  New 
York  City  Department  of  Health  but  is  a completely 
independent  institution.  It  is  governed  by  a Scientific 
Council,  which  initiates  and  supervises  scientific 
projects,  and  also  by  a Board  of  Directors,  which 
sets  general  policies  and  controls  finances.  It  is  fi- 
nancially assisted  by  the  City  of  New  York  under  a 
long-term  contract  as  well  as  by  private  donors.  It 
is  hoped  that  a pattern  is  being  developed  which 
will  be  widely  followed.  It  is  generally  recognized 
that  the  Foundations  have  made  notable  contribu- 
tions during  the  last  few  decades  to  the  advance- 
ment of  the  medical  sciences,  but  with  all  they  and 
other  generous  givers  have  done  there  is  far  more 
yet  to  be  undertaken,  provided  sufficient  funds  are 
available.  It  has  long  been  apparent  that  there  are 
limitations  to  Foundation  giving.  For  the  most  part 
Foundation  grants  are  for  short  periods  of  time  be- 
cause of  their  own  limited  resources  and  their  desire 
to  spread  their  benefits  over  too  wide>  a field.  The 
Foundations  hope  that  when  something  begins  to 


turn  out  well  further  support  will  be  given  by  the 
general  public  and  the  Government. 

A study  of  the  fundamental  problems  connected 
with  the  main  causes  of  death  and  disability  requires 
sustained  and  long  continued  effort  and  here  is  where 
the  resources  of  Government  could  be  of  incalculable 
benefit.  It  is  perfectly  clear  that  the  giant  strides 
in  industry  have  been  largely  due  to  research,  on 
a basis  as  yet  unknown  in  the  medical  sciences. 
Huge  sums  of  money  are  being  spent  annually  by 
our  large  corporations  so  that  groups  of  scientists 
can  operate  under  ideal  conditions  on  the  solving  of 
long  range  fundamental  problems  as  well  as  those 
susceptible  to  more  immediate  solution.  According 
to  figures  compiled  by  the  United  States  Depart- 
ment of  Commerce,  industry  expended  $270,000,000 
for  research  during  the  year  1941. 

I believe  the  time  is  more  than  ripe  for  the  Federal 
Government  to  provide  adequate  funds  for  medical 
research.  Industry  has  undertaken  research  on  a 
vast  scale  because  of  the  profit  motive.  The  ad- 
vances in  medical  sciences,  even  with  the  backing  of 
limited  funds,  have  been  fantastic,  and  this  can  be 
truly  called  the  Golden  Age  of  Medicine.  But  our 
work  has  only  begun  and  there  are  vast  areas  of 
disease  still  to  be  conquered.  I trust  the  Govern- 
ment, if  it  goes  ahead  in  that  direction,  will  make 
grants-in-aid  to  existing  non-profit  institutions,  such 
as  universities,  medical  schools  and  research  organi- 
zations, rather  than  to  set  up  a number  of  new  lab- 
oratories of  its  own.  Many  of  the  most  energetic 
and  ablest  of  our  young  scientists  are  in  the  armed 
forces  and  the  Government  should  be  ready  to  avail 
itself  of  their  services  when  the  war  is  over.  It 
would  be  a great  misfortune  for  the  country  to  have 
these  men  dispersed  into  all  sorts  of  blind  alleys. 
If  the  Government  could  make  it  possible  for  teams 
of  these  men  to  work  in  established  laboratories  and 
also  to  provide  training  for  youth  that  shows  prom- 
ise, what  wonderful  possibilities  for  the  future 
advancement  of  medical  knowledge  might  be  in  store. 

Respectfully  Submitted, 

JOS.  S.  LAWRENCE,  M.D., 
Director. 


CONVALESCENT  SERUM 
The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertusis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  brought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise 
of  ten  per  cent  in  the  price  to  us. 

We  are  inlerested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever  6.00 

Mumps 6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  CQUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTYr 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  .Tos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D..  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt.  Neill  J. 

Faier,  Samuel  Z. 


As  of  February  15,  1945 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 

Heywood,  Leo.  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Ivnauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  .1.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 

Morrow.  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 

O'Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E..  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner,  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers.  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

* Stokes,  Harry  B. 

Strand.  Clarence  Johnson 
Tamisiea.  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins.  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wvrens,  Raymond  J. 

Young,  Geo.  Alex.,  Jr. 
FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James  Louis  D.,  Oxford 


GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY  T i a 

Campbell,  John  F„  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M„  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 


HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 

HOWARD  COUNTY 

Hynes,  W.  P„  Washington,  D. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W„  Fairbury 
Lynch,  Geo.  M„  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 


c. 


KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 


KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 


KNOX  COUNTY 

Carrig,  M.  H,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun.  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

T-aborsky,  A.  F. 

Teal,  Frederick  F. 

Teal,  Philip 
Underwood,  G.  R. 

Whitham,  R.  H. 

William.  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 


* Killed  in  action 
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LINCOLN  COUNTY 

Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Dong',  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P„  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
NEMAHA  COUNTY 
Tushla,  F.  M.,  Auburn 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 

Pawnee  county 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 


PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 
RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Ohme,  K.  W.,  Mitchell 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph.  Winnebago 
Bradley,  J.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  Cork 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 

Lt.  Col.  John  Gilmore,  of  Union,  is  now  stationed 
in  the  Philippines. 

Dr.  D.  W.  Kingsley,  of  Bertrand,  has  been  ad- 
vanced in  rank  to  lieutenant  colonel. 

Lt.  Col.  Joseph  Kuncl,  formerly  of  Alliance,  is 
chief  of  surgery  at  the  U.  S.  Army  Station  Hospital 
on  Siapan. 

Dr.  Bill  O’Rourke  of  Scottsbluff  has  been  com- 
missioned first  lieutenant  and  is  on  duty  at  Carlisle 
Barracks,  Pa. 

Major  I.  C.  Munger,  Jr.,  who  has  been  in  Hawaii 
for  the  past  fourteen  months  has  been  promoted  to 
the  rank  of  lieutenant  colonel. 

Major  Robert  J.  Day  of  Omaha,  University  of 
Nebraska  graduate  in  1940,  is  surgical  chief  of  a 
division  in  the  Ardeens  Forest. 

Dr.  R.  A.  Youngman  of  Falls  City,  who  is  serv- 
ing with  the  Army  Medical  Corps  in  England,  has 
been  promoted  to  the  rank  of  captain. 

Capt.  Evan  Z.  Horberger,  Omaha,  did  yeoman 
service  on  wounded  American  soldiers  until  the  city 
of  Sarreguemines  on  the  German  border  was  cleared. 

Lt.  Col.  Adolph  Kafka,  who  has  been  stationed  in 
Porto  Rico,  for  the  past  year  and  a half  spent  a 
few  days  with  his  parents  in  Schuyler  early  in 
January. 

Capt.  Frank  Robert  Lauvetz,  son  of  Dr.  and  Mrs. 
J.  F.  Lauvetz  of  Wahoo,  is  reported  missing  in  ac- 
tion in  Germany.  Captain  Lauvetz  who  was  award- 
ed the  Bronze  Star  in  the  battle  of  Hurtgen  Forest 
was  graduated  from  Medical  School  of  Creighton 
University  in  1942. 

Capt.  Raymond  J.  Wyrens,  of  Omaha,  is  stationed 
on  Luzon.  In  the  Omaha  World-Herald  recently  ap- 
peared an  account  of  an  attack  by  a Jap  raiding  unit 
in  the  San  Fabian  vicinity  where  Captain  Wyrens 
and  his  staff  had  just  moved  in  with  their  hos- 
pital equipment.  The  correspondent  describes  the 
attack  as  “two  hours  of  bedlam.” 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  C.  E.  Leisure,  formerly  of  Orleans,  has  opened 
an  office  at  Beaver  City. 

Dr.  W.  J.  Hempill,  formerly  of  North  Loup,  suf- 
fered a heart  attack  at  Pawhuska,  Oklahoma. 

Dr.  D.  D.  Stonesypher  visited  his  mother,  Mrs. 
W.  A.  Keithly,  who  has  been  very  ill  in  Vernal, 
Utah. 

Dr.  F.  A.  Burnham,  of  Arnold,  addressed  the  local 
Rotary  Club  on  the  “Causes  of  Heart  Disease.” 

Our  sympathy  goes  to  Dr.  and  Mrs.  Ralph  Love- 
lady  of  Sidney,  la.,  on  the  death  of  their  son,  Lt. 
James,  in  the  Pacific  area. 

Dr.  Lowell  Dunn  addressed  the  Omaha  Business 
and  Professional  Women’s  Club  on  January  27th  at 
their  weekly  meeting  when  he  spoke  on  “Medical 
Progress.” 

Dr.  Charles  P.  Baker,  pathologist  at  the  Metho- 
dist and  University  hospitals  in  Omaha  was  guest 
speaker  at  the  Community  Club  meeting  in  Arling- 
ton, January  18. 

Dr.  Faye  Smith  of  Imperial  attended  the  annual 
meeting  of  County  Fair  Boards  of  the  state  in 
Lincoln  on  January  25th.  Dr.  Smith  is  president 
of  the  Chase  County  Fair  Association. 

Dr.  and  Mrs.  George  Hoffmeister  spent  a week  in 
Denver  attending  the  National  Western  Stock  Show. 
They  also  visited  with  their  son,  Charles,  at  Boulder, 
where  he  is  a student  at  the  University  of  Colo- 
rado. 
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THE  MEDICS 

The  “medic”  is  a must  in  any  fighting  force.  He 
is  likely  to  combine  the  functions  of  Kipling’s 
Gunga  Din,  Florence  Nightingale,  the  Good  Samari- 
tan and  the  most  skillful  surgeon  science  has  pro- 
duced. He  frequently  does  so  at  the  cost  of  his 
own  life.  Unarmed  stretcher-bearers  seek  out  the 
wounded  where  the  shells  are  still  striking.  Be- 
cause they  know  that  time  is  of  the  essence,  they  are 
always  in  a hurry.  Sometimes  a complicated  opera- 
tion has  to  be  performed  in  a foxhole.  During  the 
Metz  offensive  a 19-year-old  medical  aide  saved  a 
doughboy’s  life  by  cutting  a fountain  pen  tube  into 
his  throat  with  a pocket  knife.  But  they  try  hard 
to  get  the  victim  to  the  nearest  hospital.  Maybe  it 
is  a blasted  barn  or  an  open  cellar.  It  may  be  a 
tent  over  the  brow  of  the  next  hill,  with  surgeons 
operating  under  enemy  fire.  At  Bastogne  two  or 
three  surgeons  had  to  handle  800  patients  with  noth- 
ing to  dull  their  pain  but  cognac.  Everybody 
cheered  when  five  more  surgeons  got  through  by 
plane  and  glider. 

There  is  little  glory  in  the  Medical  Corps.  It  is 
just  hard,  dirty  work  and  mighty  dangerous.  The 
Red  Cross  seems  to  mean  little  to  the  enemy.  He 
has  bombed  hospital  tents  from  Anzio  to  Aachen. 
These  medics  are  tough,  but  among  the  torn  and 
dying  men  learn  to  be  tender,  too.  They  shun  glory, 
but  they  have  their  pride.  They  are  proud  to  have 
saved  97  out  of  every  hundred  wounded.  They  are 
proud  that  their  miracle  drugs  and  blood  banks 
send  from  50  to  80  back  to  fight  again.  They  are 


proud  because  nobody  in  our  whole  vast  Army,  not 
even  the  foremost  combat  crew  or  the  deadliest  fly- 
ing wing,  has  done  a finer  job  than  the  Medical 
Corps.  — From  the  N.  Y.  Times,  Jan.  5,  1945. 


TEACHING  OF  FOREIGN  LANGUAGES 

The  claim  that  the  teaching  of  foreign  languages 
in  our  schools  should  not  be  started  before  the 
usual  high  school  age  should  be  reexamined,  The 
Journal  of  the  American  Medical  Association  for 
January  20  says. 

“After  the  war,”  The  Journal  explains,  “scien- 
tific and  medical  discoveries  will  doubtless  be  made 
in  what  are  now  enemy  countries  and  will  be  de- 
scribed in  their  own  language  and  scientific  periodi- 
cals . . . The  linguistic  ability  of  most  Americans 
compares  unfavorably  with  that  of  Europeans  and 
others  who  are  exposed  early  in  life  to  two  or  more 
languages.  Many  leaders  of  educational  opinion 
in  this  country  have  claimed  that  there  is  no  good 
reason  to  teach  foreign  languages  in  the  schools 
before  the  usual  high  school  age.  This  claim  should 
be  reexamined.  Medical  science  has  never  failed 
to  recognize  the  need  for  widespread  dissemination 
of  new  discoveries;  a most  important  instrument  is 
comprehension  of  the  language  in  which  the  discov- 
ery is  made.  Support  of  any  methods,  therefore,  by 
which  a greater  knowledge  of  foreign  languages  can 
be  achieved  in  this  country  will  deserve  the  support 
of  the  medical  profession.” 


You  can  enhance  the  value  of  your  own  Journal  by 'patronizing'  its  advertisers 


XXX 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 
March,  1945 


MALPRACTICE  INSURANCE 

Q 

UJ 

> 

O 

a 
o. 
a. 

< 


THE  CONTINENTAL  COMPANY 

1100  “0”  St.  Lincoln,  Nebr. 


PENICILLIN  FOR  RAT  BITE  FEVER 

Penicillin  is  an  effective  treatment  for  rat  bite 
fever,  W.  A.  Altemeier,  M.D.;  Harry  Snyder,  M.D., 
and  Gertrude  Howe,  M.D.,  Cincinnati,  report  in  The 
Journal  of  the  American  Medical  Association  for 
February  3. 

Although  rat  bite  fever  is  a relatively  rare  disease 
of  man,  there  is  one  form  for  which  no  satisfactory 
treatment  agent  previously  has  been  available,  the 
investigators  point  out.  This  is  the  form  caused 
by  the  disease  organism  streptobacillus  monilifor- 
mis. One  of  the  other  forms  of  the  disease  is  caused 
by  the  organism  spirillum  minus,  which  responds 
well  to  arsenical  treatment. 

The  three  investigators  say  a review  of  the  medi- 
cal literature  reveals  only  17  cases  of  rat  bite 
fever  due  to  streptobacillus  moniliformis  in  the 
United  States  in  which  the  diagnosis  was  verified  by 
recovery  of  the  organism.  In  their  paper  they  re- 
port 3 additional  cases.  Pencillin  was  used  in  the 
treatment  of  these  3 patients,  it  being  the  first  time 
the  drug  had  been  used  for  this  disease.  They  say 
that  the  response  to  the  penicillin  treatment  was 
prompt  and  permanent  in  2 cases  but  in  the  third  a 
relapse  occurred  after  the  administration  of  an  in- 
adequate amount  of  penicillin. 

“A  comparison  of  the  course  of  our  cases,”  they 
say,  “with  those  previously  reported  gives  the  im- 
pression that  penicillin  is  an  effective  chemothera- 
peutic agent  which  shortens  decidedly  the  course  of 
the  disease. 

“In  the  future,  treatment  with  penicillin  is  recom- 


mended in  the  therapy  of  rat  bite  and  Haverhill 
fevers.” 

Haverhill  fever  is  caused  by  the  same  organism 
as  rat  bit  fever  but  without  the  bite  of  the  rat  or 
another  animal. 

The  three  investigators  explain  that  there  is  some 
tendency  in  rat  bite  fever  for  the  disease  to  clear  up 
spontaneously  after  a varying  number  of  relapses. 
Of  the  17  cases  reported  in  medical  literature  up  to 
and  including  1943,  there  were  2 deaths.  Three  of 
the  patients  were  left  with  persistent  arthritis,  last- 
ing fifty-three  days  in  one  case,  eight  months  in 
another  and  for  more  than  two  years  in  the  third. 
In  the  United  States  the  disease  has  now  been  re- 
ported in  twenty-eight  states  and  the  District  of 
Columbia,  but  the  incidence  has  been  greatest  in 
Ohio,  Pennsylvania,  New  York  and  Illinois.  The 
wild  rat  is  the  chief  animal  source,  and,  more  rare- 
ly, the  dog,  cat,  pig,  mouse,  laboratory  white  rat 
and  weasel  may  be  the  source  of  infection. 


THE  CRITICAL  NURSE  SHORTAGE 

“Our  battle  casualties  are  mounting  daily,”  Major 
General  Norman  T.  Kirk,  the  Surgeon  General, 
stated  at  Mayor  La  Guardia’s  Nurse  Recruiting 
Meeting  in  New  York  City,  on  January  4.  “Not  only 
has  this  increased  the  nursing  problem  overseas,” 
he  continued,  “but  it  increases  the  problem  of  tak- 
ing care  of  those  casualties  who  are  being  returned 
from  overseas. 

“Last  month  over  thirty  thousand  wounded  and 
(Continued  on  p.  xxxii) 
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PROTEIN  S.M.A.* 

(ACIDULATED) 

An  acidulated,  easily  digested  high 
protein  formula  for  all  infants  re- 
quiring a high  protein  intake 

Protein  S.M.A.  Acidulated  is  a 
valuable  aid  in  the  management 
of  premature  and  undernourished 
newborn  infants,  in  cases  of  ma- 
rasmus and  malnutrition,  in  cases 
of  diarrhea  . . . This  food  has  an 
easily  digested  curd  and  a liberal 
vitamin  content  . . . To  increase 
the  caloric  value  add  Alerdex  as 
the  carbohydrate  ...  As  the  in- 
fant recovers  and  weight  reaches 
normal,  it  is  well  to  begin  feed- 
ing standard  S.M.A. 

Powder:  8-ounce  tins 

*REG.  U.  S.  PAT.  OFF. 


HYPO-ALLERGIC* 

WHOLE  MILK 

For  infants  and  children  showing 
an  allergenic  reaction  to  proteins  in 
cow’s  milk 

Hypo- Allergic  Milk  is  cow’s  milk 
rendered  less  allergenic  by  means 
of  prolonged  thermal  processing 
which  changes  the  character  of 
the  protein  molecule  . . . W1  en 
liquefied  it  may  take  the  place  of 
whole  cow’s  milk  in  any  infant 
formula;  in  the  same  proportions, 
ounce  for  ounce  ...  It  may  be 
used  as  a beverage  and  to  replace 
milk  in  cooking  for  allergic 
adults,  as  well  as  children. 

Powder:  1-pound  tins 
Liquid:  1 5fi-ounce  tins. 


ALERDEX* 

Protein-Free  Maltose  and  Dextrins 

A carbohydrate  for  routine  use  in  all 
milk  formulae 

Alerdex,  a protein-free  carbohy- 
drate, is  especially  valuable  in  the 
preparation  of  formulae  for  the 
protein-sensitive  infant  ...  It  is 
the  ideal  carbohydrate  for  the 
physician’s  favorite  formula  . . . 
Alerdex  is  prepared  from  non- 
cereal starch  by  a process  which 
tends  to  hydrolyze  completely  all 
traces  of  protein  ...  It  is  a val- 
uable adjunct  to  special  diets 
with  Hypo-Allergic  Milk  and 
Protein  S.M.A.  Acidulated. 
Calories:  2714  per  tablespoonful. 
Powder:  1 6-ounce  tins 


THESE  ARE  SMACO  PRODUCTS  FROM  THE  S.M.A.  DIVISION 
WYETH  INCORPORATED  . PHILADELPHIA  3 • PA. 
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At  Last - — a compact, 

light-weight  ELECTRONIC  STETHOSCOPE! 


MAICO  presents  the  STETHETRON  — 


An  instrument  for  quicker,  eas- 
ier, more  accurate  auscultatory 
diagnosis. 

The  Stethetron  intensifies  body 
sounds,  also  enables  the  physician 
to  emphasize  particular  sounds 
while  subduing  others.  Rales  and 


heart  murmurs  may  be  intensified 
many  fold. 

Volume  and  tonal  emphasis  may 
be  regulated  at  will. 

The  Stethetron  is  the  achieve- 
ment of  an  organization  that  has 
pioneered  in  medical  electronics. 


Write  for  booklet  “A  New  Era  in  Auscultation 


PIONEERS  IN 

<2HD 

s 

MEDICAL 
ELECTRONICS  $ 


Maico  Central  Distributing  Co. 

1219  First  Nat’l.  Bank  Bldg.  Omaha,  Nebraska 

W.  H.  OFTEN,  Distributor  — To  Serve  the  Nebraska  Physicians 
MAKERS  of  the  Famous  “AUDIOMETERS”  and  “HEARING  AIDS” 


THE  CRITICAL  NURSE  SHORTAGE 

(Continued  from  p.  xxx) 

sick  were  returned  to  the  United  States  by  airplane 
and  hospital  ship.  We  expect  that  this  number  will 
be  even  greater  this  month.  These  men  all  need 
nursing  care.  We  had  forseen  this  emergency. 
Since  last  October  the  Army  Medical  Department 
has  been  stressing  the  need  for  10,000  additional 
nurses.  We  sent  a personal  appeal  to  each  one  of 
the  27,000  nurses  that  the  War  Manpower  Commis- 
sion told  us  were  available  for  duty.  Our  returns 
from  that  appeal  were  pitiful.  We  received  760 
answers  and  signed  up  227  nurses  from  that  group. 

“This  same  shortage  of  nurses  is  evident  in  the 
Zone  of  the  Interior.  On  January  2 Percy  Jones 
General  Hospital  had  3,699  hospital  and  convalescent 
patients.  There  were  85  army  nurses  there  to  take 
care  of  them.  That  is  a ratio  of  1 nurse  to  43  pa- 
tients. In  addition  to  the  army  nurses  there  were 
33  civilian  nurses,  23  nurse’s  aides  and  36  WAC 
technicians.  Including  the  civilian  nurses,  and 
nurse’s  aides,  the  ratio  is  still  1 to  26. 

“The  situation  has  grown  so  critical  that  sug- 
gestions have  been  made  that  the  Army  draft  nurses 
through  Congressional  action.  It  looks  as  if  this 
will  be  necessary  to  meet  the  immediate  demand 
for  nurses.” 

Forty-eight  hours  later,  in  his  message  to  Con- 
gress, President  Roosevelt  said,  “Since  volunteering 
has  not  produced  the  number  of  nurses  required,  I 
urge  that  the  Selective  Service  Act  be  amended  to 


provide  for  the  induction  of  nurses  into  the  armed 
forces.  The  need  is  too  pressing  to  await  the  out- 
come of  further  efforts  at  recruiting.” 


VINCENT’S  ANGINA  TREATED  BY  DISSOLVING 
SULFATHIAZOLE  TABLET  ON  THE  TONGUE 

By  treating  Vincent’s  angina  with  a sulfathiazole 
tablet  dissolved  on  the  tongue  every  two  hours  dur- 
ing the  day  and  two  such  tablets  dissolved  in  such 
manner  every  four  hours  at  night,  the  treatment 
time  on  the  average  case  has  been  cut  from  ten 
days  to  seventy-two  hours,  Lieutenant  Commander 
William  W.  Manson  (MC),  U.S.N.R.,  and  Lieutenant 
Commander  Irwin  T.  Craig  (MC),  U.S.N.R.,  declare 
in  The  Journal  of  the  American  Medical  Association 
for  February  3 in  reporting  on  the  results  they  ob- 
tained in  48  cases  of  this  disease.  In  all  of  the  cases 
reported  by  them,  the  infection  was  confined  to  the 
tonsils. 

That  Vincent’s  organisms  are  frequently  found  in 
smears  taken  from  a normal  mouth  is  now  common 
knowledge,  the  two  Naval  officers  explain.  These  or- 
ganisms have  been  found  in  about  75  per  cent  of 
adult  mouths  examined,  in  spite  of  the  absence  of 
symptoms  of  the  disease.  At  one  time  it  was 
thought  that  the  arsenicals  used  in  the  treatment 
of  syphilis  were  effective  for  Vincent’s  angina,  but 
subsequent  investigations  have  indicated  that  neither 
arsenic  nor  bismuth  is  effective. 

Describing  the  results  obtained  from  their  treat- 
continued  on  p.  xxxiv) 
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Safeguarded  constantly  by 
scientific  tests,  Coca-Cola  is 
famous  for  its  purity  and 
wholesomeness.  It’s  famous, 
too,  for  the  thrill  of  its  taste 
and  for  the  happy  after-sense 
of  complete  refreshment  it 
always  brings.  Get  a 
Coca-Cola,  and  get  the  feel 
of  refreshment. 


Sperti 

IRRADIATION  LAMP 

COMBINING 

ULTRA-VIOLET  and  INFRA-RED 

• SAFETY 

• ADJUSTABILITY 

• SMART  APPEARANCE 

• Produces  Erythema  in  3 Minutes  at  18  Inches. 

• Available  on  Prescription  to  Your  Patients — Rental 

Services  If  Desired. 


CROSBY  SURGICAL  CO. 

1719  Dodge  Street  Omaha  2,  Nebr. 
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CLASSIFIED  ADS 

FOR  SALE:  Gran  portable  stretcher,  can 
be  used  in  auto.  See  Aloe  catalog  page  116. 
Tompkins  portable  suction  and  pressure  pump, 
chrome  trim,  perfect  condition.  Emergency 
transportation  set  consisting  of  a leg  splint 
and  arm  splint  in  canvas  carrying  case;  also 
several  pieces  enameled  steel  office  equipment, 
instrument  cabinet,  stands,  etc.  See  or  write 
Panter  Truss  & Belt  Shop,  1019%  “P”  Street, 
Lincoln,  Nebraska. 


WANTED:  Medium  size  autoclave  or  40- 
quart  pressure  cooker.  Sandhill  Medical 
Center,  Thedford,  Nebraska. 


NOW  UeaAitUf  Le&td&l! 

Far  more  scientific  and  accurate  fitting 
than  ever  before  and  a far  clearer,  more 
sharply  “focused”  hearing  of  conversation, 
music,  the  whole  world  of  sound. 

Three  new  Acousticon  models  at  new  low 
prices — $79.50  - $99.50  and  $159.50.  All  use 
the  same  new  fitting  for  either  air  or  bone 
conduction. 

ACOUSTICON 

916  Stuart  Bldg. 

LINCOLN,  NEBR. 


You  can  enhance  the  value  of  your  own 


VINCENT’S  ANGINA  TREATED  BY  DISSOLVING 
SULFATHIAZOLE  TABLET  ON  THE  TONGUE 

(Continued  from  xxxii) 

ment,  the  two  doctors  say  that  “The  temperature 
usually  returned  to  normal  in  twenty-four  hours 
and  the  symptoms  had  almost  completely  disap- 
peared by  that  time.  In  spite  of  the  clinical  im- 
provement, the  treatment  was  continued  for  a total 
of  seventy-two  hours,  except  in  very  mild  cases, 
when  it  was  terminated  at  the  end  of  forty-eight 
hours  . . . Lesions  were  invariably  cleared  up  in 
ninety-six  hours  after  beginning  treatment  . . . 

“This  series  comprises  36  cases  treated  by  the 
method  described.  No  case  was  treated  with  sulfa- 
thiazole  for  over  seventy-two  hours,  the  total  dosage 
in  these  cases  being  18  gm.  The  milder  cases  re- 
ceived forty-eight  hours  of  treatment  for  a total 
of  12  gm.  of  sulfathiazole.  Results  were  uniformly 
good  in  the  two  groups.  Average  sick  days  were 
3.75  for  this  group,  which  is  much  shorter  than  that 
obtained  with  the  older  methods  employed  at  this 
activity  (naval  station).  These  older  methods  in- 
cluded the  use  of  neoarsphenamine  locally  as  well 
as  intravenously. 

‘The  results  have  been  so  satisfactory  in  these 
cases  that  we  have  adopted  this  method  as  the 
routine  treatment  of  all  cases  which  demonstrated 
clinical  Vincent’s  angina  . . .” 

The  authors  explain  in  a footnote  that  since  the 
36  cases  were  reported,  12  additional  ones  have 
been  treated  by  the  same  method  without  recur- 
rences. 
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We  Salute  Oun.  State  Le<ftilatu/ie 

“These  are  days  that  try  men’s  souls.” 

This  statement  never  so  aptly  applied  to  any  period  in  the  life  of  the 
present  medical  profession  as  now.  Not  only  for  our  colleagues  at  the  base 
hospitals,  the  hitherto  unknown  outposts  of  civilization,  or  the  tumultuous 
battle  fronts,  but  for  the  civilian  doctor  as  well.  With  but  slightly  more 
than  fifty  per  cent  of  the  normal  medical  manpower  left  to  carry  on,  the  job 
of  caring  for  the  civilian  population  continues.  Adequate  medical  service  is 
being  provided.  However,  the  public  is  not  aware,  and  our  own  members  are 
not  fully  conscious  of  the  fact  that  the  strenuous  task  is  taking  its  toll.  In- 
deed the  medical  casualties  on  the  battle  front  have  been  light  compared  with 
those  at  home.  The  death  rate  among  physicians  in  private  practice  hit  an 
all  time  high  during  the  past  year.  This  was  due  to  the  fact  that  older  physi- 
cians, many  of  whom  had  retired  or  had  limited  their  activities,  again  entered 
the  practice  or  increased  their  efforts  to  a point  where  they  succumbed  to  the 
load. 

In  addition  to  these  manifold  duties,  medical  men  have  been  diligent  in 
their  efforts  to  see  that  the  standards  of  medical  practice  are  maintained  and 
to  guarantee  to  their  colleagues  in  the  m ilitary  service  on  their  return  home  the 
opportunity  to  re-engage  in  the  practice  of  medicine  on  principles  and  under 
conditions  which  they  left  to  join  the  armed  forces  of  their  country. 

This  has  necessitated  keeping  a constant  vigil  during  the  present  session 
of  the  Legislature.  It  has  occupied  considerable  time  and  energy  of  some  of 
our  members  in  keeping  the  legislators  informed  on  the  true  significance  of 
some  of  the  bills  before  the  Senate.  The  medical  profession  for  its  part  is  proud 
of  the  gentlemen  who  constitute  the  Nebraska  Legislature.  The  people  of  Ne- 
braska owe  these  men  a debt  of  gratitude  which  cannot  be  measured  by  known 
standards  of  value.  In  spite  of  intense  pressure  from  groups  who  insist  on 
entering  the  halls  of  medicine  via  the  back  door  to  prey  upon  the  ignorance 
and  credulity  of  the  sick  and  disabled,  the  vast  majority  of  our  legislators  has 
adhered  to  their  ideals  of  public  service.  For  their  fairness  and  integrity  they 
deserve  our  warmest  commendations. 

Truly — “These  are  days  that  try  men’s  souls.” 
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EDITORIAL 


CONGENITAL  MALFORMATIONS  AND 
MATERNAL  NUTRITION 

Congenital  malformations  for  many  years, 
have  been  looked  upon  as  unavoidable  acci- 
dents occurring  in  the  course  of  fetal  de- 
velopment. The  factors  which  were  held  ac- 
countable were  legion.  They  ranged  from 
the  down  right  nonsensical  to  the  logical  and 
plausible.  Of  the  latter,  nutrition  has  al- 
ways occupied  a respectable  place.  But  the 
nutritional  influence  was  referred  mostly  to 
the  fetal  side.  The  maternal  role  in  this 
regard  was  discounted  largely  because  of 
our  confidence  in  the  parasitic  capacity  of 
the  fetus  to  obtain  food  from  its  mother’s 
stores.  The  possibility  of  maternal  depletion 
and  its  effects  upon  the  fetal  needs  received 
only  theoretical  consideration. 

For  the  past  several  years  investigators  in 
nutrition  have  been  calling  attention  to  con- 
genital defects  experimentally  induced 
through  vitamin  deficiencies  in  the  mother. 
Notable  among  these  workers  is  Dr.  Josef 
Warkany  of  the  Children’s  Hospital  Research 
Foundation  in  Cincinnati,  Ohio.  By  feeding- 
pregnant  rats  special  diets  from  which  vari- 
ous vitamin  fractions  had  been  removed 
Warkany  and  his  associates  were  able  to 
produce  skeletal  malformations  in  the  off- 
spring. These  malformations,  according  to 
the  author,*  do  not  occur  haphazardly,  but 
they  may  indeed  be  predicted  according  to  a 
pattern  based  upon  the  specific  vitamin  frac- 
tions withheld.  Tlius  a pure  rachitogenic 
diet  may  be  expected  to  yield  shortness  of 
mandible,  radius,  ulna,  tibia,  fibula,  fusion 
of  the  ribs,  syndactylism  of  the  fingers  and 
toes,  and  cleft  palate.  When  different  Vita- 
min B fractions  are  added  some  of  these 
deformities  may  be  modified.  The  addition 
of  riboflavin  serves  as  a preventive  accord- 
ing to  this  report. 

While  these  experiments  prove  the  im- 
portance of  optimum  nutrition  in  rats  it  is 
not  too  difficult  to  assume  that  similar 
phenomena  may  also  obtain  in  the  human 
economy.  The  problem  of  developmental 
anomalies  is  far  from  solved,  to  be  sure,  yet 
here  are  experimental  results  which  deserve 
thought  and  consideration. 

*The  Journal  of  Pediatrics,  Vol.  25,  page  476  (December) 
1944. 


Dr.  Warkany  deserves  the  G.  Mead  John- 
son Award  which  he  received  in  recognition 
of  his  contribution  to  the  problem  at  the  last 
annual  session  of  the  American  Academy  of 
Pediatrics. 


HOW  TO  KILL  AN  ASSOCIATION 

1.  Don’t  come  to  the  meetings. 

2.  But  if  you  do  come,  come  late. 

3.  If  the  weather  doesn’t  suit  you,  don’t 
come  at  all. 

4.  If  you  do  attend  a meeting,  find  fault 
with  the  officers  and  other  members. 

5.  Never  accept  an  office,  as  it  is  easier 
to  criticize  than  to  do  things. 

6.  Nevertheless,  get  sore  if  you  are  not 
appointed  on  a committee,  but  if  you  are,  do 
not  attend  committee  meetings. 

7.  If  asked  by  the  chairman  to  give  your 
opinion  regarding  an  important  matter,  tell 
him  you  have  nothing  to  say.  After  the 
meeting  tell  everyone  how  things  ought  to 
be  done. 

8.  Do  nothing  more  than  is  absolutely 
necessary;  but  when  other  members  roll  up 
their  sleeves  and  willingly,  unselfishly  use 
their  ability  to  help  matters  along,  howl  that 
the  association  is  run  by  a clique. 

9.  Hold  back  your  dues  as  long  as  pos- 
sible, or  don’t  pay  at  all. 

10.  Don’t  bother  about  getting  new  mem- 
bers. Let  the  secretary  do  it. 

11.  When  a banquet  is  given  tell  every- 
body money  is  being  wasted  on  blowouts 
which  make  a big  noise  and  accomplish  noth- 
ing. 

12.  When  no  banquets  are  given  say  the 
association  is  dead  and  needs  a can  tied  to  it. 

13.  Don’t  ask  for  a banquet  ticket  until 
all  are  sold. 

14.  Then  swear  you’ve  been  cheated  out 
of  yours. 

15.  If  you  do  get  a ticket,  don’t  pay  for 
it. 

16.  If  asked  to  sit  at  the  speaker’s  table, 
modestly  refuse. 

17.  If  you  are  not  asked,  resign  from  the 
association. 

18.  If  you  get  your  BULLETIN  don’t 
read  it;  if  you  don’t  get  it  complain  to  the 
secretary. — New  York  Telegram. 
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FLOYD  L.  ROGERS,  M.  D. 


Among  the  many  responsibilities  of  the 
physicians  not  in  service  is  that  of  preparing 
for  the  return  of  fellow  practitioners  from 
the  armed  forces.  Many  fine  and  interesting 
letters  have  been  received  from  men  in  the 
service.  The  following  is  quite  typical  and 
well  worth  transmitting  to  the  Association. 

Tuesday,  February  6,  1945 

Floyd  L.  Rogers,  M.D., 

Chairman  Planning  Committee. 

Dear  Doctor: 

I hope  you  will  excuse  the  stationery  and 
absence  of  typewriter.  I’m  perched  in  a 
rather  precarious  position  at  the  moment, 
practically  looking  down  German  throats, 
and  I don’t  mean  for  diagnostic  purposes. 

The  only  reason  I write  is  that  I feel 
your  January  2 letter  concerns  me  a great 
deal  in  the  post  war  period.  In  the  first 
place,  I am  highly  pleased  to  know  that  the 
profession  has  taken  the  initiative  in  plan- 
ning for  a new  type  of  medical  care.  I am 


convinced  that  politicians  will  take  over  if 
we  do  not  present  a definite  plan  of  our 
own.  I have  been  surprised  at  the  unani- 
mity of  opinion  among  soldiers  that  some 
form  of  socialized  medicine  is  inevitable.  An 
indemnity  basis  plan  for  surgical  and  ob- 
stetrical. care  and  perhaps  major  medical 
problems  involving  expensive  diagnostic 
procedures  would  seem  to  offer  a satisfac- 
tory solution.  • I have  very  definite  objec- 
tions to  a plan  for  complete  medical  care, 
perhaps  because  I know  the  possibilities  bet- 
ter than  most  physicians  would.  It  was  my 
misfortune  to  do  contract  practice  for  a year, 
and  I shall  never  submit  to  any  such  system 
again.  I believe  I can  state  flatly  that  good 
medical  care  is  impossible  under  such  cir- 
cumstances. 

One  more  thing,  we  on  the  front  line  will 
appreciate  anything  you  can  do  to  make  it 
possible  for  us  to  get  post-graduate  or  re- 
fresher training  after  the  war. 

Sincerely, 

CAPT.  A.  J.  MERRICK,  M.C. 


The  Prevention  of  Recurrence  in 
Peptic  Ulcer" 

D.  T.  QUIGLEY,  M.D. 

Omaha,  Nebraska 


Since  the  time  of  Sippy  there  has  been  a 
fairly  good  assurance  that  the  person  with 
peptic  ulcer  may  be  relieved  of  the  outstand- 
ing symptoms  of  his  disease  but  the  hope 
that  he  may  be  kept  free  from  a recurrence 
of  his  painful  affliction  is  not  nearly  so  well 
established.  In  the  average  case  the  patient 
goes  into  the  hospital  for  a period  of  weeks, 
is  kept  in  bed,  his  diet  is  largely  milk,  orange 
juice  and  cream.  He  is  given  anti  acid  drugs 
to  neutralize  the  excess  of  hydrochloric  acid 
and  he  is  then  returned  to  his  home  presum- 
ably cured.  This  would  be  all  well  and  good 
but  for  the  fact  that  in  an  uncertain  period 
of  time  the  patient  is  back  with  all  the  old 
symptoms  and  it  all  has  to  be  done  over 
again.  After  many  such  ulcerations  and 
healings  the  duodenal  area  becomes  more  or 
less  narrowed  by  scar  formation,  the  stomach 
dilates  and  the  patient  moves  from  the  medi- 
cal to  surgical  class.  Surgery  on  such  pa- 
tients is  really  emergency  surgery.  It  takes 
the  case  out  of  a crisis.  The  resection  robs 
him  of  a section  of  his  gastrointestinal  canal 
that  has  a part  in  the  formation  of  blood. 
Half  of  the  operated  cases  continue  their 
lives  as  undernourished  invalids  and  the 
other  half  get  no  relief.  In  the  recent  litera- 
ture bearing  on  the  subject  there  is  sounded 
a pessimistic  note.  “The  patient  must  learn 
to  live  with  his  ulcer,”  “there  is  no  way  of 
protecting  him  from  recurrence.”  A recent 
interview  with  an  eastern  gastro-enterologist 
brought  out  this  rather  naive  response.  To 
my  question,  “How  long  do  you  regulate  the 
diet  of  your  ucer  patients  after  they  leave 
the  hospital?”  the  answer  was,  “Two  or  three 
months.”  “And  then”  I said,  “after  that?” 
“After  that  I allow  my  patients  to  retuurn  to 
a normal  diet.”  Very  much  interested  I asked 
“What  is  a normal  diet?”  The  answer:  “Oh 
whatever  they  have  been  eating  before.” 

This  is  the  crux  of  the  question.  Whatever 
the  patient  was  eating  before  was  undoubt- 
edly responsible  for  the  ulcer.  Since  the  ulcer 
is  healed  by  dietary  adjustment  it  could  only 
have  been  produced  in  the  first  place  by  die- 
tary maladjustment.  When  we  consider  that 
at  least  half  a dozen  minerals,  twenty-two 
vitamins,  at  least  three  fats,  are  necessary 
with  biological  and  mechanical  factors  such 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1944. 


as  roughage  allergy  and  water  supply, 
thrown  into  the  equation  we  may  appreciate 
the  fact  that  some  victims  of  diet  deficiency 
have  peptic  ulcer  and  others  do  not  have 
peptic  ulcer.  Not  all  deficiencies  are  single 
or  are  related  to  a lack  of  any  one  substance. 
The  preponderance  of  evidence  is  to  the  ef- 
fect that  all  deficiency  states  are  not  only 
multiple  but  are  in  varying  degrees  defi- 
ciencies of  all  of  the  necessary  vitamins  and 
minerals.  None  but  the  laboratory  animal, 
for  instance,  has  a deficiency  of  iron  alone. 
The  same  set  of  circumstances  which  robs 
the  human  animal  of  iron  robs  him  also  of 
other  minerals  and  also  robs  him  of  vita- 
mins, and  other  food  elements.  No  human 
being  ever  lives  the  life  of  an  experimental 
animal  in  a laboratory.  In  real  life  no  scurvy 
is  ever  cured  by  ascorbic  acid,  no  pellegra 
is  ever  cured  by  nicotinicamide,  no  anemia 
is  ever  cured  with  iron  and  no  beriberi  is 
ever  cured  with  thiamine.  With  these 
remedies  the  outstanding  and  most  distress- 
ing symptoms  are  alleviated  but  the  basic 
disease  still  exists.  In  this  same  way  the 
peptic  ulcer  patient  is  temporarily  healed  but 
is  never  cured.  He  has  vitamins  and  min- 
erals in  his  “milk  and  orange  juice”  hospital 
treatment  but  they  are  insufficient  and  are 
not  continued  for  a sufficiently  long  time. 
His  condition  is  like  a case  of  opthalmia  re- 
sulting from  a lack  of  butter  fat.  The  eye 
may  be  treated  with  antiseptics,  hot  packs, 
and  a dark  room.  It  will  get  better  but  the 
patient  will  have  a relapse  and  the  relapses 
will  continue  until  a proper  diet  is  supplied 
and  is  supplied  over  a sufficiently  long  period 
of  time,  namely  the  life  period  of  the  indi- 
vidual. As  ordinarily  treated  the  peptic 
ulcer  case  carries  over  a diseased  mucous 
membrane  from  one  recurrence  to  another 
and  his  gastro-intestinal  canal  is  diseased 
from  his  pus  infected,  scurvy  mouth  to  his 
atonic,  spastic  colon  and  his  hemorroidal 
anus.  In  a completely  diseased  digestive 
canal,  the  most  abused  area  breaks  down. 
We  must  treat  the  individual,  not  the  ulcer, 
if  we  are  to  prevent  recurrence. 

Not  all  cases  of  peptic  ulcer  are  turned 
adrift  after  the  acute  episode  has  passed. 
Many  physicians  realize  the  necessity  for  a 
life  time  dietary  regime  but  prescribe  a bland 
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diet,  and  easily  digested  diet  which  is  lack- 
ing in  nutritive  essentials  and  which  provides 
no  work  for  the  digestive  apparatus  to  per- 
form. This  acts  like  a splint  on  the  arm.  It 
(the  splint)  is  a good  thing  for  a sick  arm 
but  it  is  a very  bad  thing  for  an  arm  which 
is  not  acutely  sick.  After  the  acute  stage 
has  passed  the  ulcer  patient  should  have 
gradually  added  to  his  diet  roughage  and 
food  which  is  not  easily  digested.  A function 
not  used  is  a function  lost.  A healthy  mucous 
membrane  in  a well  fed  person  will  stand  a 
good  deal  of  stimulation  from  roughage  with 
not  only  no  ill  effect  but  with  good  effect. 
This  is  natural  and  normal.  This  is  one  of 
the  reasons  why  whole  grain  flour  should  be 
used  as  soon  as  possible  after  the  acute  stage 
of  the  disease  has  passed.  The  so  called  en- 
riched flour  is  still  lacking  in  many  vital 
elements,  and  so  it  is  a menace  to  these  pa- 
tients since  it  engenders  a false  sense  of  se- 
curity. It  should  be  forbidden  the  ulcer 
patient  for  life.  Sugar  furnishes  calories 
without  vitamins  or  minerals.  It  is  a slow 
poison  for  the  ulcer  patient.  It  and  the  white 
flour  constituting  over  fifty  per  cent  of  the 
food  intake  of  the  average  individual  dilutes 
whatever  good  food  the  person  takes  to  the 
danger  point.  All  foods  containing  sugar  or 
white  flour  are  permanently  forbidden. 
Honey  contains  all  necessary  minerals, 
(many  trace  minerals)  and  can  thus  be  used 
freely  for  sweetening.  Other  forbidden  foods 
are  canned  and  packaged  foods.  These  have 
been  robbed  of  their  value  by  the  application 
of  high  heat  and  by  long  storage.  They  are 
stale  and  worthless.  They  crowd  out  good 
foods.  Exceptions  ; Sea  foods ; the  iodine  con- 
tent is  the  same  for  all  practical  purposes  in 
the  canned  as  in  the  fresh  oyster,  shrimp, 
lobster  and  salmon;  and  canned  acid  fruits 
and  vegetables.  The  acid  in  tomatoes,  straw- 
berries, cranberries,  gooseberries  etc.,  pro- 
tects in  a considerable  degree  against  de- 
struction of  vitamins  by  heat.  The  foods 
which  are  allowed  are  milk,  (a  minimum  of  a 
quart  a day) , meat  raw  fruits  and  vegetables, 
eggs,  cheese,  whole  wheat  and  sea  food. 

The  principal  reason  for  the  use  of  milk  is 
that  it  is  the  best  source  of  calcium.  There  is 
no  need  to  neutralize  excess  acid  with  drug 
store  alkalis.  Milk  will  relieve  the  pain  and 
furnish  other  valuable  elements.  Orange 
juice  should  be  used  in  the  amount  of  10  to 
12  ounces  a day.  It  is  also  alkaline  in  its  ef- 
fect and  furnishes  vitamin  C and  trace  min- 
erals. Biscuits,  bread,  muffins,  waffles,  pan- 


cakes and  other  such  foods  made  of  whole 
grain  flour  with  no  admixture  of  white  flour 
can  be  used  at  a relatively  early  date  after 
the  acute  episode  but  these  must  be  started 
gradually.  The  same  is  true  of  raw  fruits 
and  vegetables.  Of  the  latter  after  complete 
healing,  the  patient  should  consume  a mini- 
mum of  from  a pound  to  a pound  and  a half 
a day.  Any  fruit  or  vegetable  that  can  be 
served  cooked  or  raw  should  always  be  eaten 
raw.  Fresh  meat,  rare  when  possible  should 
be  eaten  daily  in  amounts  from  three  to  six 
ounces.  No  salt  meat  except  occasional  ham 
or  breakfast  bacon  is  allowed.  Most  persons 
eat  too  much  salt  and  there  is  a constant  lack 
of  proper  balance  between  sodium  and  other 
alkalis  in  the  blood  of  the  average  person. 
The  pernicious  encouragement  of  unrestrict- 
ed salt  eating  in  industrial  plants  during  the 
hot  months  is  undoubtedly  the  cause  of  much 
disease  and  loss  of  manpower  hours  of  work. 
Eggs,  cheese,  butter,  and  cottage  cheese  may 
be  used  daily  but  one  or  two  meals  a week 
should  contain  one  of  the  sea  foods  previously 
mentioned.  The  optimum  diet  is  one  in  which 
every  item  contributes  some  vitamins  or  min- 
erals or  both  as  well  as  the  usual  carbohy- 
drate and  protein  and  fat.  Without  vitamins 
the  carbohydrates  complete  their  cycle  in 
bodily  metabolism  not  as  carbonic  acid  gas 
and  water  but  as  the  poisonous  pyruvic  acid. 
The  fats  and  proteins  undoubtedly  are  incom- 
pletely metabolized  resulting  in  poisons  when 
the  necessary  enzymes,  vitamins  and  miner- 
als are  not  present  in  sufficient  quantities  in 
the  food  so  there  is  a positive  or  toxin  pro- 
ducing side  to  the  question  as  well  as  the  neg- 
ative or  deficiency  side.  All  sweet  drinks 
are  forbidden  except  lemonade  or  other  fruit 
drinks.  All  cake,  cookies,  pastries,  and  other 
sugar  and  white  flour  mixtures  are  forbid- 
den. If  more  alkali  is  needed  to  combat  ex- 
cess acid  than  is  present  in  milk  a powdered 
milk  such  as  Ilorlick’s  malted  milk  may  be 
used  to  thicken  the  natural  milk  or  powdered 
cheese  may  be  so  used.  To  sum  up:  the 
idea  is  to  reject  non  vitamin  non  mineral 
foods  and  to  use  natural  high  vitamin  high 
mineral  foods  and  to  keep  this  up  for  life. 
The  partly  destroyed  foods  which  have  had 
high  heat  applied  must  be  accepted  at  least  in 
part  as  in  the  case  of  pork  which  must  be 
well  done  and  beef  which  can  be  eaten  rare 
and  milk  which  must  be  pasteurized.  To  the 
extent  to  which  these  foods  have  been  re- 
duced in  vitamin  content  by  heat  and  storage 
to  this  same  extent  we  fail  to  achieve  the 
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optimum  in  nutrition.  For  this  reason  and 
for  the  reason  that  deficiency  diseased  per- 
sons have  an  increased  requirement  for  vita- 
mins and  minerals  depending  on  the  time  of 
such  starvation  and  its  degree,  we  must  re- 
sort to  concentrates.  Calcium  may  be  sup- 
plied in  milk,  iron  in  meat  and  iodine  in  sea- 
food, but  the  two  latter  are  furnished  best 
during  the  first  few  months  by  adding  to  the 
diet  and  to  the  concentrates;  syrup  of  iron 
iodine,  half  strength,  a dram  once  a day.  All 
fat  soluble  and  the  water  soluble  vitamins 
must  be  used  to  make  up  for  past  dietary 
sins.  These  minerals  and  concentrate  supple- 
ments are  kept  up  along  with  good  diet  for 
months  or  years  according  to  the  individual 
needs  of  the  patient.  Ordinary  synthetic 
commercial  vitamin  preparations  do  not 
meet  the  requirements  of  these  cases  so  I 
have  had  a capsule  made  to  my  own  orders. 
As  yeast  protein  causes  many  bad  side  ef- 
fects an  aqueous  extract  is  made  from  seven 
grams  of  high  potency  yeast,  three  drops  of 
wheat  oil  is  mixed  with  75  milligrams  of 
ascorbic  acid  and  to  this  is  added  cod  liver 
oil  concentrate.  To  this  are  added  the  syn- 
thetics. This  gives  a mixture  in  which  the 
wheat  oil  acts  as  an  anti  oxidant  and  the 
yeast  extract  contains  the  biotin,  para-amino- 
benzoic  acid,  the  choline,  and  the  other  six- 
teen necessary  B elements.  These  are  usual- 
ly left  out  or  are  present  only  in  infinitesimal 
amounts  in  commercial  vitamin  preparations. 

To  the  statement  previously  made  that  in 
peptic  ulcer  cases  the  whole  alimentary  canal 
is  diseased  a further  note  may  be  added  to 
the  effect  that  the  nervous  system  of  the  pa- 
tient is  always  affected  in  an  adverse  way. 
These  persons  are  irritable  and  unstable, 
they  are  starved  generally  and  specifically. 
In  many  cases  the  nervous  symptoms  over- 
shadow the  ulcer  symptoms.  The  reason  is 
that  the  nerve  disease  and  the  ulcer  both  go 
back  to  a common  cause;  an  over  supply  of 
refined  carbohydrates  which  causes  a dan- 
gerous reduction  of  the  vitamin  and  mineral 
concentration  in  the  blood  stream.  Peptic 
ulcer  is  never  caused  by  nervousness.  It  is 
associated  with  it.  Sedatives  and  alkalis  or- 
dinarily used  are  of  only  temporary  value 
and  the  need  for  them  rapidly  diminishes 
when  the  patient  is  put  on  proper  treatment. 
Stresses  and  strains  and  emotional  upsets  do 
not  cause  ulcer  but  bring  into  more  promi- 
nence conditions  which  already  exist.  The 
threshold  is  lowered  for  particular  responses. 
In  each  of  the  following  cases  one  or  more 


phases  of  the  question  is  presented.  All  are 
free  from  symptoms  and  are  apparently 
cured. 

Case  1.  Age  36.  Male.  Feb.  18,  1943.  P.  C.  S. 
Recurrent  attacks  for  several  years.  Typical  two 
hour  pain  after  meals.  Twice  in  hospital.  Treated 
without  interference  with  work. 

Note:  Typical  cases  need  no  hospitalization. 

Case  2.  Feb.  20,  1943.  J.  A.,  Minatare,  Nebr.  Age 
52.  Several  hospital  experiences.  Told  he  has  al- 
lergies to  raw  onions  and  cucumbers.  After  one 
month  eats  both  without  any  bad  reaction. 

Note:  Many  supposed  allergies  vanish  after  the 
nutrition  of  the  person  is  improved. 

Case  3.  March  1942.  L.  E.  K.  Age  56.  Tarry 
stools  off  and  on  since  1924.  Dull  pain  after  meals 
not  relieved  by  alkalis.  Has  bleeding  piles.  Hemo- 
globin 60,  Systolic  blood  pressure  LOO.  Constant 
fatigue. 

Note:  Many  cases  have  a history  which  extends 

hack  from  10  to  20  years. 

Case  4.  April  2,  1943.  M.  S.  Has  excess  gas  as 
principal  symptom,  little  pain,  many  recurrences. 
X-ray  pictures  show  ulcer.  Much  loss  of  time. 

Note:  X-ray  may  show  ulcer  lesion  in  cases  hav- 
ing atypical  symptoms. 

Case  5.  Jan.  1941.  P.  H.,  Lexington,  Nebr.  Age 
65.  Long  history  of  hyperacidity,  hospital  treat- 
ments and  repeated  x-ray  examinations.  Two  surgi- 
cal operations  at  a well  known  midwest  clinic  sev- 
eral months  apart,  no  relief. 

Note:  The  failure  of  ordinary  treatment  and  sur- 
gery does  not  contraindicate  proper  dietary  treat- 
ment. Much  ability  to  secrete  digestive  fluid  re- 
mains even  after  part  of  the  stomach  lining  has 
been  replaced  by  scar  tissue  and  part  of  it  has  been 
removed  by  surgery.  Restoring  nutritional  elements 
for  which  the  patient  has  been  starved  for  several 
years  may  permit  a badly  crippled  stomach  to  func- 
tion without  distress. 

Case  6.  W.  H.  Age  62.  Typical  ulcer  syndrome. 
First  treated  in  1940.  Drafted  in  the  army  when 
he  experienced  recurrence  as  a result  of  army  diet. 
Army  would  not  furnish  diet  or  concentrates  which 
he  needed. 

Note:  Apparently  it  is  impossible  to  get  proper 

dietary  or  medical  treatment  for  prevention  of  re- 
currence of  peptic  ulcer  in  the  army. 

Case  7.  L.  R.,  Arapahoe,  Nebr.  Age  46.  Ulcer 
history  for  several  years,  many  recurrences.  One 
operation  at  a well  known  midwest  clinic.  No  relief. 

Note:  A recent  authoritative  study  of  the  dis- 

ease by  Geo.  J.  Huer  of  Cornell  concludes  that  of 
surgery  is  not  successful  in  relieving  symptoms  when 
the  first  operation  is  done  subsequent  operations  are 
likely  to  prove  useless. 

Case  8.  H.  J.  Age  52.  Arthritic.  Badly  crippled 
in  all  joints.  Does  a little  light  work  only  as  he 
is  easily  fatigued.  Has  an  attack  of  peptic  ulcer 
every  spring. 

Note:  In  arthritic  and  rheumatic  patients  ulcer  is 
seasonal,  some  having  the  attacks  in  the  spring  and 
fall.  Some  of  these  patients  will  have  light  attacks 
while  under  treatment.  The  attacks  last  only  two 
or  three  days. 

Case  9.  May  26,  1923.  R.  O.  Age  29.  Several 
hospital  experiences.  Between  attacks  has  stomach 


Volume  30 
Number  4 


RECURRENCE  IN  PEPTIC  ULCER:  QUIGLEY 


119 


pain  while  riding  farm  implements.  This  is  a com- 
mon complaint  among  farmer  victims  of  this  disease. 
It  indicates  a lack  of  complete  healing  in  the  ulcer 
area  or  irritation  of  the  entire  gastro  intestinal 
canal. 

Case  10.  H.  J.  R.  Age  44.  Ulcer  recurrent  with 
cataracts  in  both  eyes.  Recommended  that  ulcer  be 
treated  before  submitting  to  eye  operation. 

Note:  Ulcer  patients  will  go  through  operations 

on  other  parts  of  the  body  with  less  danger  of  com- 
plications if  the  ulcer  is  healed  first.  This  patient 
had  been  advised  to  submit  to  surgery  to  relieve 
symptoms  of  partial  obstruction  but  the  stenosis 
proved  to  be  inflammatory  as  all  symptoms  cleared 
up  with  dietary  treatment. 

Case  11.  June  17,  1943.  Age  56.  W.  K.  Ulcer 
syndrome.  Had  gone  through  several  cures  including 
one  vitamin  cure.  Recurrence  in  the  usual  time. 
Had  decay  in  every  tooth  and  a foul  case  of  pyor- 
rhea. All  teeth  were  removed. 

Note:  The  mouth  must  be  put  in  a healthy  con- 

dition in  every  case  and  all  other  foci  of  infection 
cleared  up.  Vitamins  without  minerals  do  not  pro- 
duce the  best  results. 

Case  12.  June  30,  1943.  H.  L.,  Fremont.  Age  84. 
Recurrent  attack  with  hospitalization.  Teeth  all 
out  25  years  ago.  Badly  adjusted  dentures.  Inabil- 
ity to  chew  well  so  does  not  eat  raw  fruits  or  vege- 
tables or  meat.  Corrected  tooth  problem  and  advised 
the  juice  of  one  lemon  with  meals. 

Note:  In  extreme  age  ulcer  may  exist  without 

acid.  In  these  cases  it  is  better  to  acidify  the  meal 
with  lemon  juice  than  with  hydrochloric  acid.  Ap- 
parently the  proper  ph  when  the  food  is  in  the  sto- 
mach is  what  is  needed. 

Case  13.  July  9,  1943.  J.  K.,  Nashville,  Nebr. 
Age  69.  Ulcer  syndrome  off  and  on  for  20  years. 
Many  efforts  at  cure,  finally  resorting  to  surgery. 
The  operation  left  a large  ventral  hernia.  He  was 
then  assured  that  the  hernia  was  responsible  for  his 
failure  to  obtain  relief.  Advised  to  have  no  further 
surgery.  All  teeth  were  in  and  in  a very  bad  state 
of  decay.  They  were  removed. 

Note:  Hernias  or  other  mechanical  conditions  are 
sometimes  blamed  for  the  ulcer  syndrome. 

These  thirteen  cases  have  been  chosen  for 
this  report  because  each  case  presents  an  in- 
teresting phase  of  the  ulcer  question.  All 
recovered,  are  free  from  pain  and  did  not 
have  recurrences.  All  came  with  ready  made 
diagnosis,  having  been  in  the  hands  of  care- 
ful medical  men.  These  cases  were  chosen 
partly  because  of  the  fact  that  they  were 
particularly  bad  cases.  If  the  extreme  cases 
may  be  healed  by  dietary  methods  then  the 
less  severe  ones  will  not  need  discussion.  One 
reason  for  this  statement  is  that  it  is  im- 
possible to  draw  the  line  between  so  called 
cases  of  hyperacidity  and  ulcer.  As  a mat- 
ter of  fact  they  are  different  degrees  of  the 
same  disease.  Thirty  years  ago  Sir  Berkly 
Monyhan  stated  that  every  case  of  hyper- 
acidity is  a case  of  ulcer.  We  are  nearer  ac- 


cepting this  as  a truth  today.  Academic 
hairsplitting  adds  nothing  to  the  practical 
aspects  of  the  problem.  The  treatment  is 
the  same  for  the  early  case  as  for  the  late 
case  except  that  the  more  extreme  case  will 
not  respond  without  larger  doses  of  concen- 
trates. According  to  Christopher’s  Surgery 
peptic  ulcer  afflicts  from  10  to  15  per  cent 
of  the  whole  adult  population  of  England, 
France,  Germany  and  the  U.  S.  This  means 
that  the  potential  cases  number  a good  deal 
more.  If  we  include  all  the  dyspepsia  vic- 
tims, acid  stomachs,  and  chronic  indigestion 
sufferers,  then  a modest  estimate  would  in- 
clude at  least  half  of  the  adult  population. 
The  countries  mentioned  by  Christopher  are 
the  sugar  and  white  flour  eating  countries. 
Statistics  show  that  more  or  less  devitalized 
and  demineralized  foods  constitute  60  to  70 
per  cent  of  our  daily  diet.  The  optimum 
which  we  achieved  before  the  days  of  mill- 
ing and  heating  and  canning  was  100  per 
cent  high  vitamin  and  mineral  containing 
foods  and  this  high  percentage  is  necessary 
for  optimum  daily  maintenance.  Since 
milling  and  heating  removes  both  vitamins 
and  minerals  and  not  singly  but  in  a group 
they  must  be  put  back  in  a group  and  any 
failure  to  do  so  is  like  a failure  to  replace 
missing  keys  in  a musical  instrument.  Ulcer 
patients  are  weeping  from  the  denuded  sur- 
face small  quantities  of  blood  or  serum  daily, 
they  all  need  iron. 

There  are  only  three  known  areas  in  the 
U.  S.  where  there  are  sufficient  amounts  of 
iodine  in  the  soil.  Iodine  deficiency  is  there- 
fore nearly  universal.  The  quantities  needed 
for  optimum  health  have  been  very  much  un- 
derrated, these  quantities  must  be  raised  to 
ten  times  or  a hundred  times  the  mainte- 
nance dose  when  severe  deficiency  has  exist- 
ed over  a relatively  long  period  of  time. 

In  estimating  the  diet  habits  of  an  individ- 
ual, alcohol  must  be  regarded  as  a refined 
carbohydrate.  The  third  of  a pound  of  sugar 
daily  which  is  the  American  average  con- 
sumption is  equal  to  a pint  of  whiskey. 

Conclusions:  Peptic  ulcer  is  a deficiency 

disease  reflecting  a relatively  high  intake  of 
refined  carbohydrates  and  an  inadequate 
amount  of  all  vitamins  and  food  minerals.  A 
high  vitamin  and  mineral  diet  should  be  pre- 
scribed along  with  cod  liver  oil  concentrates 
and  all  water  soluble  vitamins,  the  concen- 
trates to  be  used  in  large  doses  for  a limited 
time,  the  high  vitamin-high  mineral  diet  to 
be  kept  up  for  life. 
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No  exeprienced  surgeon  questions  the  im- 
portance of  accurate  anatomical  reduction 
and  adequate  immobilization  of  fractures  to 
obtain  sure  and  quick  healing'  and  to  return 
the  fractured  bones  to  their  original  function- 
al capacity.  These  principles  apply  to  all  of 
the  bones  of  the  body  but  it  is  our  aim  to 
discuss  them  as  they  apply  to  the  bones  of 
the  lower  leg.  The  bones  in  this  area  have 
several  special  functions  that  other  bones  do 
not  have  and  present  some  peculiarities. 

A recent  writer  has  said  that  in  every  frac- 
ture the  displaced  fragments  of  bone  must 
be  exactly  reduced  and  the  reduced  fragments 
must  be  fixed  in  good  position  uninter- 
ruptedly until  they  are  joined  together  by 
bone.  I am  sure  that  everyone  will  agree 
that  if  this  were  always  possible  all  fractures 
would  get  along  and  heal  much  more  satis- 
factorily than  they  usually  do.  It  is  doubt- 
ful whether  they  can  always  be  exactly  re- 
duced, and  occasionally  cannot  be  fixed  in 
good  position  uninterruptedly.  I shall  say 
that  we  will  apply  these  two  principles  just 
as  far  as  it  is  practicable. 

There  has  been  nothing  new  developed  in 
the  past  few  years  in  the  treatment  of  frac- 
tures of  the  lower  leg,  with  the  exception  of 
the  use  of  powdered  sulfonamides  directly  in 
the  wound  to  prevent  infection.  The  prob- 
lem is  the  same  as  always,  that  is  to  reduce  or 
set  the  fracture  anatomically  correct  and  to 
maintain  the  reduction  until  the  fracture  is 
healed.  However,  there  has  been  a general 
tendency  for  everyone  to  insist  that  fractures 
be  more  accurately  reduced  and  not  to  allow 
them  to  continue  as  only  fair  in  the  fear  that 
further  manipulation  or  operation  might  pro- 
duce serious  complications.  We  shall  insist 
that  all  fractures  in  this  area  must  be  ana- 
tomically reduced  to  the  limit  of  practicabili- 
ty. 

All  fractures  of  the  lower  leg  present  three 
primary  considerations  which  become  prob- 
lems to  the  surgeon  and  can  be  stated  in  a 
generalized  concept  as  life,  liberty,  and  the 
pursuit  of  happiness,  and  the  correlary  from 
the  patient’s  concept  is  a desire  to  live,  to 

*Read  before  76th  Annual  Assembly,  Nebraska  State  Medical 
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walk  again,  and  not  to  be  crippled.  The  im- 
portance of  these  considerations  is  directly 
proportional  in  the  order  stated.  It  is  ob- 
vious therefore  that  in  treating  fractures  of 
this  area  the  methods  applied  and  the  results 
obtained  may  be  a compromise.  Moreover,  if 
a compromise  is  agreed  upon,  then  perfection 
will  not  be  had,  the  result  will  not  be  perfect. 
Usually,  however,  after  a time  the  patient’s 
general  condition  will  improve  to  the  point 
when  more  adequate  treatment  can  be  safely 
applied  and  the  fractured  leg  can  be  reduced 
to  the  former  length  and  straightness  and  the 
necessary  appliance  can  be  reapplied  to  im- 
mobilize it  so  he  can  walk  without  limping. 
It  is  to  the  best  interest  of  the  surgeon  and 
the  patient  to  accomplish  all  three  results  in 
the  quickest  possible  time. 

Much  speculation  and  many  theories  have 
been  advanced  as  to  how  a fractured  bone 
heals  and  the  conditions  necessary  for  heal- 
ing. Some  have  recently  emphasised  the  ne- 
cessity of  exercise  of  joints,  movement  of 
muscles,  with  the  resulting  increase  of  the 
volume  of  circulation  to  the  afflicted  part. 
Others  seem  to  feel  that  vitamins  and  cal- 
cium play  an  important  part.  It  is  probable 
that  all  of  these  things  have  some  effect  on 
the  rate  of  the  healing  of  bones,  although  it 
is  more  or  less  speculative.  There  are,  how- 
ever, some  things  which  we  know  to  be  facts. 
In  order  for  a bone  to  heal  it  is  necessary  for 
blood  vessels  to  span  the  gap  between  the 
fragments,  and  along  this  network  osteo- 
blasts grow  to  form  new  bone.  Our  experi- 
ence with  wounds  of  soft  tissues  of  the  body 
has  taught  us  that  blood  capillaries,  which 
are  followed  by  larger  vessels,  can  only  grow 
if  the  tissues  are  in  apposition  and  remain 
there  for  a sufficient  length  of  time  for  this 
preliminary  process  to  become  established. 
This  is  likewise  true  of  the  process  of  heal- 
ing bones.  The  fractured  parts  should  touch 
each  other  and  should  be  held  there  until  all 
the  preliminary,  interconnecting  circulatory 
system  is  established  and  bone  cells  have 
bridged  the  gap.  Thus  we  accept  this  prin- 
ciple as  axiomatic.  It  then  becomes  impera- 
tive that  the  fractured  fragments  be  set  end 
to  end  and  maintained  without  motion  in  ap- 
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position  for  a considerable  time.  Evidence 
that  bony  union  occasionally  takes  place  in 
fractures  that  are  not  reduced  and  have  not 
been  immobilized  does  not  disprove  this  prin- 
ciple. Sometimes  bones  will  heal  in  spite 
of  poor  reduction  and  inadequate  immobiliza- 
tion, as  in  children  and  young  adults. 

Anatomically  the  lower  leg  begins  at  the 
knee  joint  and  ends  at  the  ankle  joint.  It  con- 
tains two  bones,  one  large  and  one  small.  The 
tibia  or  larger  bone  is  triangular  in  shape,  its 
proximal  end  is  a flat  table  almost  at  right 
angles  to  the  weight  bearing  line  through  the 
shaft.  The  flat  surface  forms  the  tibial  side 
of  the  knee  joint  and  its  rather  large  area  is 
accomplished  anatomically  by  an  enlargement 
of  the  proximal  portion  appearing  as  an  over- 
hanging or  cornice-like  enlargement,  and  as 
the  bone  extends  distally  it  becomes  smaller 
until  at  the  junction  of  the  middle  and  distal 
thirds  it  is  smallest  in  diameter  and  is  almost 
round.  From  this  point  it  extends  distally, 
becomes  somewhat  larger,  and  again  ends  in 
a joint  although  the  internal  edge  extends 
downward  to  form  the  internal  malleolus. 
The  fibula  is  a small  bone  and  it  does  not 
enter  into  the  articulation  of  the  knee  joint. 
It  articulates  with  the  outer  table  of  the  tibia 
and  gives  this  portion  some  support.  It  extends 
distally  almost  parallel  to  the  tibia  externally, 
and  finally  enters  into  the  outer  portion  of 
the  ankle  joint  as  the  external  malleolus. 
Both  malleoli  are  firmly  bound  together  by 
certain  ligaments  and  have  the  definite  func- 
tion of  narrowing  the  ankle  joint  and  to  as- 
sist in  keeping  this  joint  from  slipping  from 
side  to  side.  The  top  table  of  the  tibia  at  the 
knee  joint  has  a raised  area  in  its  center  or 
spine  which  fits  into  the  sulcus  of  the  femur 
above  and  has  the  same  function.  Both  bones 
are  united  through  their  entire  length  by  in- 
terosseous membranes  and  indirectly  each 
gives  strength  to  the  other.  Anteriorly  the 
tibia  is  covered  by  very  little  soft  tissue,  as  a 
matter  of  fact  most  of  it  is  only  covered  by 
skin  and  fascia. 

The  bones  of  the  lower  leg  are  a continua- 
tion of  the  semi-rigid  structure  of  the  skele- 
ton. Beginning  at  the  first  cervical  verte- 
bra and  continuing  downward  through  the 
entire  anatomy  to  the  astragulus  of  the  foot 
the  skeleton  is  a semi-rigid,  weight-bearing 
mechanism.  It  is  like  a derrick  and  although 
it  bends  to  some  degree  in  many  places  it  is 
nevertheless  rigid.  A loss  in  continuity  of 
any  of  its  parts,  or  preternatural  mobility  of 
any  joint  destroys  the  derrick-like  function. 


Occasionally  the  lower  leg  may  be  an  object 
of  beauty,  but  actually  its  entire  anatomy  is 
designed  and  physiologically  arranged  for  the 
act  of  standing  and  walking.  It  bears  weight 
and  very  often  it  is  subject  to  tremendous 
stresses  and  lever  action.  To  be  completely 
happy  all  persons  must  have  painless,  nor- 
mally functioning  joints  in  this  area  and  the 
bones  must  be  in  continuity  and  must  be 
strong. 

Fractures  of  the  lower  leg  might  first  be 
classified  as  to  site,  whether  they  occur  in 
the  knee  or  ankle  joint  or  in  the  shaft.  If 
they  occur  at  either  end  and  involve  the 
joint  the  continuity  of  the  joint  surface  must 
be  accurately  restored.  If  it  is  not  and  the 
function  of  the  joint  is  impaired,  while  the 
patient  may  be  able  to  walk,  locomotion 
might  be  painful  and  certainly  he  would  be 
more  or  less  a cripple.  Fractures  at  the 
upper  end  of  the  tibia  are  fairly  common  and 
most  all  of  them  fracture  into  the  joint.  If 
either  table  is  depressed,  or  as  sometimes 
happens,  if  both  tables  are  depressed,  it  is 
necessary  that  the  deformity  be  corrected. 
It  is  well  to  keep  in  mind  that  the  cavity  of 
the  joint  usually  becomes  filled  with  blood 
which  must  be  aspirated  before  the  depressed 
fragments  can  be  raised.  Many  of  these  frac- 
tures can  thus  be  reduced  by  traction  and 
afterward  held  in  a plaster  cast.  Some  of 
them,  however,  cannot  be  so  reduced  and  it 
becomes  necessary  to  correct  them  by  some 
type  of  internal  fixation.  This  can  be  ac- 
complished in  several  ways,  by  the  use  of  a 
beaded  wire,  or  a long  screw,  or  a Wheeldon 
sleeved  wire  fixation  outfit.  In  treating  this 
type  of  fracture,  when  the  fragments  are 
very  movable  it  is  almost  always  necessary  to 
open  the  knee  joint  in  order  to  secure  accu- 
rate reduction.  This  area  contains  cancellous 
bone  and  heals  very  rapidly.  However,  a 
long  period  of  no  weight  bearing  is  necessary 
after  which  a walking  caliper  should  be  used 
for  several  months  as  security  against  sepa- 
ration of  the  table  with  weight  bearing.  One 
should  always  keep  in  mind  that  even  a slight 
varus  or  valgus  position  of  the  knee  due  to 
the  depression  of  either  the  outer  or  inner 
table  of  the  tibia  is  a serious  deformity.  In 
the  ankle  joint  it  is  very  essential  that  the 
anatomy  of  the  joint  be  maintained  or  recon- 
structured,  and  particularly  must  the  mortus 
box  formed  by  the  two  malleoli  be  anatomi- 
cally correct.  In  cases  where  skeletal  trac- 
tion with  inversion  or  eversion  of  the  foot 
have  not  placed  the  fragments  in  almost  per- 
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feet  position,  it  would  be  better  if  one  would 
correct  the  deformity  by  internal  fixation. 
It  should  be  remembered  that  plaster  casts 
cannot  exert  enough  pressure  to  safely  com- 
press fractures  into  position  and  it  is  not 
good  policy  to  place  joints  in  strained  posi- 
tions for  long  periods  of  time. 

Fractures  in  the  shaft  of  the  tibia  or  fibula 
present  the  problem  of  correct  length, 
straightness,  and  apposition.  Fractures  in  the 
shaft  of  the  tibia  alone  can  usually  be  re- 
duced and  maintained  because  the  unaffected 
fibula  can  be  used  as  a splint.  Very  often 
this  is  a rather  simple  fracture  to  control. 
Likewise,  fractures  of  the  fibula  alone  can  us- 
ually be  controlled.  Good  function  of  the  leg 
is  possible  with  the  loss  of  the  upper  two- 
thirds  of  the  fibula,  however,  the  lower  one- 
third  is  essential  for  a good  ankle  joint.  The 
problem  of  healing  fractures  of  the  shaft  of 
the  tibia  presents  another  complicated  situa- 
tion. At  the  junction  of  the  middle  and  low- 
er thirds  of  the  tibia  delayed  union  or  non- 
union is  fairly  frequent,  although  the  frac- 
ture has  been  correctly  reduced  and  properly 
maintained.  However,  the  shaft  of  the  tibia 
just  under  the  skin  on  the  anterior  surface 
can  be  readily  seen  and  if  operation  becomes 
necessary  it  is  readily  accessible. 

As  previously  stated,  after  the  patient’s 
general  condition  has  improved  to  the  point 
that  limited  trauma  will  not  cause  his  death, 
the  problem  of  treatment  must  be  considered 
with  the  end  in  view  that  the  injured  member 
be  placed  in  its  original  proper  position  and 
held  there. 

There  are  only  four  methods  of  treating 
fractures  in  this  area  although  most  of  the 
methods  have  certain  modifications:  splints, 
casts,  traction,  and  internal  fixation.  Ade- 
quate treatment  demands  that  the  surgeon 
have  experience  and  skill  in  the  use  of  all 
methods  of  treatment,  and  the  many  tools 
necessary. 

The  first  method  is  that  which  was  used  in 
primitive  times  and  consists  of  manual  ef- 
forts to  pull  the  leg  into  an  anatomical  aline- 
ment  and  to  apply  splints.  The  method  is 
very  primitive  and  obviously  fails  in  many 
cases,  but  peculiarly  enough  many  patients 
recover  and  perhaps  millions  have  been  treat- 
ed in  this  way.  In  our  environment  this 
method  is  unsuitable  and  unneessary. 

The  second  method  is  to  make  an  attempt 
to  reduce  the  fracture  manually,  with  or  with- 


out anesthesia,  and  to  encase  the  member 
in  some  type  of  form  fitting  splint  such  as  a 
plaster  of  Paris  cast.  This  method  is  simple 
and  for  most  fractures  of  the  tibia  where 
there  is  little  deformity  and  the  continuity  of 
the  fibula  is  present  it  works  very  well  pro- 
viding the  plaster  cast  is  well  molded,  con- 
tains little  or  no  padding,  and  that  the  patient 
be  required  to  remain  in  bed  until  sufficient 
scar  tissue  is  formed  to  prevent  movement. 
The  disadvantages  of  this  method  are  that 
the  reduction  is  made  through  soft  tissue 
which  prevents  the  visual  examination  for 
exact  reduction,  that  soft  tissue  might  get 
between  fragments,  and  that  the  surgeon  is 
tempted  not  to  include  the  joints  above  and 
below  the  fracture  and  consequently  does 
not  obtain  complete  immobilization.  Com- 
plete. absolute  immobilization  is  not  possible 
in  this  method  under  the  best  conditions,  but 
for  the  simple  type  of  fracture  it  is  usually 
sufficient.  Some  of  these  fractures,  how- 
ever, do  not  heal. 

Military  surgeons  are  instructed  not  to  use 
unpadded  plaster  casts  and  they  are  univer- 
sally required  to  split  them.  This  order  is 
a safety  measure  and  is  given  because  Cases 
in  the  field  cannot  be  closely  observed  and 
during  transportation  grave  circulatory  ac- 
cidents have  occurred  when  this  was  not 
done.  Civilian  surgeons  are  not  confronted 
with  these  difficulties  and  when  patients  are 
under  close  observation  padless  casts  when 
properly  applied  are  safe.  Soft  tissues  in 
this  area  are  so  abundant  that  immobilization 
of  fractures  cannot  be  even  approximately 
done  with  loose  fitting  plaster  boots.  Imme- 
diately after  fixation  and  plaster  the  soft  tis- 
sues begin  to  shrink  and  from  four  to  six 
weeks  after  application  the  cast  is  too  large. 
As  soon  as  this  occurs  the  cast  should  be 
removed  and  a new  one  applied  tightly. 
Whenever  the  leg  must  be  placed  in  a 
strained  position  in  order  to  maintain  reduc- 
tion, or  whenever  clamps  or  pressure  de- 
vices are  necessary  to  maintain  reduction, 
even  a snug  fitting  plaster  cast  will  not  keep 
the  fracture  in  alinement.  Whenever  it  is 
observed  that  the  above  mechanisms  are  nec- 
essary to  maintain  reduction,  then  some 
other  method  than  plaster  of  Paris  should  be 
used. 

The  third  method  of  reduction  is  by  trac- 
tion and  some  sort  of  suspension  splint.  This 
method  is  often  the  only  one  possible  in  cer- 
tain types  of  cases.  Cases  in  which  there  is 
a lot  of  comminution  and  loose  fragments  the 
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only  way  possible  to  ever  hope  to  have  a leg 
of  the  same  length  would  be  to  apply  trac- 
tion and  suspend  the  member  for  a consider- 
able time.  The  principle  involved  here  is  that 
the  fractured  elements  are  alined  by  traction 
and  held  there  by  the  tautness  of  the  sur- 
rounding tissue.  Skeletal  traction  is  always 
preferable  in  this  type  of  procedure  and  it 
must  be  remembered  that  very  little  weight 
is  required  to  keep  the  fragments  from  over- 
riding. This  method  is  the  proper  one  to  use 
in  most  complicated  fractures  of  the  shaft  of 
the  tibia  when  the  patient’s  general  condition 
is  poor  or  he  has  other  injuries,  or  in  com- 
pound fractures  when  secondary  fixation 
and  closure  is  anticipated  at  some  future 
date.  This  method  has  several  disadvantages. 
The  fracture  is  apt  to  be  over  corrected  which 
violates  our  first  principle  of  physiological 
healing  of  fractures.  The  extension  appa- 
ratus does  not  completely  immobilize  the 
fracture,  as  a matter  of  fact  it  probably  is 
the  least  satisfactory  in  this  respect.  The 
fracture  site  is  liable  to  sag  and  when  pa- 
tients are  treated  with  this  apparatus  adjust- 
ments must  be  made  several  times  each  day, 
and  it  becomes  a very  meticulous,  hard  job. 

The  fourth  method  is  the  one  of  internal 
fixation  and  can  be  accomplished  by  two 
main  methods,  each  of  which  has  several 
modifications.  One  method  is  by  applying 
the  fixing  mechanism  some  distance  above 
and  below  the  fracture,  such  as  the  Steder 
method  or  by  the  method  described  and  used 
by  Roger  Anderson  and  others,  and  is  ac- 
complished by  the  application  of  pins  in  prop- 
er anatomical  sites  above  and  below  the  frac- 
ture and  either  fixing  in  plaster  of  Paris  or 
by  the  bolting  on  of  a rod  or  rods  which  keep 
the  fracture  immobilized  during  the  period  of 
treatment.  This  method  has  a number  of 
advantages,  and  in  the  Navy  it  has  proved 
unusually  satisfactory  because  of  its  simpli- 
city and  because  the  patient  can  be  transport- 
ed more  easily.  Many  people  and  some  doc- 
tors have  the  idea  that  patients  can  walk  im- 
mediately after  the  application  of  the  appli- 
ance, and  many  surgeons  in  their  enthusiasm 
allow  locomotion  with  crutches  or  canes  after 
the  first  week  or  two.  This  attitude  is  of 
course  erroneous  and  dangerous  and  certain- 
ly violates  the  principle  of  immobilization. 
The  disadvantages  of  this  method  are  that 
the  reduction  of  the  fracture  has  still  been 
done  blindly  and  without  seeing  the  frag- 
ments placed  in  position.  Numerous  x-rays 
are  usually  necessary  until  the  appliance  has 


been  properly  adjusted.  If  the  fracture  is 
too  close  to  joints  it  is  necessary  to  place  one 
end  of  the  appliance  in  another  bone  beyond 
the  joint  which  might  have  a bad  effect  on 
the  joint.  This  method  is  liable  to  prejudice 
both  the  patient  and  the  surgeon  in  too  early 
activity  which  would  interfere  with  proper 
immobilization. 

The  method  of  internal  fixation  is  to  make 
an  incision  over  the  fracture  site  and  to  very 
accurately  reduce  the  fracture  by  seeing  it 
and  feeling  it,  and  then  applying  some  type 
of  plate  to  the  area  with  at  least  two  screws 
above  and  two  below  the  line  of  fracture. 
For  absolute  and  accurate  reduction  of 
the  fracture  and  to  secure  the  greatest  de- 
gree of  immobility  this  method  is  ideal.  There 
are  some  types  of  fractures  where  there  is 
considerable  splintering  and  comminution 
when  this  method  does  not  work  well  and 
probably  should  not  be  used.  After  plating, 
and  after  the  wound  has  been  closed,  a snug 
fitting  plaster  cast  should  be  applied  to  the 
foot  and  leg  up  to  the  mid-thigh  and  the  pa- 
tient should  remain  in  bed  for  some  time. 
This  requirement  is  added  insurance  that  the 
fracture  is  immobile.  This  type  of  fixation 
has  had  rather  long  existance  and  has  been 
subject  to  much  discussion.  There  was  a time 
when  its  use  was  a mark  of  orthopedic  im- 
perfection and  was  considered  by  most  men 
as  an  extremely  dangerous  and  radical  pro- 
cedure. Many  types  of  metal  bone  plates  and 
screws,  ivory  plates  and  screws,  beef  horn 
and  onlay  bone  grafts  have  been  suggested 
and  tried.  By  now  the  general  consensus  of 
opinion  is'  that  vitalium  plates  and  screws  or 
stainless  steel  plates  and  screws  are  quite  sat- 
isfactory. The  vitalium  users  like  the  metal 
because  it  is  nori-electrolytic  and  causes  very 
little  irritation.  The  stainless  steel  users  dis- 
like vitalium  because  of  its  brittleness  and 
feel  that  as  long  as  the  plate  and  screws  are 
of  the  same  metal  there  is  little  danger  from 
this  reaction.  The  proper  choice  of  patients, 
proper  preparation  of  the  skin,  aseptic  tech- 
nique, and  the  use  of  sulfonamides  has  made 
the  procedure  much  more  simple  than  that 
first  described  by  Lane. 

The  disadvantages  of  this  method  are  nu- 
merous and  should  be  mentioned.  An  incision 
is  necessary  and  there  will  be  a scar.  How- 
ever, with  care  and  a clean  wound  this  can 
be  minimized.  There  is  some  danger  of  in- 
fection but  it  is  surprising  how  little  there  is 
when  this  method  is  properly  applied,  and 
there  should  be  little  fear  of  this  complica- 
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tion.  The  implanting  of  a foreign  body  in 
human  tissue  violates  a very  basic  principle 
of  surgery-  The  same  can  be  said  for  the  im- 
planting of  sulfonamide  crystals  in  the  body, 
but  it  appears  that  when  both  are  used  to- 
gether there  is  usually  very  little  permanent 
reaction.  The  appliance  must  be  removed 
after  it  has  served  its  purpose  and  this  means 
another  operation.  When  fixation  material 
is  first  placed  to  join  the  broken  ends  of  the 
bone  it  serves  the  purpose  of  keeping  the 
parts  in  apposition.  After  about  six  weeks 
when  the  bone  ends  have  absorbed  to  a 
greater  or  less  degree  the  appliance  may  keep 
the  bone  ends  apart.  If  this  should  occur  the 
plate  must  be  removed,  the  wound  closed 
again,  and  a tight  plaster  boot  applied  with 
some  type  of  walking  heel.  The  patient  should 


be  encouraged  to  bear  a small  amount  of 
weight  for  the  purpose  of  driving  the  bone 
ends  together  again.  In  this  method  as  well  i 
as  in  all  the  others  weight  bearing  should 
never  be  allowed  until  the  surgeon  is  satis- 
fied that  there  has  been  sufficient  union  to  . 
prevent  any  buckling  or  bending. 

The  demand  for  exact  reduction  of  frac- 
tures of  the  lower  leg  has  taken  them  from 
the  list  of  casual  surgical  procedures  to  the 
realm  of  major  operations.  A correct  choice 
of  one  of  many  methods  of  treatment  makes 
it  imperative  that  the  surgeon  be  skillful  and 
experienced  and  have  the  necessary  appli- 
ances at  hand  and  know  how  to  use  them.  A 
good  lower  leg  from  joint  to  joint  is  impor- 
tant and  the  treatment  of  injuries  to  the 
bones  therein  is  a serious  business. 


* * * 


IN  THIS  ISSUE 


THE  Recurrence  of  Peptic  Ulcer  has  al- 
ways been  a challenging  problem.  Dr.  D.  T. 
Quigley  presents  an  interesting  viewpoint 
which  deserves  thought  and  consideration. 
The  paper  was  presented  at  the  last  ses- 
sion of  the  Omaha  Mid-West  Clinical  Society, 


and  is  here  offered  on  page 116 

FRACTURES  of  the  leg  are  always  an 
interesting  surgical  problem.  At  the  last 


sessions  of  the  State  Association,  Dr.  Mason 
Lathrop  presented  a practical  dissertation  on 
the  immobilization  of  such  fractures.  You 
will  find  the  paper  on  page.. 120 


A BRIEF  but  comprehensive  discussion 
on  cleft  palate  and  hare  lip  is  presented  by 
Dr.  Shearer  on  page 125 

THOUGHT  stimulating  and  intriguing  are 
case  records  from  the  Creighton  University 
School  of  Medicine,  arranged  and  edited  by 
Drs.  Traynor  and  Russum  of  the  Creighton 
faculty.  You  will  enjoy  reading  these  rec- 
ords and  enjoy  even  more  the  speculation  on 
the  diagnosis  and  findings.  You  will  find 
these  reports  on  page 127 

LAST,  but  by  no  means  least,  be  sure  to 
read  the  Minutes  of  the  Mid-winter  Session 
of  your  Council.  You  will  find  them  on 
page 136 


Cleft  Palate  and  Cleft  Lip 

WM.  L.  SHEARER,  M.D.,  D.D.S. 
Omaha,  Nebraska 


I wish  to  review  briefly  the  anatomy  of 
the  palate  both  cleft  and  normal.  My  pur- 
pose is  to  emphasize  the  importance  of  sur- 
gery in  early  infancy.  I will  not  describe 
the  anatomy  of  the  palate,  normal  and  cleft, 
in  a general  way  but  point  out  the  deviations 
from  the  normal  as  observed  in  the  cleft. 

In  the  human  embryo  of  about  the  third 
week,  the  face  is  in  progress  of  develop- 
ment. From  the  front  of  the  cephalic  mass 
five  tubercles  bud  out,  of  which  the  middle 
one  passes  vertically  downward.  This  tuber- 
cle is  double,  and  in  it  the  intermaxillary 
bones  are  developed  which  contain  the  in- 
cisor teeth.  Therefore,  it  bears  the  name  “in- 
cisive tubercle.” 

The  rudimentary  superior  maxillary  bones, 
which  are  widely  separated,  are  developed 
at  each  side  of  the  incisive  tubercle,  though 
not  united  with  it.  While  the  fourth  and 
fifth  tubercles  are  separated  in  front,  they 
subsequently  unite  in  the  median  line  to 
form  the  mandible. 

Simultaneously  the  palate  begins  to  be 
formed  by  the  approach  toward  the  median 
line  of  the  two  horizontal  plates,  developing 
from  the  maxillary  processes  on  either  side. 
If  the  palatal  processes  of  the  superior  max- 
illa unite  in  the  median  line  and  blend  also 
with  the  incisive  bones,  and  the  vomer  grows 
downward  to  meet  the  palatal  processes  in 
their  line  of  union,  the  upper  jaw  and  lip 
will  be  normal.  If,  however,  the  superior 
maxillary  and  intermaxillary  processes  fail 
to  unite  with  each  other,  cleft  palate  and 
cleft  lip  in  one  of  their  many  forms  will  re- 
sult. In  the  presentation  of  this  subject,  I 
desire  to  point  out  the  cause  of  the  deform- 
ity in  question  and  a method  of  practice 
tested  by  many  years,  by  which  the  defect 
may  be  overcome  at  a time  in  life  when  it 
can  be  most  easily  and  successfully  accom- 
plished. 

What  is  the  cause  of  cleft  palate  ? The  lit- 
erature on  this  subject  is  voluminous  and 
largely  theoretical.  In  reviewing  this  litera- 
ture, we  find  a great  similarity  of  views  ex- 
pressed by  various  authors.  Heredity,  pre- 
natal impressions  and  imperfect  nutrition 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1944. 


during  the  early  months  of  gestation  are  as- 
signed as  causes. 

The  condition  of  the  mouth  of  a child  who 
has  a congenital  cleft  palate  is  described 
thus:  “Want  of  coaptation,  resulting  from 
defective  formation  in  the  palatine  plates  of 
the  maxillary  and  palate  bones,  is  the  cause 
of  congenital  deficiencies  of  the  parts  in 
question.”  Again:  “The  palate  plates  are  ar- 
rested in  their  growth  and  permanent  fis- 
sure of  the  palate  is  the  result.  The  prin- 
cipal effects  resulting  from  an  absence  of  a 
portion  of  the  palatine  organs  are  an  impair- 
ment of  the  functions  of  mastication,  deglu- 
tition and  speech.”  The  definition  generally 
given  for  cleft  palate  is:  “A  congenital  de- 
formity characterized  by  a fissure  or  fissures 
of  the  palate,  due  to  arrested  development.” 

From  the  foregoing  quotations,  we  find 
that  the  opinions  expressed  are,  that  con- 
genital cleft  palate  is  the  result  of  incom- 
plete development  of  the  tissue  necessary  to 
enter  into  its  complete  formation. 

The  opinions  of  authors  thus  expressed 
have  been  based,  no  doubt,  on  their  observa- 
tions of  the  open  space  between  the  oral  and 
nasal  cavities. 

I agree  with  Dr.  Truman  W.  Brophy  in 
his  statement,  “The  deformity  is  not  the  re- 
sult of  ‘defective  formation  in  the  palatine 
plates,’  nor  ‘congenital  deficiencies  of  the 
parts  in  question,’  nor  ‘arrested  growth  of 
the  palate,’  nor  ‘absence  of  a portion  of  the 
palatine  tissue-.’  All  children  who  have  con- 
genital cleft  palate,  with  rare  exceptions, 
have  in  the  palate  the  normal  amount  of  tis- 
sue, although  it  is  not  united  in  the  median 
line ; it  is  cleft.” 

Congenital  cleft  palate  has  a predisposing 
and  an  exciting  cause.  The  predisposing 
cause  is  heredity.  The  exciting  cause  is 
mechanical,  the  application  of  force  in  em- 
bryo. I have  little  faith  in  the  theory  that 
prenatal  impressions  cause  failure  of  union 
of  the  bones  in  question.  In  the  greater 
number  of  cases  in  which  this  cause  has 
been  given,  on  inquiring,  it  has  been  found 
that  the  mental  shock  occurred  subsequent 
to  the  time  when,  if  physiologic  processes 
were  not  interfered  with,  union  of  the  bones 
would  be  complete.  It  is  too  apparent  to  re- 
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quire  argument  that  a mental  impression 
could  not  separate  a suture.  Prenatal  im- 
pressions, possibly,  may  be  a factor  in  caus- 
ing failure  of  union,  but  we  have  no  authen- 
tic evidence  to  that  effect. 

I believe,  however,  that  defective  nutri- 
tion, or  general  debility  of  the  mother  during 
the  early  months  of  gestation  from  any 
cause,  may  delay  union  of  the  palatal  plates. 
Nature  does  not  fail  to  develop  the  necessary 
bone  and  soft  parts  to  form  a normal  palate, 
but  it  does  fail  to  bring  the  parts  into  appo- 
sition and  unite  them. 

The  bones  having  failed  to  unite  prior  to 
the  fifth  month  of  intrauterine  life,  the 
mandible,  as  soon  as  the  muscles  of  mastica- 
tion become  active,  brings  pressure  on  the 
palatoalveolar  inclined  planes  of  the  ununited 
superior  maxillary  bones  and,  acting  as  a 
wedge,  forces  them  apart  and  widens  the 
breach.  Moreover,  the  pressure  of  the 
tongue  and  the  flexed  position  of  the  head 
with  the  symphysis  of  the  mandible  resting 
on  the  sternum  may  contribute  to  some  ex- 
tent to  the  force  which  is  exerted  by  the 
lower  jaw  on  the  palatal  arch  and  which 
forces  the  bones  apart. 

I have  operated  over  two  thousand  cleft 
palate  patients.  In  this  number  fully  five 
hundred  were  infants  not  over  three  months 
old.  I have  found  that  the  breadth  of  the 
upper  jaw  with  the  lower,  is  just  as  much 
broader  than  it  should  be  as  the  distance  be- 
tween the  borders  of  the  fissure.  When  we 
bring  the  borders  of  the  fissure  into  contact, 
we  have  brought  the  upper  jaw  back  to  its 
normal  breadth  and  to  its  proper  relation 
with  the  lower  jaw.  There  are  very  few  ex- 
ceptions to  this  statement. 

In  young  infants  who  have  cleft  palate,  I 
have  always  found  that  by  slightly  forcing 
the  chin  upward  the  pressure  of  the  lower 


jaw  against  the  segments  of  the  upper  jaw 
will  spring  the  cleft  bones  apart. 

Writers  who  have  given  a great  deal  of 
thought  to  the  subject  and  who  have  dwelt 
at  great  length  on  its  etiology,  those  who 
have  proposed  the  more  generous  use  of 
phosphatic  food  for  the  mother  during  the 
period  of  gestation  have  been  unconscious  of 
the  fact  that  the  bones  are  not,  as  a rule, 
defective  in  structure  nor  incomplete  in  de- 
velopment. There  is  only  failure  of  union. 

SUMMARY 

The  causes  of  congenital  cleft  palates  are: 

1.  Heredity. 

2.  Mechanical  force  exerted  by  lower  jaw 
against  the  upper  jaw  in  embryo. 

In  congenital  cleft  palate  in  young  infants, 
the  full  amount  of  tissue  is  developed  to  form 
a normal  palate;  the  defect  is  due  to  failure 
of  union.  General  debility  of  the  mother 
in  early  months  of  gestation  may  be  a fac- 
tor. Prenatal  impressions  possibly,  but  evi- 
dence not  conclusive. 

Treatment.  The  separated  bones  should 
be  closed  just  as  soon  as  the  physical  condi- 
tion of  the  child  will  warrant.  The  reason 
for  this  is  that  the  bones  are  about  one-half 
organic  matter  at  birth  and,  at  that  time,  are 
more  easily  moved  into  position.  It  is  my 
judgment  that  the  cleft  of  the  hard  palate, 
or  alveolar  arch,  should  always  be  closed  be- 
fore the  lip  operation.  The  operation  upon 
the  lip  should  follow  immediately  the  remov- 
al of  the  stay  sutures  which  were  employed 
in  the  alveolar  arch  surgery.  Through  many 
years  of  experience  I have  learned  that  the 
operation  on  the  soft  palate  should  rarely 
be  done  before  the  child  is  eighteen  to  twen- 
ty-two months  of  age.  It  is  true,  however, 
some  cases  may  develop  to  the  point  that 
earlier  surgical  intervention  may  be  planned. 


* * * 


SYNTHETIC  RUBBER  AND  DERMATITIS 

“There  is  comparatively  little  dermatitis  occurring 
in  the  manufacture  of  synthetic  rubber  despite  the 
many  irritant  chemicals  used,”  Louis  Schwartz, 
M.D.,  says  in  the  February  17  issue  of  The  Journal 
of  the  American  Medical  Association. 

“This  is  explained,”  he  continues,  “by  the  fact 
that  the  factories  making  synthetic  rubbers  are 


modernly  equipped  with  mechanical  safety  devices 
and  most  of  the  safety  recommendations  made  in 
this  paper  are  already  being  carried  out. 

“We  need  anticipate  but  little  more  dermatitis 
from  the  manufacture  and  processing  of  synthetic 
rubbers  than  we  have  had  from  natural  rubbers, 
provided  future  plants  are  erected  with  the  same 
careful  planning  as  the  present  ones  and  the  safety 
recomendations  in  this  paper  are  carried  out.” 
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CASE  R 3756 

First  Admission:  A 25-year-old  housewife  was 

admitted  because  of  fever,  chills,  pain  in  the  left 
chest,  and  productive  cough. 

Since  the  age  of  10  she  had  a chronic  cough  with 
“frequent  colds,”  which  had  been  attributed  to  sinus 
trouble  by  various  physicians  consulted.  Her  tonsils 
were  removed  at  10.  At  19  she  had  a nasal  opera- 
tion in  which  “several  bones  were  removed  from 
her  nose.”  Two  years  before  admission  she  consult- 
ed a physician  because  she  had  coughed  up  some 
rather  large  blood  clots  during  an  attack  of  “flu.” 
After  a series  of  examinations,  including  that  of  the 
sputum,  roentgenograms  of  the  chest  and  sinuses, 
and  consultation  with  an  otolaryngologist,  she  was 
told  that  she  had  an  early  bronchiectasis  and  a 
chronic  suppurative  maxillary  sinusitis.  She  refused 
radical  antrum  operation.  During  the  next  two 
years  she  felt  fairly  well,  aside  from  the  cough  and 
some  sputum,  and  passed  through  a full  term  preg- 
nancy. After  returning  home  from  the  hospital  fol- 
lowing the  delivery  under  gas-ether  anesthesia,  she 
began  to  complain  of  sharp  pain  in  the  left  lower 
chest,  fever  and  daily  chills.  There  was  marked  in- 
crease in  her  cough,  with  large  amounts  of  greenish, 
odorless  sputum  which  on  one  occasion  was  blood 
tinged.  Her  temperature  ranged  from  99°  to  103°. 
These  symptoms  persisted  for  a month  before  her 
first  admission  to  this  hospital. 

Physical  examination  revealed  a well  developed 
rather  pale  woman  lying  quietly  in  bed.  Her  throat 
was  slightly  reddened.  The  tonsils  had  been  re- 
moved. The  teeth  were  in  good  condition.  The 
pupils  reacted  normally.  The  heart  was  normal. 
At  the  base  of  the  left  lung  there  was  an  area  of 
dullness  and  increased  fremitus,  over  which  there 
were  heard  small  moist  rales.  The  abdomen,  geni- 
talia and  extremities  were  normal.  The  breasts  were 
swollen,  tender,  and  lactating.  The  reflexes  were 
normal. 

The  urine  was  normal.  The  blood  hgb.  was  85%. 
The  RBC  were  4,210,000,  the  WBC  13,750  with  76% 
neutrophils,  including  16%  staff  forms.  All  speci- 
mens of  sputum  contained  chains  of  streptococci  and 
no  tubercle  bacilli.  Roentgenograms  of  the  chest 
revealed  increased  density  at  the  left  base  and  fused 
with  the  hilus  shadow,  suggested  pulmonary  con- 
solidation or  lung  abscess.  All  sinuses  of  the  head 
were  opaque. 

The  temperature  was  98.8,  the  pulse  80  and  the 
respirations  22  upon  admission. 

She  was  kept  at  absolute  rest  in  bed  and  placed 
upon  a high  caloric  diet.  Two-hour  temperature 
curves  were  recorded.  Elixir  terpin  hydrate  and  co- 
deine were  given  for  her  cough  and  mustard  plasters 
were  applied  to  the  left  chest.  The  breast  were 


* Antemortem  and  Postmortem  Records  as  used  in  Weekly 
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snugly  bound  and  covered  with  cotton,  after  which 
ice  caps  were  applied.  Her  temperature  varied 
from  normal  to  100  and  she  gradually  felt  better. 
The  breasts  became  less  painful  and  the  cough  was 
only  mild,  with  rather  large  amounts  of  purulent 
sputum.  The  area  of  dullness  in  the  left  chest  re- 
mained unchanged.  Her  leucocyte  count  varied  from 
11,000  to  13,000  and  the  staff  forms  dropped  to 
2%.  She  was  discharged  from  the  hospital  after 
12  days  with  the  diagnosis  of  lung  tumor  or 
abscess. 

Interim  History:  After  leaving  the  hospital  she 

had  regained  her  usual  state  of  health  and  consid- 
ered herself  to  be  well  until  the  birth  of  her  second 
child  about  3 years  later.  During  her  pregnancy 
she  felt  as  well  as  usual,  but  on  two  occasions 
coughed  up  rather  large  amounts  of  blood.  Three 
weeks  before  she  was  delivered  she  contracted  a 
cold,  which  “hung  on.”  Her  second  child  was  born 
in  the  Methodist  Hospital  with  the  aid  of  low  for- 
ceps under  gas-ether  anesthesia.  A note  was  made 
by  the  anesthetist  that  “the  mother  seemed  to  de- 
velop much  mucus  in  throat.”  Following  delivery 
she  continued  to  cough  and  had  some  wheezy  rales 
in  her  chest,  but  her  temperature  remained  normal 
until  the  tenth  post-partum  day  when  it  rose  to  101. 
She  then  complained  of  a pain  in  the  left  chest, 
radiating  to  the  left  shoulder  and  under  the  arm. 
The  following  day  the  pain  required  opiates,  the 
leucocyte  count  was  22,000  with  72%  neutrophiles, 
and  there  was  dullness  and  bronchial  breathing  at 
the  left  base.  Her  condition  gradually  became  worse 
so  that  on  the  12th  day  her  temperature  was  104, 
the  pulse  136  and  the  repirations  30.  She  was 
coughing  up  large  amounts  of  sputum  streaked  with 
blood.  Sulphathiazole  was  given  to  combat  the  in- 
fection, the  pain  and  restlessness  were  controlled 
with  morphine,  and  she  was  placed  in  an  oxygen 
tent.  Physical  findings  rapidly  extended,  so  that 
the  entire  left  chest  was  dull  and  the  breathing  was 
bronchial.  Roentgenograms  of  the  chest  “showed 
marked  homogeneous  opacity  throughout  the  left 
lung  field,  with  displacement  of  the  heart  somewhat 
to  the  right,  findings  very  suggestive  of  accumula- 
tion of  intra-pleural  fluid.” 

Her  condition  remained  critical;  she  continued  to 
cough  up  large  amounts  of  purulent  blood  stained 
sputum  and  had  frequent  frank  hemoptyses.  The 
entire  left  chest  antei’iorly  remained  dull  to 
flat,  with  amphoric  breathing  in  the  imper  and 
middle  lung  fields;  posteriorly  it  was  flat,  with 
absent  tactile  and  vocal  fremitus  and  decreased 
breath  sounds.  Aspiration  at  the  left  base  was  con- 
sidered but  not  done,  since  an  ixncomplicated  effu- 
sion or  empyema  could  hardly  account  for  her  symp- 
toms. In  3 weeks  she  was  so  much  improved  that  it 
was  thought  safe  to  move  her  to  the  x-ray  depart- 
ment for  study.  Dr.  H.  B.  Hunt,  the  roentgenolo- 
gist, reported  that  the  lower  main  bronchus  was 
narrowed  and  that  there  was  extensive  bronchiec- 
tasis and  a cavity  about  3 cm.  in  diameter  in  the  left 
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lower  lobe  distal  to  the  partial  occlusion.  The  cavity 
was  adjacent  to  the  interlobar  surface,  just  beneath 
the  surface  of  the  lung  in  the  posterior  axillary 
line  beneath  the  sixth  interspace.  A slight  narrow- 
ing of  the  bronchus  to  the  upper  lobe  appeared  to 
be  developing  at  that  time,  producing  partial  atalec- 
tasis  in  the  upper  lobe.  No  metastases  were  seen  in 
the  thoracic  skeleton  or  in  the  right  lung.  It  was 
thought  that  she  had  a carcinoma  of  the  left 
bronchus,  beginning  in  the  lower  lobe  division,  with 
probably  some  encroachment  upon  the  upper  bron- 
chus, together  with  extensive  bronchiectasis  and 
abscess  formation  in  the  left  lower  lobe.  Broncho- 
scopic  examination  was  advised. 

She  was  taken  to  the  Mayo  Clinic  for  broncho- 
scopic  study  and  advice  as  to  the  possibility  of  surgi- 
cal treatment.  There  she  was  bronchoscoped  by  Dr. 
Moersch,  who  reported:  “I  found  a stricture  of  the 
left  main  bronchus  just  below  where  the  left  upper 
lobe  bronchus  comes  off.  I was  unable  to  see  any 
evidence  of  a tumor.  Tissue  removed  was  reported 
as  inflammatory.  Purulent  secretion  was  coming 
from  all  bronchi  on  the  left  side.  Sputum  negative 
for  tubercle  bacilli.”  He  suggested  as  a cause  for 
the  stricture  an  “old  burned-out  tuberculous  stric- 
ture.” “Lipiodol  studies  showed  very  extensive 
bronchiectasis  wilth  bronchiectatic  abscesses 
scattered  through  the  entire  lung.  Studies  for  fungi 
negative.  Dr.  Harrington  did  not  feel  that  surgery 
was  advisable,  but  that  postural  drainage  might  be 
tried  and  if  patient  got  over  the  acute  phase  of 
her  illness  a total  pneumonectomy  might  be  con- 
sidered. Transfusion  given.” 

Shortly  after  her  return  home  from  the  Mayo 
Clinic  she  was  re-admitted  to  the  hospital. 

Second  and  Pinal  Admission  (3  years  after  first 
admission):  She  now  complained  of  cough,  pain 

in  the  left  chest,  high  fever  and  marked  weight 
loss. 

Physical  examination  revealed  some  weight  loss. 
There  were  no  noteworthy  changes  of  the  eyes, 
ears  and  nose.  There  was  slight  post-pharyngeal 
injection.  There  were  no  abnormalities  of  the  neck. 
There  was  marked  relative  dullness  over  the  up- 
per three-fourths  of  the  left  lung  field.  There  was 
amphoric  loud  breathing  over  the  entire  left  chest, 
especially  marked  in  the  left  infraclavicular  area. 
There  was  marked  scaling  of  the  skin  of  the  feet. 
The  abdomen,  extremities,  and  reflexes  were 
normal.  The  blood  pressure  was  108  systolic  and 
64  diastolic. 

The  urine  contained  a faint  trace  of  albumin 
and  a rare  pus  cell  only.  The  Hgb.  was  now 
51%,  the  RBC  3,080,000,  the  WBC  14,800  with  87%» 
neut.,  including  13  staff  forms.  The  sputum  con- 
tained gram  positive  diplococci  and  a few  gram 
negative  and  gram  positive  bacilli,  but  no  tubercle 
bacilli.  Cultures  of  the  sputum  revealed  non-hemo- 
lytic  streptococci  and  staphylococcus  aureus.  Roent- 
genograms of  the  chest  revealed  increased  density 
of  the  left  side  with  no  normal  heart  shadow.  There 
was  also  some  increased  density  at  the  right  base. 
The  film  suggested  that  the  pathology  had  been 
present  for  some  time. 

The  temperature  was  100,  the  pulse  120  and  the 
respirations  32  on  admission. 

She  was  coughing  a great  deal  and  bringing  up 


an  abundance  of  thick  purulent  sputum.  She  felt 
quite  weak.  She  was  given  codeine  for  cough,  a 
high  caloric  diet  and  postural  drainage  was  in- 
stituted each  morning.  At  times  there  was  a small 
quantity  of  blood  in  the  sputum.  Postural  drainage 
secured  2 to  3 ounces  of  pus  each  morning.  She 
had  considerable  difficulty  in  breathing  and  pain  in 
the  chest  at  times.  About  2 weeks  after  admission 
bronchial  breathing  developed  over  the  right  lower 
chest.  There  was  also  dullness  to  percussion  in 
this  area  and  roentgenograms  revealed  consolida- 
tion of  the  right  lower  lobe.  There  was  increased 
density  throughout  the  entire  left  lung  field.  She 
rapidly  failed  after  these  signs  developed  and  died 
3 weeks  after  her  final  admission. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  R.  L.  Traynor* : I saw  this  young-  lady 
at  her  home  a few  days  before  she  was  first 
admitted  to  the  hospital.  I found  her  tem- 
perature to  be  103°  and  a leucocyte  count 
revealed  26,900  WBC  and  60%  polys.  In 
spite  of  her  illness  she  had  been  up  and  about 
a good  share  of  the  day  taking  care  of  her 
child  and  did  not  present  the  picture  of  a 
patient  with  pneumonia.  A provisional  diag- 
nosis of  lung  abscess  was  made  and  she  was 
sent  into  the  hospital  for  observation  and 
treatment. 

' 

Treatment  consisted  of  rest  in  bed, 
counter-irritation  over  the  left  chest,  salicy- 
lates and  codeine  for  the  pain,  and  neopron- 
tosil  grs  xv  four  times  a day.  Postural  drain- 
age was  tried  but  discontinued  because  of  its 
failure  to  increase  the  amount  of  sputum. 

Improvement  began  at  once.  Her  temper- 
ature reached  100  for  the  next  three  days 
and  thereafter  stayed  normal.  She  was  al- 
lowed to  return  home  on  the  tenth  day,  at 
which  time  she  was  symptom-free  except 
for  her  cough.  The  physical  findings  and 
roentgen  appearance  of  her  chest,  however, 
had  not  changed.  Under  a rest  regime  at 
home  she  continued  to  improve.  She  gained 
weight,  the  amount  of  sputum  decreased  and 
she  had  no  complaints  except  her  usual  “hack- 
ing cough.”  Since  roentgenograms  of  her 
chest  showed  a persistence  of  the  shadow  at 
the  left  hilus,  in  spite  of  the  general  improve- 
ment and  the  absence  of  fever  and  leucocy- 
tosis  we  seriously  considered  a diagnosis  of 
lung  tumor.  However,  serial  films  of  her 
chest  soon  began  to  show  improvement  and 
the  lesion  in  her  lung  resolved  almost  com- 
pletely. Consequently  we  returned  to  our 
original  diagnosis  of  lung  abscess  with  spon- 
taneous resolution  and  complete  healing. 

^Associate  Professor  of  Medicine,  The  Creighton  University 
School  of  Medicine. 
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I saw  this  woman  at  intervals  after  she 
left  the  hospital,  later  when  she  was  in  a 
second  hospital  following-  the  birth  of  her 
second  child,  and  again  after  her  return  from 
the  Mayo  Clinic,  and  before  her  final  admis- 
sion to  this  hospital. 

There  are  many  interesting  aspects  of  this 
case  history  which  merit  discussion,  but  I 
will  limit  my  remarks  to  two  points:  first, 
the  causal  relationship  of  chronic  sinusitis  to 
chronic  bronchitis  and  bronchiectasis ; sec- 
ond, the  importance  of  considering-  lung  tu- 
mors in  the  differential  diagnosis  of  lung 
disease. 

You  will  note  that  this  young  woman  gave 
a history  of  sinus  trouble  with  a chronic 
cough  and  frequent  attacks  of  acute  respira- 
tory infections.  When  we  first  examined 
her  we  made  a diagnosis  of  early  bronchiec- 
tasis, and  because  we  realized  the  importance 
of  preventing  its  further  development,  we 
recommended  the  radical  antrum  operation 
suggested  by  the  otolaryngologist.  The  pa- 
tient, however,  refused  to  submit  to  the  oper- 
ation. 

You  will  observe  that  in  both  of  the  acute 
episodes,  the  question  of  a lung  tumor  arose, 
only  to  be  ruled  out  later.  We  know  that 
lung  tumors  are  by  no  means  rare  but,  as  a 
matter  of  fact  are  quite  common,  yet  sta- 
tistics show  that  only  50%  of  lung  tumors 
are  diagnosed  clinically  and  of  these  the  vast 
majority  are  diagnosed  too  late  to  offer  any 
chance  of  cure  by  lobectomy.  If  this  situa- 
tion is  to  be  improved,  we  must  make  the 
general  practitioner  more  conscious  of  its 
prevalence  and  more  accustomed  to  suspect 
its  presence  in  any  atypical  lung  disease. 
Reiman(1),  in  the  fifth  edition  of  Cecil’s 
Medicine,  summarizes  the  situation  very  well 
in  the  following  words:  “The  possibility  of 
cancer  should  be  considered  in  all  cases  of 
lung  abscess,  bronchiectasis,  recurrent  or 
‘unresolved  pneumonia’,  empyema,  hemor- 
rhagic pleurisy,  and  suspected  tuberculosis. 
. . . The  diagnosis  should  be  made  in  90% 
of  the  cases  by  careful  consideration  of  the 
history,  roentgenograms,  physical  findings, 
bronchoscopy,  biopsy  of  lymph  nodes  or  tis- 
sue removed  through  the  bronchoscope  and 
the  study  of  the  cells  of  any  pleural  effusion 
present.”  One  should  not  be  misled  into 
ruling  out  a malignancy  because  of  chron- 
icity  of  the  symptoms.  Goldman(2)  reported 
a series  of  cases  of  carcinomas  of  the  lung 
in  January,  1942,  in  which  the  duration  of 


symptoms  before  a diagnosis  was  established 
averaged  90  months. 

To  return  to  the  case  history.  When,  dur- 
ing her  first  illness  the  area  of  increased 
density  at  the  left  hilus  persisted  long  after 
the  signs  and  symptoms  of  acute  infection 
had  subsided,  we  were  inclined  to  the  opinion 
that  this  shadow  was  caused  by  an  atalec- 
tasis  due  to  an  endo-bronchial  growth.  With 
this  in  mind  we  planned  a bronchoscopy,  but 
before  this  was  arranged  the  lesion  began 
to  resolve  and  finally  entirely  disappeared. 

The  acute  pulmonary  complication  follow- 
ing her  second  delivery  was  considered  to  be 
a lung  abscess  following  an  aspiration  pneu- 
monia, although  her  extreme  pain  and  the 
large  and  repeated  hemoptyses  inclined  us  to 
consider  a pulmonary  infarct  for  a time. 
When,  after  several  weeks,  the  roentgenolo- 
gist demonstrated  the  stricture  of  the  bron- 
chus proximal  to  one  of  the  cavities,  suggest- 
ing a diagnosis  of  bronchogenic  carcinoma, 
we  again  thought  we  might  be  dealing  with 
a new  growth.  For  that  reason  she  was  re- 
ferred for  a bronchoscopic  examination 
which  confirmed  the  diagnosis  of  a bronchial 
stricture  or  narrowing  but  failed  to  demon- 
strate a tumor.  Our  final  antemortem  diag- 
nosis was  bronchiectasis  and  abscess  of  the 
left  lung,  bronchial  narrowing  of  unknown 
origin  and  terminal  pneumonia  in  the  right 
lung. 

CLINICAL  DIAGNOSIS 
(From  the  Hospital  Record) 

Lung  abscesses,  left. 

Chronic  left  bronchiectasis. 

Lobar  pneumonia,  lower  lobe,  right  lung. 

DR.  TRAYNOR’S  DIAGNOSIS 

Bronchiectasis  and  abscess  of  left  lung. 

Bronchial  narrowing  of  unknown  origin, 
left. 

Terminal  pneumonia,  right. 

ANATOMICAL  DIAGNOSIS 

Chronic  diffuse  putrefactive  bronchiec- 
tasis with  chronic  abscesses  and  chronic 
pneumonia  of  the  lower  lobe,  left  lung. 

Obliterative  pleuritis,  left. 

Anomalous  branch  of  left  pulmonary  ar- 
tery compressing  the  left  bronchus. 

Acute  diffuse  lobar  pneumonia  with  acute 
abscesses,  lower  lobe  of  right  lung;  slight 
fibrinous  pleuritis  at  right  lung  base. 
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PATHOLOGICAL  DISCUSSION 

Dr.  Russum*  : On  external  examination  the 
body  was  moderately  well  nourished  in  spite  of 
the  prolonged  illness.  The  left  pleural  cavity 
was  completely  obliterated  by  firm  fibrous 
adhesions  and  there  were  a few  fine  adhe- 
sions at  the  right  lung  base.  The  lower 
trachea  and  bronchi  contained  considerable 
thick  mucopurulent  material.  Most  of  the 
lower  lobe  of  the  left  lung  was  replaced  by 
large  thick-walled  cavities  containing  muco- 
purulent material  and  separated  by  gray 
solid  zones  of  lung  tissue.  The  bronchial 
linings  were  red  and  covered  with  pus. 
Traced  out  into  the  lung  substance,  many  of 
the  bronchi  led  into  abscesses.  About  the 
tertiary  bifurcations  there  were  rather  ex- 
tensive gray  solidifications  of  the  interven- 
ing lung  substance.  The  left  bronchus  was 
narrowed  just  below  the  origin  of  the  branch 
to  the  upper  lobe.  Across  the  posterior  sur- 
face of  the  bronchus  at  this  level  ran  an  ano- 
malous branch  of  the  left  pulmonary  artery. 
(See  Fig.  1).  The  right  lung  was  rather 
voluminous,  was  solid  and  contained  many 
small  acute  abscesses  filled  with  yellow,  thick 


Fig.  1.  Roentgenogram  of  chest  demonstrating  narrowing  of 
left  bronchus.  (Courtesy  of  Dr.  H.  B.  Hunt,  Methodist  Hos- 
pital, Omaha,  Nebr.) 


pus.  The  upper  lobe  was  not  involved.  The 
bronchial  glands  were  large,  soft  and  gray. 

There  were  acute  fibrinous  pneumonia 
with  abscesses  in  the  right  lower  lobe,  and 
the  usual  parenchymatous  changes  of  the 

^Professor  of  Pathology  and  Bacteriology,  The  Creighton 
University  School  of  Medicine. 


kidneys  and  liver  resulting  from  infection 
and  fever. 

The  microscopic  examination  confirmed 
the  gross  diagnosis,  revealing  chronic  bron- 
chiectasis of  the  left  lung  with  abscesses. 


Fig.  2.  Left  lower  lobe  bronchus  seen  from  behind  revealing 
cylindrical  dilatation.  Bronchus  narrowed  opposite  anomalous 
branch  of  pulmonary  artery,  the  cut  ends  of  which  are  retracted 
to  either  side  of  the  bronchus.  “A”  indicates  the  cut  ends  of 
the  artery. 

Reconstruction  of  this  case  suggests  that 
this  young  woman  had  bronchiectasis  for 
years  before  her  final  illness.  Two  factors 
operate  to  produce  bronchiectasis:  (1)  in- 
fection weakening  the  bronchial  walls,  and 
(2)  mechanical  force.  In  this  patient  both 
influences  were  present.  Iler  sinuses  pro- 
vided the  chronic  infection  which  repeatedly 
extended  downward  by  aspiration  or  through 
the  lymphatics.  The  mechanical  element 
was  added  by  increased  pressure  within  the 
bronchi  and  by  traction  from  outside.  The 
increased  intrabronchial  pressure  operated 
for  years  and  resulted  from  (a)  violent 
coughing,  inspiring  air  into  bronchi  already 
distended  with  air  imprisoned  in  the  bronchi 
distal  to  the  zone  narrowed  by  the  anomalous 
vessel,  and  (b)  increased  disparity  between 
intrabronchial  and  intrapleural  pressure  re- 
sulting from  reduction  of  lung  volume  pro- 
duced by  atelectasis,  lung  abscesses  and 
pneumonia.  Such  lung  changes  made  it  im- 
possible for  the  lung  to  properly  expand, 
tended  to  increase  the  intrapleural  space  and 
increased  the  negative  intrapleural  pressure. 
The  positive  air  pressure  within  the  bronchi 
was  thereby  relatively  greater  and  the  walls, 
weakened  by  infection,  dilated.  The  traction 
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factor  was  due  to  the  obliterative  pleuritis 
which  glued  the  left  lung  to  the  chest  wall. 
With  each  inspiration  the  lung  was  forcibly 
pulled  outward  and  bronchi  were  distorted. 
The  adhesions  probably  dated  from  the  pneu- 
monia and  pleurisy  following  her  last  deliv- 
ery, so  this  traction  factor  only  operated  for 
a comparatively  short  time.  The  oblitera- 
tion of  the  pleural  cavity  in  some  measure 
offset  the  increased  negativity  of  the  intra- 
pleural pressure  resulting  from  decreased 
lung  volume  and  possibly  inhibited  the  prog- 
ress of  bronchial  dilatation. 

After  her  second  delivery  there  was  again 
an  extension  of  the  infection  from  bronchi 
to  lung  tissue,  with  resulting  abscess  forma- 
tion and  pleurisy.  Death  was  immediately 
due  to  superimposed  acute  right  lobar  pneu- 
monia with  acute  abscesses.  Bronchiectasis 
is  a progressive  disease  and  such  extensions 
of  the  infection  are  common.  Pregnancy, 
with  the  strain  of  delivery  and  anesthesia, 
spread  the  already  existing  infection  in  the 
lower  lobe  of  the  left  lung.  A pneumococcic 
pneumonia  developed  in  the  lower  lobe  of  the 
right  lung  and  death  followed. 

The  narrowing  of  the  lower  main  bron- 
chus visualized  by  Dr.  Hunt  in  the  Metho- 
dist Hospital  and  by  Dr.  Moersch  at  the  Mayo 
Clinic  was  apparently  due  to  compression  of 
the  left  bronchus  by  an  anomalous  branch 
of  the  left  pulmonary  artery.  Before  her 
first  admission  the  suggested  radical  treat- 
ment of  the  nasal  sinuses  might  have  pro- 
longed this  woman’s  life.  Later,  after  her 
second  acute  episode,  the  possibility  of  lobec- 
tomy was  considered  but  the  acute  process 

* 

USE  OF  PENICILLIN  HELPS  SAVE  MAN’S  EYE 

Penicillin  and  sulfadiazine  were  used  to  success- 
fully treat  man’s  eye  which  had  become  seriously 
infected  from  a perforating  wound  suffered  four 
days  before  he  came  under  medical  care,  Nell  White 
Sanders,  M.D.,  Baltimore,  reports  in  The  Journal  of 
the  American  Medical  Association  for  February 
17. 

“Small,  dirty  perforating  wounds  of  the  eye,” 
Dr.  Sanders  says,  “generally  have  rather  grave  con- 
sequences. This  case  is  reported  because  not  only 
was  it  a serious  type  of  injury  but  there  was  much 
delay  in  beginning  treatment.” 

The  patient  was  first  seen  in  the  dispensary  on 
July  9,  1944.  He  said  that  on  July  5,  while  at  work, 
he  was  struck  in  the  left  eye  with  a piece  of  bail- 
ing wire.  He  stated  that  the  eye  gave  him  no 
trouble  until  July  8,  when  it  became  painful  and 
inflamed.  He  did  not  report  for  treatment  until 


never  quieted  down  to  the  point  where  such 
an  operation  would  have  been  possible. 

Student:  What  is  the  outlook  for  a pa- 
tient with  untreated  bronchiectasis? 

Dr.  Russum:  Bradshaw^3*  and  others  in- 
vestigated this  question  at  the  Jefferson 
Medical  College  Hospital  in  171  patients  ad- 
mitted between  1925-1935.  There  were  59 
deaths  from  bronchiectasis  or  its  complica- 
tions. The  average  duration  of  life  from  on- 
set of  symptoms  in  patients  not  treated 
surgically  was  131/2  years.  Lobectomy  for 
unilobar  disease  in  skilled  hands  may  be  as 
low  as  5%. 

The  frequency  of  the  fatal  termination  of 
bronchiectasis  is  not  appreciated.  In  the  596 
autopsies  discussed  by  Jaffe(4)  in  Patholog- 
ical Conferences  held  at  the  Cook  County 
Hospital,  bronchiectasis  played  a prominent 
role  in  causing  death  in  10  patients.  In  our 
own  series  of  autopsies  in  adults  death  was 
due  to  bronchiectasis  or  its  complications  in 
only  two  instances,  although  the  condition 
was  present  in  four  others. 
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the  next  day,  A puncture  wound  of  the  cornea  was 
found.  The  presence  of  a hypopyon  made  it  im- 
possible to  ascertain  whether  or  not  the  iris  was 
damaged. 

Sulfadiazine  treatment  was  started  but  four  days 
after  admission  no  improvement  was  evident;  the 
hypopyon  was  becoming  larger  and  the  whole  in- 
flammatory process  was  extending.  “We  felt  that 
unless  something  was  done  to  arrest  the  process  it 
would  be  necessary  to  enucleate  the  eye,”  Dr.  San- 
ders says. 

Penicillin  treatment  then  was  started,  the  sulfa- 
diazine being  continued  for  four  days.  It  was  re- 
instituted ten  days-  later  when  the  penicillin  was 
discontinued.  One  month  and  four  days  after  ad- 
mission the  patient  was  discharged  and  when  last 
seen  ten  weeks  later  there  was  limited  vision  in  the 
eye  but  he  said  he  was  working  every  day  and  that 
the  eye  gave  him  no  trouble. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


Business  Meeting  of  House  of  Delegates 
and  Council,  Lincoln,  Nebraska,  Tuesday, 
May  8,  1945,  at  Hotel  Cornhusker.  Meet- 
ing called  to  order  at  9 a.  m. 


POYNTER  FOUNDATION  FELLOWSHIP 

IN  THE  MEDICAL  SCIENCES,  UNI- 
VERSITY OF  NEBRASKA  COL- 
LEGE OF  MEDICINE 

On  the  occasion  of  the  presentation  of  an 
oil  portrait  of  Dr.  C.  W.  M.  Poynter,  Dean 
of  the  College  of  Medicine  of  the  University 
of  Nebraska,  announcement  was  made  of  the 
establishment  of  the  C.  W.  M.  Poynter  Fel- 
lowship, under  sponsorship  of  the  Poynter 
Foundation,  in  the  Medical  Sciences  at  the 
College.  The  stipend  of  the  recipient  of  this 
fellowship  is  $1,200.00  for  a period  of  tenure 
of  ten  months,  during  which  time  he  will  be 
expected  to  devote  his  entire  time  to  research 
under  direction  of  any  of  the  preclinica'l  or 
preclinical  and  clinical  departments  of  the 
College. 

Applicants  should  have  concluded  at  least 
the  first  two  years  of  medicine  and  have 
demonstrated  exceptional  ability  and,  in  the 
opinion  of  the  Fellowship  Committee,  indi- 
cate aptitude  for  advanced  study  and  investi- 
gative work  in  the  medical  sciences. 

Should  he  so  desire,  the  recipient  may  be- 
come a candidate  for  an  advanced  degree  in 
the  medical  sciences  under  the  current  rules 
of  the  Graduate  College. 

Applications  for  the  next  academic  year 
are  invited.  They  should  be  sent  to  Dr.  A. 
Ross  McIntyre,  Chairman  of  the  Fellowship 
Committee,  or  the  Secretary  of  the  Founda- 
tion, Dr.  John  S.  Latta. 


SUPPORT  THE  CANCER  PROGRAM 

Recently  two  officers  of  the  American 
Cancer  Society  visited  our  state  and  dis- 
cussed in  detail  the  new  program  of  the 
Cancer  Society  with  representatives  of  the 
Nebraska  Division  of  the  Cancer  Society  and 
our  Cancer  Committee. 

As  a result  of  these  discussions,  we  are 
happy  to  announce  that  there  is  to  be  no 
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radical  departure  from  the  policy  of  former 
years  and  lay  education  under  the  direction 
of  the  State  Medical  Association  is  the  ma- 
jor activity. 

Therefore,  it  is  hoped  that  all  members  of 
the  State  Association  will  devote  some  time 
and  effort  toward  the  success  of  the  cam- 
paign in  their  community  this  year.  It 
deserves  our  fullest  support. 

JAMES  F.  KELLY,  M.D., 
Chairman,  Cancer  Committee, 
Nebr.  State  Medical  Assn. 


NEWS  and  VIEWS 


Under  the  auspices  of  the  C.  W.  M.  Poyn- 
ter  Foundation  of  the  College  of  Medicine, 
University  of  Nebraska,  an  oil  portrait  of 
Dr.  Poynter,  Dean  of  the  College  since  1929, 
has  been  completed.  Unveiling  and  formal 
presentation  of  the  portrait  to  the  Univer- 
sity was  made  in  the  Joslyn  Memorial  Con- 
cert Hall  on  Wednesday,  February  14,  at  8:00 
p.m.  At  this  time  announcement  was  made 
of  the  Poynter  Fellowship  in  the  Medical 
Sciences,  also  sponsored  by  the  Foundation. 
Following  the  presentation  there  was  an  in- 
formal reception  honoring  Dr.  and  Mrs. 
Poynter. 


HOSPITAL  NEWS 

The  Sisters  of  Saint  Francis,  who  conduct  St. 
Joseph  Hospital,  Alliance,  have  purchased  Fair- 
acres  Hospital,  Scottsbluff,  from  Mrs.  Andrew  P. 
Nelson,  who  established  the  institution  in  1933.  The 
Sisters,  whose  Motherhouse  is  in  Denver,  will  take 
charge  May  15th.  In  addition  to  St.  Joseph’s  hos- 
pital, the  Sisters  also  conduct  St.  Agnes  Academy, 
Alliance. 


Contributions  to  the  proposed  Children’s  Mem- 
orial Hospital,  Omaha,  have  reached  approximately 
the  $375,000  mark,  and  continue  to  come  as  the 
Board’s  appeal  for  funds  with  which  to  furnish  the 
institution  continues.  Plans  are  under  way  to  in- 
crease the  size  of  the  first  unit  to  accommodate  ap- 
proximately 95  patients,  rather  than  the  60  first 
planned. 


A proposed  bond  issue  of  $146,000  for  repair- 
ing and  enlarging  of  Dodge  County  Hospital,  Fre- 
mont, has  been  rejected  by  voters,  as  well  as  a 
proposal  to  sell  the  245-acre  poor  farm,  which  has 
been  housing  only  one  relief  client.  Although  the 
vote  favored  the  bonds,  5,313  to  3,987,  the  issue  was 
lost  because  it  failed  to  secure  the  necessary  60% 
of  all  ballots  cast. 


BLUE  CROSS  PAYS  $116,800  TO  NEBRASKA 

HOSPITALS,  GAINS  15,920  MEMBERS  IN 
1944— OFFICERS  AND  DIRECTORS 
ELECTED 

Exceptional  progress  in  the  growth  of  the  Asso- 
ciated Hospital  Service  of  Nebraska,  the  state’s  only 
Blue  Cross  Plan,  was  indicated  by  reports  at  the 
annual  meeting  of  the  organization,  January  22nd. 
A net  membership  increase  of  15,920  was  effected 
during  1944,  bringing  the  total  number  of  persons 
enjoying  Blue  Cross  coverage  on  December  31st 
to  40,126.  The  1944  enrollment  was  more  than 
double  that  of  1943.  Total  earned  receipts  amounted 
to  $202,195.93,  an  increase  of  $95,567.91  over  the 
preceding  year,  while  the  amount  paid  to  hospitals 
was  $116,800.92,  an  increase  of  $40,332.92  over  the 
preceding  12  months.  The  Association  provided 
23,100  days  of  care  to  3,103  members  in  1944,  as 
compared  with  15,571  days  of  care  in  1943. 

New  groups  enrolled  during  1944  totaled  267,  mak- 
ing a grand  total  of  1,058  groups  covered  by  Blue 
Cross  protection  at  the  year’s  end.  Thirty  Ne- 
braska hospitals  were  affiliated  with  the  organiza- 
tion on  December  31st. 

The  Association’s  financial  picture  enjoyed  a 
phenomenal  increase  during  1944,  the  year  seeing 
the  retirement  of  $9,806.00  in  surplus  notes,  repre- 
senting funds  advanced  by  Nebraska  hospitals  to 
provide  working  capital  in  the  early  history  of  the 
non-profit  hospitalization  plan.  At  the  end  of  the 
year,  the  Association  had  a cash  surplus  of  $45,- 
502.16,  including  $25,935  (cost  value)  of  United 
States  War  Bonds.  There  was  no  outstanding  in- 
debtedness other  than  current  operating  expenses. 

Chosen  at  the  annual  election  were  the  following 
officers  and  directors: 

President — Francis  J.  Bath,  Business  Manager, 
St.  Joseph  Hospital,  Omaha. 

Vice  President — Arthur  L.  Coad,  President,  Pack- 
ers National  Bank,  Omaha. 

Treasurer — Joseph  O.  Burger,  Attorney. 

Secretary — J.  H.  Pfeiffer. 

Executive  Board:  Francis  J.  Bath,  Dr.  J.  Jay  Kee- 
gan, Arthur  L.  Coad,  Lyle  V.  Barnes,  Joseph  O. 
Burger,  Frank  Heinisch,  Grant  Lamberton,  Harry 
A.  Jacobberger,  J.  H.  Pfeiffer. 


Twelve  new  members  hospitals  signed  “Blue 
Cross  Plan”  contracts  during  January,  increasing 
the  total  number  of  institutional  members  to  42. 
They  are: 

Aurora — Aurora  Hospital;  Broken  Bow — Broken 
Bow  Hospital,  General  Hospital;  Cambridge — Re- 
publican Valley;  Loup  City — Loup  City  Hospital; 
North  Platte — St.  Mary’s;  Ogallala — Ogallala  Hos- 
pital; Ord — Clinic  Hospital,  Ord  Hospital;  Oxford — 
Oxford  General;  Stratton — Stewart  Hospital;  York 
— Lutheran  Hospital. 

Thirteen  new  groups  of  workers  were  added  dur- 
ing January,  with  a net  total  membership  of  1,630, 
making  a total  Blue  Cross  membership  of  41,756 
on  February  1st.  January  payments  to  hospitals 
amounted  to  $12,890.59  for  care  rendered  329  pa- 
tients. Groups  covered  at  the  end  of  the  month 
numbered  1,067. 
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The  first  annual  meeting  of  the  Nebraska  Surgical 
Plan  was  held  January  24.  Dr.  E.  L.  MacQuiddy, 
Dr.  Edmond  M.  Walsh,  and  E.  K.  McDermott  were 
re-elected  as  Directors  and  they,  in  turn-re-elected 
for  a term  of  one  year  the  officers  who  had  been 
serving  temporarily  since  organization  of  the  Plan. 
Officers  for  the  ensuing  year  are: 

President — Dr.  Arthur  J.  Offerman;  Vice  Presi- 
dent, Dr.  J.  Jay  Keegan;  Secretary,  E.  K.  McDer- 
mott; Treasurer,  Arthur  L.  Coad. 

Membership  in  the  Plan  reached  the  thousand 
mark  in  January,  with  35  groups  represented. 


FROM  OFFICE  OF  SURGEON  GENERAL 

Despite  the  huge  concentration  of  men  brought 
together  from  all  parts  of  the  country  in  Army 
posts  and  the  combat  condition  under  which  great 
numbers  are  living,  there  is  apparently  no  more 
danger  in  the  Army  from  infantile  paralysis  than 
there  is  in  civilian  life. 

The  Office  of  the  Surgeon  General  reports  that  the 
number  of  cases  was  3.4  per  100,000  troops  in  this 
country  in  1943  and  4.0  in  1944.  The  case  fatality 
rate  was  12.1%  in  1943.  This  is  similar  to  the 
civilian  rate  for  similar  ages,  and  there  is  a fur- 
ther similarity  in  the  time  of  year  the  cases  oc- 
curred and  their  geographical  location. 

There  has  not  been  an  epidemic  of  infantile  par- 
alysis at  any  Army  post  during  this  war. 


REFRESHER  COURSES  FOR  MEDICAL  OFFI- 
CERS REASSIGNED  TO  PROFESSIONAL 
DUTY 

Army  medical  officers  who  have  been  occupied 
with  administrative  and  other  non-professional 
duties  and  who  are  to  be  assigned  professional 
duties  will  be  offered  the  opportunity  to  take  re- 
fresher professional  training  under  a new  program 
just  inaugurated  by  the  Army  Medical  Department. 

This  training,  which  will  be  voluntary,  will  be 
open  to  members  of  the  Medical  Corps  who,  because 
of  assignment  to  command,  administrative  or  semi- 
professional  positions  have  not  engaged  in  the  pro- 
fessional aspects  of  medical  service  during  the  past 
twelve  months  or  more.  Priority  will  be  given  those 
who  have  served  overseas. 

Requests  for  this  training  will  be  submitted 
through  channels  to  The  Surgeon  General  who  will 
make  assignments  to  the  general  and  regional  hos- 
pitals where  the  courses  will  be  given.  Officers 
selected  will  go  on  temporary  duty  for  a period 
of  not  more  than  12  weeks. 


WOMEN  MEDICAL  OFFICERS 

There  are  currently  74  women  medical  officers 
serving  in  the  Army,  according  to  the  Office  of  the 
Surgeon  General.  Of  this  number  four  are  majors, 
36  are  captains  and  34  are  first  lieutenants.  They 
have  been  certified  as  internists,  neuropsychiatrists, 
obstetricians,  gynecologists,  pathologists,  radiologists 
and  anesthetists,  and  the  Army  has  given  them  as- 
signments in  line  with  their  specialties  at  general, 
regional  and  station  hospitals  as  well  as  at  the  two 
WAC  training  centers.  Seventeen  of  these  women 
medical  officers  are  now  serving  overseas. 


American  troops  are  protected  against  the  use  of 
contaminated  water  and  food  in  the  event  of  expo- 
sure to  chemical  warfare  agents.  Two  kits  for 
this  purpose  have  been  standardized  by  the  Medical 
Department:  the  Kit,  Water  Testing,  Screening;  and 
the  Kit,  Food  Testing,  Screening.  The  latter,  which 
was  just  standardized  last  month,  can  be  used  to  de- 
tect chemical  warfare  agents  on  both  food  and  food 
packaging. 


Match  book  covers  are  being  used  by  the  newly 
formed  Health  Education  Unit,  Preventive  Medicine 
Service,  Office  of  the  Surgeon  General  as  one  means 
of  instructing  our  soldiers  about  louse  powder,  water 
purification,  and  the  prevention  of  trench  foot  and 
dysentery. 


CONVALESCENT  SERUM 
The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  brought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise 
of  ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever 6.00 

Mumps 6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 


STRAINS  OF  BACTERIA  VARY  IN  PENICILLIN 
SENSITIVITY 

Tests  on  various  strains  of  Staphylococcus  aureus 
and  meningococci  by  a method  for  assay  of  penicil- 
lin in  body  fluids,  such  as  the  blood,  have  shown  a 
considerable  variation  in  penicillin  sensitivity  of  the 
various  strains,  Jean  V.  Cooke,  M.D.,  St.  Louis,  re- 
ports in  The  Journal  of  the  American  Medical  As- 
sociation for  February  24.  This  may  explain  why 
the  new  drug  is  more  effective  in  treating  some 
patients  than  in  others  with  the  same  infection. 

In  the  tests  for  penicillin  sensitivity  of  Staphylo- 
coccus aureus,  30  strains  were  used,  2 of  them  stock 
strains  and  28  others  isolated  from  various  human 
sources.  There  was  a definite  variation  in  sensi- 
tivity of  the  various  strains.  “The  fact  that  some 
strains  of  Staphylococcus  aureus  are  inhibited  only 
by  a concentration  of  penicillin  five  to  ten  times 
as  great  as  required  for  other  strains,”  Dr.  Cooke 
says,  “may  be  related  to  the  lack  of  clinical  response 
to  penicillin  therapy  in  certain  infections  by  the 
more  resistant  strains.”  Striking  differences  also 
were  found  in  the  sensitivity  of  seven  strains  of 
meningococci  grown  from  the  spinal  fluid  of  infants 
and  children  with  acute  meningitis. 
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WOMAN'S  AUXILIARY 


President — Mrs.  Herbert  H.  Davis 

112  So.  Elmwood  Road,  Omaha,  Nebr. 

President-elect — Mrs.  Howard  Royer 

Grand  Island,  Nebr. 

First  Vice-President — Mrs.  D.  B.  Wengert 

Fremont,  Nebr. 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  W.  B.  Moody 

533  So.  53rd  St.,  Omaha,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 


Historian — Mrs.  Floyd  Rogers 

3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Underwood 
Ave.,  Omaha,  State  Chairman  for  the  Bulletin. 


At  the  Annual  Meeting  of  the  National 
Auxiliary  and  again  at  the  Fall  Board  Meet- 
ing, Dr.  Herman  L.  Kretschmer,  President 
of  the  American  Medical  Association,  urged 
the  Auxiliary  to  take  up  the  problem  of 
Juvenile  Delinquency  as  one  of  our  major 
projects.  In  accordance  with  his  wishes,  our 
National  Program  Chairman  and  National 
Public  Relations  Chairman  have  drawn  up 
the  following  program  which  has  just  been 
submitted.  It  comes  in  time  for  each  County 
Auxiliary  to  incorporate  part  or  parts  of 
these  suggestions  into  its  next  meeting. 
May  I urge  you  all  to  respond  to  Dr.  Kret- 
schmer’s plea  to  act  upon  this  very  serious 
and  nationwide  problem,  and  may  we  have 
reports  from  each  Auxiliary  on  how  this 
program  was  used  in  time  for  the  next  issue 
of  the  Journal. 

OLGA  METZ  DAVIS,  President. 


The  Woman’s  Auxiliary  to  the  Adams 
County  Medical  Society  held  its  February 
meeting  in  the  library  of  the  Mary  Lan- 
ning  Memorial  Hospital,  Hastings.  Mrs.  L. 
F.  Egen  was  elected  president,  Mrs.  C.  W. 
Guildner,  vice  president,  and  Mrs.  L.  W. 
Rork,  secretary-treasurer. 


Members  of  the  Woman’s  Auxiliary  to 
the  Omaha-Douglas  County  Medical  Society 
met  at  the  Athletic  Club,  Omaha,  for  one 
o’clock  luncheon  on  March  14.  A board 
meeting,  with  Mrs.  J.  J.  O’FIearn  presiding, 
was  held  prior  to  the  luncheon. 


JUVENILE  DELINQUENCY  PROGRAM 

To  understand  the  problem  of  juvenile  delinquen- 
cy, it  is  suggested  that  you  arrange  to  hold  the  fol- 
lowing meetings  in  your  community: 

I.  OBTAIN  THE  FACTS  REGARDING  DELIN- 
QUENCY BY  HAVING: 

a.  Talk  by  local  Juvenile  Court  Judge. 

b.  Talks  by  community  leaders  dealing  with 
delinquency  problems. 


II.  WHAT  ARE  THE  CAUSES  OF  JUVENILE 

DELINQUENCY  IN  YOUR  COMMUNITY? 

a.  Talks  by  local  social  welfare  workers. 

b.  Talks  by  community  leaders,  chamber  of 
commerce,  etc. 

III.  WHAT  CAN  BE  DONE  TO  REMEDY  THE 

CAUSES  OF  JUVENILE  DELINQUENCY? 

Education  of  Parents: 

a.  Talks  arranged  for  parents  by  local  li- 
brarian on  the  use  of  books.  Plan  exhibi- 
tion of  books. 

b.  Talks  of  heads  of  musical  groups,  music 
department  in  etc.  on  the  use  of  music. 

c.  Demonstration  on  the  use  of  handicraft  by 
local  art  galleries,  teachers  or  recreation 
workers. 

d.  Talks  by  recreation  leaders  or  athletic 
teachers  demonstrating  the  use  of  parties, 
games,  etc. 

e.  Sponsoring  teen-age  recreational  centers. 

f.  Enforcement  of  curfew. 

g.  Sponsor  juvenile  health  examinations. 

h.  Set  up  diagnostic  and  preventive  clinics 
staffed  by  specialists. 

IV.  WHAT  THE  COMMUNITY  CAN  DO  TO 

HELP  ELIMINATE  THE  CAUSES  OF  DE- 
LINQUENCY. 

a.  -Talks  by  local  ministers. 

b.  Talks  by  superintendents  or  principals  of 
schools. 

c.  Talks  by  representatives  of  the  Chamber 
of  Commerce. 

d.  Talks  by  local  doctors  on  the  prevention 
of  venereal  diseases. 

e.  Sponsor  parents  guidance  clinics. 

f.  Sponsor  childrens  guidance  clinics. 

g.  Establish  clubs  for  under-privileged  girls 
(with  emphasis  and  training  on  good 
grooming,  posture,  poise,  etc.). 

h.  Improve  housing  conditions. 

i.  Make  efforts  to  secure  efficient  law  en- 
forcement to  stamp  out  places  that  breed 
delinquent  behaviour. 

j.  Use  influence  to  secure  an  intelligent  po- 
lice force  sympathetic  to  the  problem. 

Program  Committee, 

Mrs.  Wm.  J.  Butler,  Chairman. 

Public  Relations  Committee, 

Mrs.  S.  Dale  Spotts,  Chairman. 
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MINUTES  OF  BOARD  OF  COUNCILORS 
February  4,  1945 

The  Annual  Mid-Winter  Meeting  of  the  Board 
of  Councilors  was  held  in  the  Lancaster  Room, 
Hotel  Cornhusker,  Lincoln,  Nebraska,  February  4, 
1945,  and  was  called  to  order  at  10:30  a.m.  by  Dr. 
Clayton  Andrews,  President  of  the  Council. 

The  following  members  were  present:  Drs.  War- 
ren Thompson,  Clayton  Andrews,  W.  E.  Shook,  G. 

E.  Peters,  C.  W.  Way,  A.  A.  Conrad,  M.  0.  Arnold, 
H.  S.  Andrews,  J.  B.  Redfield,  Geo.  W.  Pugsley, 
President  Floyd  Rogers,  President-Elect  Chas.  Mc- 
Martin,  and  Immediate  Past  President  A.  L.  Cooper. 

Also  present  at  the  meeting  were  Drs.  Rudolph 

F.  Decker,  R.  B.  Adams,  Earle  Johnson,  R.  W.  Fouts, 
H.  M.  Jahr,  J.  D.  McCarthy,  James  F.  Kelly,  P.  H. 
Bartholomew,  K.  S.  J.  Hohlen,  E.  T.  Manning,  F.  M. 
Conlin,  E.  W.  Rowe,  Geo.  W.  Covey,  C.  A.  Selby,  and 
Mr.  M.  C.  Smith,  Executive  Secretary. 

The  minutes  of  the  last  meeting  were  called  for 
by  the  President. 

A motion  was  made  by  Dr.  Warren  Thompson, 
seconded  by  Dr.  W.  E.  Shook,  that  inasmuch  as  the 
minutes  had  already  been  published  in  the  Journal 
that  we  dispense  with  their  reading.  Motion  carried. 

The  election  of  a President  of  the  Council  was 
the  first  order  of  business. 

Dr.  Clayton  Andrews  was  nominated  to  succeed 
himself,  and  a motion  was  made  by  Dr.  Warren 
Thompson,  seconded  by  Dr.  H.  S.  Andi’ews,  that 
the  Secretary  cast  the  unanimous  ballot  for  Dr. 
Clayton  Andrews  as  President  of  the  Council.  Mo- 
tion carried. 

The  election  of  Secretary  of  the  Council  was  the 
next  order  of  business. 

Dr.  C.  W.  Way  was  nominated  to  succeed  him- 
self, and  a motion  was  made  by  Dr.  J.  B.  Red- 
field,  seconded  by  Dr.  W.  E.  Shook,  that  the  Secre- 
tary cast  the  unanimous  ballot  for  Dr.  C.  W.  Way 
as  Secretary  of  the  Council.  Motion  carried. 

A report  from  the  Committee  on  Scientific  As- 
sembly was  called  for  by  the  President.  General 
discussion  relative  to  the  advisability  of  having 
an  Annual  Assembly  in  May,  1945,  ensued,  and  Drs. 
R.  W.  Fouts,  R.  B.  Adams,  A.  L.  Cooper,  and  Mr. 
M.  C.  Smith  explained  the  federal  ruling  recently 
issued  against  meetings  comprised  of  more  than 
50  attendance  and  related  the  experience  and  can- 
cellation of  meetings  of  the  A.M. A.,  and  other  state 
associations  and  groups.  Further  discussion  by  Drs. 
H.  M.  Jahr,  R.  W.  Fouts,  R.  B.  Adams,  H.  S.  An- 
drews, J.  B.  Redfield,  and  R.  F.  Decker  followed. 

A motion  was  made  by  Dr.  H.  S.  Andrews,  sec- 
onded by  Dr.  Geo.  W.  Pugsley,  that  we  have  only 
a business  meeting  in  May,  1945.  Motion  carried. 

The  report  of  the  Committee  on  Allied  Profes- 
sions was  called  for  by  the  President,  and  a letter 
from  Dr.  H.  H.  Davis,  Chairman  of  this  committee, 
was  read  by  the  Secretary.  It  stated  that  the  com- 
mittee seemed  to  have  had  no  duties  and,  there- 
fore, had  no  meeting. 

The  President  also  called  attention  of  the  Council 
to  the  letter  received  from  Dr.  J.  J.  Hompes,  Chair- 
man of  the  Committee  on  Prevention  and  Ameliora- 
tion of  Deafness,  which  stated  that  the  committee 
had  been  inactive  during  the  past  year. 

The  report  of  the  Committee  on  Journal  and  Pub- 


lication was  called  for  and  Dr.  H.  M.  Jahr  stated  he 
had  nothing  further  to  report  other  than  the  written 
report  sent  to  the  Council;  however,  he  would  like 
to  call  attention  to  the  fact  that  the  deadline  for 
editorial  copy  has  been  lowered  to  the  5th  of  the 
month  instead  of  the  15th.  This  change  has  been 
made  necessary  because  of  the  enlargement  of  the 
editorial  copy  and  the  publisher’s  shortage  of  help. 

A motion  was  made  by  Dr.  Warren  Thompson 
that  the  report  of  the  Committee  on  Journal  and 
Publication  be  accepted  and  published.  The  motion 
was  seconded  and  carried. 

The  President  called  for  the  report  of  the  Com- 
mittee on  Vascular  and  Cardiac  Diseases. 

Dr.  G.  E.  Peters  made  the  announcement  that  Dr. 
Lucien  Stark  was  unable  to  be  present,  but  that  he 
had  his  program  lined  up  for  one  edition  of  the 
Journal,  as  stated  in  his  written  report. 

A motion  was  made  by  Dr.  H.  S.  Andrews,  sec- 
onded by  Dr.  W.  E.  Shook,  that  the  report  of  the 
Committee  on  Vascular  and  Cardiac  Diseases  be 
accepted  and  published.  Motion  carried. 

The  report  of  the  Public  Health  Committee  was 
called  to  the  attention  of  the  Council. 

A motion  was  made  by  Dr.  H.  S.  Andrews,  sec- 
onded by  Dr.  G.  E.  Peters,  that  the  report  be  ac- 
cepted and  published.  Motion  carried. 

The  report  of  the  Committee  on  Tuberculosis  was 
called  for  by  the  President,  and  the  written  report 
submitted  to  the  Council  by  the  Chairman,  Dr.  John 
F.  Allen,  was  reviewed. 

Considerable  discussion  by  Drs.  H.  S.  Andrews, 
Warren  Thompson,  H.  M.  Jahr,  R.  B.  Adams,  R. 
W.  Fouts,  C.  W.  Way,  G.  E.  Peters,  A.  A.  Conrad, 
A.  L.  Cooper,  Floyd  Rogers,  J.  B.  Redfield,  fol- 
lowed and  it  was  the  concensus  of  opinion  that  the 
surveys  included  many  x-rays  which  were  done 
in  high  schools  and  that  the  indigent  fam- 
ilies, even  those  known  to  be  infected  with  tu- 
berculosis, were  not  studied  as  much  as  they 
should  be.  That  the  families  “on  the  wrong  side  of 
the  tracks”  should  be  studied  thoroughly  in  con- 
junction with  the  work  that  is  already  being  done; 
that  more  might  well  be  done  in  the  families  and 
contacts  of  known  tuberculosis  patients;  more  work 
should  be  done  with  foodhandlers  in  restaurants  and 
hotels;  and  also  that  this  disease  should  be  more 
generally  reported  to  State  Department  of  Health. 
The  suggestion  was  made,  too,  that  health  officers 
should  use  what  powers  they  have  in  a more  effi- 
cient manner  to  quarrantine  active  cases  of  tuber- 
culosis, and  if  there  is  not  enough  power  under  the 
law,  some  thought  should  be  given  to  putting  more 
teeth  in  the  law  in  order  to  control  tuberculosis 
cases. 

A motion  was  made  by  Dr.  H.  S.  Andrews,  sec- 
onded by  Dr.  Warren  Thompson,  that  the  Presi- 
dent of  the  Council  write  a letter  to  the  Tubercu- 
losis Committeee  giving  the  views  discussed  by  the 
Council  today  and  that  the  committee  make  a report 
on  it  next  year.  Motion  carried. 

A motion  was  made  by  Dr.  Warren  Thompson  that 
the  report  be  accepted  and  published.  The  motion 
was  seconded  and  carried. 

The  report  of  the  Cancer  Committee  was  read  by 
Dr.  James  F.  Kelly;  he  also  discussed  a newspaper 
article  in  one  of  the  recent  Omaha  papers  relative 
to  publicity  given  the  national  cancer  society. 
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General  discussion  followed,  but  the  President 
called  attention  of  the  Council  to  the  hour  set  for 
dinner  and  ruled  that  further  discussion  on  the 
subject  of  the  cancer  program  could  be  reopened 
after  recess. 

A motion  was  made  by  Dr.  H.  S.  Andrews,  sec- 
onded by  Dr.  Warren  Thompson,  that  the  report 
of  the  Cancer  Committee  be  accepted  and  pub- 
lished. The  motion  carried. 

A recess  was  called  by  the  President,  and  dinner 
followed. 

The  meeting  was  again  called  to  order  by  the 
President,  Dr.  Clayton  Andrews. 

Discussion  relative  to  the  cancer  program  was 
resumed  by  Drs.  James  F.  Kelly,  Floyd  Rogers, 
R.  W.  Fouts,  G.  E.  Peters  and  J.  D.  McCarthy. 
The  establishment  of  a Cancer  Society  in  Nebraska 
was  debated.  It  seemed  to  be  the  concensus  of 
opinion  that  the  present  Cancer  Committee  of  the 
Nebraska  State  Medical  Association  should  increase 
or  enlarge  its  activities  to  the  extent  necessary  to 
accomplish  the  purposes  thought  advisable  by  the 
committee. 

The  reports  of  the  Medical  Economics  Committee 
and  the  Health  Planning  Committee  were  called 
for  and  Dr.  Rowe  read  this  joint  report. 

A motion  was  made  by  Dr.  W.  E.  Shook,  second- 
ed by  Dr.  Warren  Thompson,  that  the  report  made 
by  Dr.  Rowe  be  accepted,  edited  by  Drs.  Rowe  and 
Jahr,  and  published.  Motion  carried. 

The  report  of  the  Convalescent  Serum  Committee 
was  reviewed,  and  a motion  was  made  by  Dr.  G.  E. 
Peters,  seconded  by  Dr.  A.  A.  Conrad,  that  the  re- 
port be  accepted  and  published.  Motion  carried. 

Dr.  R.  W.  Fouts  read  the  report  of  the  Medical- 
Legal  Advice  Committee. 

A motion  was  made  by  Dr.  H.  S.  Andrews,  sec- 
onded by  Dr.  A.  A.  Conrad,  that  the  report  of  the 
Medical-Legal  Advice  Committee  be  accepted  and 
placed  on  file.  Motion  carried. 

Dr.  Floyd  Rogers  read  the  report  of  the  Planning 
Committee,  and  also  gave  a brief  resume  of  the 
tabulation  of  the  recent  card-questionnaire  sent  out 
by  the  committee.  He  stated  the  personnel  of  the 
Planning  Committee  had  been  enlarged  and  two  new 
members  appointed;  namely,  Dr.  A.  J.  Offerman, 
Omaha,  and  Dr.  Don  Steenburg,  Aurora.  He  also 
stated  that  the  Board  of  Trustees  had  allowed  the 
committee  $300.00  travel  expense  and  that  it  was  the 
plan  for  the  committee  members  to  visit  the  head- 
quarters of  the  Michigan,  Iowa,  and  Colorado  plans 
in  order  to  get  some  first-hand  information  on  the 
subject  of  prepayment  medical  care.  Dr.  Offerman 
was  to  go  to  Michigan;  Dr.  Morris  Nielsen  to  Iowa, 
and  Dr.  A.  L.  Cooper  was  to  go  to  Denver  where 
the  Colorado  plan  is  in  operation. 

General  discussion  by  Drs.  Warren  Thompson,  R. 
F.  Decker,  H.  S.  Andrews,  H.  M.  Jahr,  and  R.  W. 
Fouts  followed.  The  Omaha-Surgical  Plan  and  its 
progress  was  discussed,  as  were  the  rules  governing 
groups  admitted  to  the  Blue  Cross  plan  and  the 
difficulties  encountered  by  groups  starting  medical 
care  plans.  It  was  pointed  out  that  the  Nebraska 
State  Medical  Association  did  not  want  to  go  into 
the  insurance  business,  but  that  because  of  pressure 
of  the  socially  minded,  and  the  failure  of  the  insur- 
ance companies  to  take  care  of  this  business  or 


foresee  the  necessity,  we  were  trying  to  work  out 
and  be  ready  with  a workable  plan. 

A motion  was  made  by  Dr.  J.  B.  Redfield,  sec- 
onded by  Dr.  Warren  Thompson,  that  the  report 
of  the  Planning  Committee  be  accepted  and  pub- 
lished. Motion  carried. 

The  Insurance  Committee  report  was  discussed, 
and  it  was  suggested  to  Dr.  Johnson  that  the  com- 
mittee check  relative  to  the  reduction  of  premiums 
for  future  years  due  to  the  fact  that  other  com- 
panies are  coming  into  the  state  with  lower  pre- 
miums and  also  due  to  the  fact  that  the  experience 
in  the  state  has  been  so  good  to  date. 

A motion  was  made  by  Dr.  G.  E.  Peters,  sec- 
onded by  Dr.  George  W.  Pugsley,  that  the  report  of 
the  Insurance  Committee  be  accepted  and  published. 
Motion  carried. 

The  report  of  the  Fracture  Committee  was 
brought  to  the  attention  of  the  Council,  and  a mo- 
tion was  made  by  Dr.  G.  E.  Peters,  seconded  by  Dr. 
W.  E.  Shook,  that  the  report  be  accepted  and  pub- 
lished. Motion  carried. 

Dr.  R.  B.  Adams  read  the  report  of  the  Secretary- 
Treasurer  and  called  attention  to  the  Audit. 

A motion  was  made  by  Dr.  W.  E.  Shook,  seconded 
by  Dr.  M.  O.  Arnold,  that  the  report  of  the  Secre- 
tary-Treasurer be  accepted  and  published.  Motion 
carried. 

Dr.  Geo.  W.  Covey  presented  the  report  of  the 
Board  of  Trustees. 

After  some  discussion,  a motion  was  made  by 
Dr.  Geo.  W.  Pugsley  that  the  report  be  approved 
with  the  exception  of  approving  the  additional 
money  for  the  1945  Annual  Assembly  in  view  of  the 
fact  that  no  general  assembly  is  to  be  held  in  1945. 
The  motion  was  seconded  by  Dr.  Warren  Thompson 
and  carried. 

Dr.  R.  F.  Decker,  Speaker  of  the  House  of  Dele- 
gates, was  asked  if  there  were  any  remarks  he 
cared  to  make,  and  Dr.  Decker  stated  he  had  no 
report  to  make  to  the  Council. 

The  report  of  the  Executive  Secretary  was  read 
by  Mr.  M.  C.  Smith. 

A motion  was  made  by  Dr.  G.  E.  Peters,  seconded 
by  Dr.  H.  S.  Andrews,  that  the  report  of  the  Execu- 
tive Secretary  be  accepted  and  published.  Motion 
carried. 

The  report  of  the  Delegate  to  the  A.M.A.  was  pre- 
sented by  Dr.  K.  S.  J.  Hohlen. 

Dr.  H.  S.  Andrews  asked  what  had  happened 
to  the  resolution  asking  for  a legislative  office 
in  Washington.  Dr.  Hohlen  stated  it  had  been  pre- 
sented along  with  others,  and  Mr.  M.  C.  Smith 
called  attention  to  the  fact  that  a Washington  office 
was  now  in  operation. 

A motion  was  made  by  Dr.  H.  S.  Andrews,  sec- 
onded by  Dr.  G.  E.  Peters,  that  the  report  of  the 
Delegates  to  the  A.M.A.  be  accepted  and  published. 
Motion  carried. 

Dr.  Chas.  McMartin,  President-Elect,  read  the 
committee  appointments  for  next  year. 

A motion  was  made  by  Dr.  J.  B.  Redfield  that  the 
committee  appointments  be  accepted  and  that  the 
selection  of  the  member  of  the  Medical  and  Public 
Health  Education  Committee  be  recommended  to  the 
House  of  Delegates.  The  motion  was  seconded 
by  Dr.  Warren  Thompson  and  carried. 
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Dr.  C.  W.  Way,  Secretary  of  the  Council,  read 
the  resolution  of  the  Johnson  County  Medical  So- 
ciety recommending  honorary  membership  for  Dr. 
Albert  P.  Fitzsimmons,  Tecumseh;  also,  the  recom- 
mendation of  the  Omaha-Douglas  County  Society 
that  Dr.  Paul  H.  Ellis,  Omaha,  be  elected  to  hon- 
orary membership;  and  a recommendation  from  the 
Pawnee  County  Medical  Society  that  Dr.  E.  L. 
McCrea,  Table  Rock,  be  elected  to  honorary  mem- 
bership. 

A motion  was  made  by  Dr.  M.  0.  Arnold  that 
we  accept  the  recommendations  of  the  Johnson 
County  Medical  Society,  the  Omaha-Douglas  Coun- 
ty Medical  Society,  and  the  Pawnee  County  Medical 
Society,  that  Dr.  Albert  P.  Fitzsimmons,  Dr.  Paul 
H.  Ellis,  and  Dr.  E.  L.  McCrea,  respectively,  be 
elected  to  honorary  membership,  and  recommend 
these  three  doctors  to  the  House  of  Delegates.  The 
motion  was  seconded  by  Dr.  W.  E.  Shook  and  car- 
ried. 

Mr.  M.  C.  Smith  called  attention  to  a bulletin 
issued  from  the  Washington  office  of  the  Council 
on  Medical  Service  and  Public  Relations  of  the 
A.M.A.  relative  to  proposed  federal  legislation. 

Mr.  M.  C.  Smith  read  a letter,  and  gave  a digest 
of  the  following  resolution  from  the  Illinois  State 
Medical  Society: 

“WHEREAS,  adequate  medical  care  is  recognized  as  one 
of  the  necessities  of  life  by  every  leading  nation,  and 

“WHEREAS,  over  one-third  of  the  practicing  physicians  of 
the  United  States  have  voluntarily  entered  the  Medical  Corps 
of  the  armed  forces  during  this  global  war  leaving  an  inade- 
quate supply  of  physicians  to  take  care  of  the  civilian  popula- 
tion, and 

“WHEREAS,  the  shortage  of  physicians  for  civilian  practice 
will  not  be  remedied  on  the  termination  of  the  war  because 
many  physicians  will  be  retained  in  the  Army,  Navy  and 
Public  Health  Service  for  some  time  thereafter,  and 

“WHEREAS,  many  of  the  physicians  who  now  remain  in 
practice  in  the  United  States  are  in  the  older  age  bracket  or 
possess  physical  handicaps  that  limit  their  professional  ac- 
tivities, and 

“WHEREAS,  the  annual  loss  by  death  or  forced  retirement 
from  practice  because  of  illness  among  the  older  age  group 
of  physicians  numbers  over  3,500,  and 

“WHEREAS,  there  are  in  the  United  States  over  6,655 
registered  hospitals  which  have  over  1,649,254  beds  and  77,134 
bassinets,  which  administered  medical  care  to  over  15,374,698 
people  during  the  year  1943,  and 

“WHEREAS,  many  of  those  hospitals  are  accredited  for  the 
training  of  interns  and  residents  and  require  annually,  in  ad- 
dition to  their  attending  medical  staffs  over  7,600  interns 
and  5,200  residents,  and  assistant  resident  physicians,  and 

“WHEREAS,  while  these  internships  and  residences  are  re- 
garded as  a part  of  the  young  physician’s  medical  education 
they  do  however,  constitute  in  these  positions  a very  essential 
and  irreplaceable  part  of  the  medical  staff  of  the  hospital 
since  they  render  invaluable  and  indispensable  service  in  the 
medical  care  for  the  civilian  population  twenty-four  hours  per 
day,  and 

“WHEREAS,  medical  schools  are  the  only  source  from  which 
to  supply  physicians  for  hospitals,  replacements  for  civilian 
practice  necessitated  through  war,  infirmities  or  death,  it  is 
also  to  be  noted  that  any  reduction  in  the  annual  number  of 
medical  graduates  available  would  greatly  cripple  the  care  of 
the  civilian  population  in  our  hospitals  as  well  as  decrease 
the  total  number  of  physicians  for  civilian  practice  to  the 
citizens  of  our  nation,  and 

“WHEREAS,  our  Selective  Service  System  in  April,  1944, 
abolished  all  future  deferments  of  pre-medical  and  medical 
students  not  enrolled  in  college  by  July  1,  1944,  and 

“WHEREAS,  the  limiting  of  enrollment  of  medical  students 
to  women  and  to  male  students  physically  disqualified  for 
military  service  (4-F)  will  not  furnish  the  required  annual 
quota  of  physicians  necessary  to  render  essential  medical  care 
to  the  civilian  population  of  this  nation,  and 

“WHEREAS,  the  present  policy  of  the  Army,  Navy  and 
Selective  Service  in  preventing  the  enrollment  of  a sufficient 
number  of  qualified  medical  students  to  provide  the  necessary 
annual  requirements  of  our  nation  will  inevitably  result  in 
an  over-all  shortage  of  qualified  physicians  with  imminent 
danger  to  the  health  and  well-being  of  our  citizens  ; 

“THEREFORE  BE  IT  RESOLVED,  That  it  is  the  opinion 
of  the  Council  of  the  Illinois  State  Medical  Society,  an  or- 
ganization representing  a membership  of  about  9,000  physicians, 


that  this  recent  ruling  of  the  Selective  Service  presents  a 
serious  situation  in  that  the  curtailment  of  medical  education 
will  drastically  effect  the  future  medical  care  of  the  citizens 
of  this  nation. 

“FURTHER  BE  IT  RESOLVED,  That  in  the  opinion  of  the 
Council  of  the  Illinois  State  Medical  Society,  provision  should 
be  made  in  our  Selective  Service  Act  whereby  there  will  be 
an  adequate  number  of  medical  students  deferred  annually  to 
meet  the  nation’s  required  quota  of  young  physicians. 

“FURTHER  BE  IT  RESOLVED,  That  the  Council  of  the 
Illinois  State  Medical  Society  approves  and  endorses  the 
“Miller  Bill"  (H.R.  5128)  which  is  now  before  Congress  and 
which  would  amend  Section  5 of  the  Selective  Training  and 
Service  Act  of  1940  thereby  making  provisions  for  defer- 
ment of  a stipulated  number  of  students  annually  to  study 
medicine  as  defined  in  said  amendment,  and 

“FURTHER  BE  IT  RESOLVED,  That  copies  of  this  Resolu- 
tion and  protests  in  reference  to  this  disregard  for  future 
medical  care,  be  addressed  to  Senator  Robert  R.  Reynolds, 
Chairman  of  the  Committee  on  Military  Affairs  of  the  Senate, 
and  Representative  Andrew  J.  May,  Chairman  of  the  Commit- 
tee on  Military  Affairs  of  the  House  of  Representatives  ; to 
Senator  Elbert  D.  Thomas,  Chairman  of  the  Senate  Commit- 
tee on  Education  and  Labor ; and  to  Representative  Graham 
A.  Barden,  Chairman  of  the  House  Committee  on  Education, 
requesting  their  cooperation  and  support  in  behalf  of  the 
“Miller  Bill”  (H.R.  5128). 

“FURTHER  BE  IT  RESOLVED,  That  the  Council  of  the 
Illinois  State  Medical  Society  urges  its  officers  and  members 
to  send  copies  of  this  Resolution  to  the  members  of  Congress 
from  Illinois  and  a letter  urging  their  support  in  the  enact- 
ment of  the  “Miller  Bill”  (H.R.  5128)  so  that  the  necessary 
minimum  number  of  physicians  may  be  available  to  meet  the 
future  medical  requirements  of  this  nation. 

“FURTHER  BE  IT  RESOLVED,  That  in  view  of  the  urgent 
need  of  physicians  that  copies  of  this  Resolution  be  sent  to 
all  the  County  Medical  Societies  in  the  State  of  Illinois,  brought 
to  the  attention  of  all  our  state  and  county  hospital  organiza- 
tions, the  medical  staff  of  every  hospital,  and  all  state  medical 
societies,  with  a letter  accompanying,  urging  each  to  write 
to  their  congressman  to  support  the  “Miller  Bill”  (H.R.  5128). 

“FURTHER  BE  IT  RESOLVED,  That  copies  of  this  Resolu- 
tion be  sent  to  all  people  interested  in  the  question  of  civilian 
medical  care,  also  all  state  and  county  newspapers  and  church 
organizations,  urging  each  to  give  this  question  publicity  and 
requesting  that  they  contact  their  congressmen  in  reference 
to  the  support  of  this  Bill.” 

A motion  was  made  by  Dr.  W.  E.  Shook,  seconded 
by  Dr.  G.  E.  Peters,  that  the  resolution  be  referred 
to  the  House  of  Delegates.  Motion  carried. 

Mr.  M.  C.  Smith  presented  some  material  received 
from  The  Nebraska  Society  for  Crippled  Children. 

A motion  was  made  by  Dr.  Warren  Thompson  that 
this  problem  be  assigned  to  the  M.  C.  H.  Committee. 
The  motion  was  seconded  by  Dr.  M.  0.  Arnold  and 
carried. 

The  F.  S.  A.  Committee  report  was  reviewed,  and 
a motion  was  made  by  Dr.  H.  S.  Andrews,  seconded 
by  Dr.  Warren  Thompson,  that  the  report  be  ac- 
cepted and  published.  Motion  carried. 

Dr.  C.  A.  Selby,  Director  of  the  State  Department 
of  Health,  was  invited  to  speak  before  the  Council. 
He  discussed  the  administration  of  L.B.  139,  stating 
that  the  department  recognized  the  responsibilities 
of  administering  the  law  and  that  they  are  trying  to 
live  up  to  them;  also  told  of  some  of  the  prob- 
lems confronting  them,  and  asked  for  the  aid  and 
continued  cooperation  of  the  doctors  over  the  state 
in  keeping  in  operation  this  model  medical  practice 
act.  Too,  he  gave  a short  review  of  the  legislation 
now  pending  which  affects  the  medical  profession. 

Questions  were  asked  relative  to  the  program  the 
Kellogg  Foundation  now  has  in  operation  in  the 
state.  Dr.  Selby  gave  its  history  and  present 
plan  of  operation. 

Discussion  by  Drs.  Clayton  Andrews,  C.  W.  Way, 
R.  W.  Fouts,  W.  E.  Shook,  C.  A.  Selby,  and  James 
F.  Kelly  followed. 

A motion  was  made  by  Dr.  G.  E.  Peters,  sec- 
onded by  Dr.  Geo.  W.  Pugsley,  that  we  reconsider 
the  action  of  the  Council  previously  taken  regard- 
ing the  report  of  the  Public  Health  Committee.  Mo- 
tion carried. 
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A motion  was  made  by  Dr.  H.  S.  Andrews  that 
we  accept  the  report  of  the  Public  Health  Com- 
mittee, and  that  we  recommend  that  all  health  pro- 
grams, either  teaching  or  similar  activities,  be 
handled  by,  under  the  direction  of,  and  supervised 
by,  the  State  Department  of  Health.  The  motion 
was  seconded  by  Dr.  G.  E.  Peters  and  carried. 

General  discussion  relative  to  the  pre-marital 
examination  under  the  new  law  followed. 

Col.  Bartholomew  was  asked  to  speak,  and  he  ex- 
pressed appreciation  of  the  cooperative  attitude  tak- 
en by  the  profession  in  the  state  relative  to  matters 
pertaining  to  Selective  Service. 

A motion  was  made  by  Dr.  W.  E.  Shook  to  ad- 
journ. Seconded  by  Dr.  C.  W.  Way  and  carried. 

C.  W.  WAY,  M.D., 

Secretary  of  Council. 


REPORT  OF  THE  MEDICAL  ECONOMICS 
COMMITTEE 

As  usual,  your  committee  is  making  an  an- 
nual report  on  its  activities.  It  has  been 
created  to  watch  specially  the  economic  and 
political  progress  in  medical  care  and  its  ad- 
ministration. The  Nebraska  Legislature  is 
now  in  session  and  at  this  writing  it  has 
about  concluded  its  organization.  In  the  re- 
cent sessions  we  have  been  fortunate  in  se- 
curing the  confidence  of  the  majority  of  the 
senators  and  we  have  enjoyed  a greater 
measure  of  respect  for  the  advances  in  Medi- 
cine and  the  unselfish  efforts  of  organized 
medicine  to  promote  the  health  and  welfare 
of  the  people  of  this  state. 

Through  the  past  sessions  of  the  Legisla- 
ture we  strove  for  the  revision  of  our  Medical 
Practice  Act  and  to  settle  if  possible  the  un- 
seemly strife  of  the  cults  to  crowd  them- 
selves into  the  field  of  medicine.  The  new 
Medical  Practice  Act  has  received  widespread 
attention  and  is  considered  to  be  a model 
act  for  the  regulation  of  sound  medical  prac- 
tice. We  hope  to  maintain  the  integrity  of 
these  laws  as  well  as  the  Basic  Science  Law, 
which  has  as  yet  never  been  seriously  chal- 
lenged. We  presume  the  usual  number  of 
bills  will  be  introduced  which  if  passed  would 
render  the  present  statutes  less  effective. 
We  would  be  much  surprised  if  some  group 
of  rebels  would  not  seek  special  privileges 
for  themselves.  Realizing  that  the  people 
have  a right  if  they  wish  to  seek  practition- 
ers in  the  narrower  fields  of  medical  care, 
there  have  been  compromises  in  setting  up 
special  boards.  By  legal  and  gentlemen’s 
agreement  we  hope  to  keep  these  divisions 
well  separated,  with  the  clearer  definitions 


of  the  practice  of  medicine  in  the  new  Medi- 
cal Practice  Act. 

There  is  a great  wealth  of  literature  on  the 
social  and  economic  aspects  of  medicine.  It 
springs  from  students  of  sociology  in  our 
universities,  from  departments  and  bureaus 
of  the  government,  from  current  magazines 
and  the  press.  Our  National  Physicians 
Committee  is  doing  a commendable  amount 
of  work  along  new  lines  of  investigation. 
The  American  Medical  Association  has  cre- 
ated a new  “Council  on  Medical  Service  and 
Public  Relations”  and  weekly  contacts  the 
constituent  medical  associations  in  all  the 
States.  Your  committee  strives  to  keep 
abreast  on  the  out-pourings  from  these  vari- 
ous sources.  The  upsurge  in  interest  by  all 
kinds  of  lay  organizations:  labor  unions, 
industry,  service  groups,  granges,  farm  co- 
operatives, colleges,  etc.,  reveals  the  interest 
in  health,  medical  care  and  hospitalization. 

To  narrow  the  issues  somewhat,  the  House 
of  Delegates  at  its  last  meeting  commis- 
sioned our  then  president-elect,  Dr.  Floyd 
Rogers,  to  make  a study  of  “Prepayment 
Plans  for  Medical  Care.”  This  we  presume 
applies  mainly  to  Nebraska.  Your  commit- 
tee is  pleased  to  learn  that  Dr.  Rogers  is 
hard  at  work  on  his  job  and  promises  to 
have  a report  and  a plan  to  present  at  our 
next  annual  meeting  in  May. 

Mr.  J.  R.  Jewell,  Director,  Division  of  Vo- 
cational Education,  has  completed  the  organ- 
ization of  his  department  under  the  Federal- 
State  Control,  and  has  appointed  a Medical 
Advisory  Committee  from  your  Economics 
Committee  and  also  employed  part  time 
a Medical  Administrative  Consultant  in  the 
person  of  Dr.  K.  S.  J.  Hohlen.  The  plans 
for  this  extension  of  the  rehabilitation  pro- 
gram were  set  forth  in  our  last  report,  pub- 
lished in  the  Nebraska  State  Medical  Journal, 
April,  1944. 

Plans  for  the  prepayment  of  hospital  care 
have  been  numerous  and  quite  well  received 
over  the  country.  There  has  been  a decided 
shift  from  municipal  hospitals  and  from  hos- 
pitals conducted  for  profit  to  the  general 
hospital  conducted  on  the  non-profit  plan. 
Better  economic  conditions,  the  effects  of 
war  on  the  ranks  of  physicians,  on  trained 
nurses  and  practical  nurses  as  well  as  the 
education  of  the  people  to  the  great  advant- 
age of  medical  investigation  and  medical 
care,  account  for  the  present  crowding  of  all 
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general  hospitals  in  the  larger  centers.  Most 
of  these  hospitals  are  operating  with  a skele- 
ton of  trained  personnel  pressed  on  all  sides 
for  help.  The  armed  forces  and  industry  are 
drawing  away  nurses  faster  than  they  can 
be  trained.  Waiting  lists  have  been  set  up 
for  admitting  patients ; even  for  emergencies 
it  is  often  hard  to  make  room. 

The  Blue  Cross  Hospital  Plan  has  been 
most  successful  in  presenting  an  attractive 
plan  for  prepayment  of  hospital  service.  Its 
members  now  number  more  than  12  million. 
It  appears  to  be  well  managed,  and  has  been 
given  the  green  light  in  Nebraska  as  long 
as  it  submits  to  ethical  conduct.  There  has 
arisen  a great  danger  in  the  plans  of  some 
companies  selling  hospital  care.  Even  the 
Blue  Cross  in  some  States  is  said  to  be  not 
guiltless.  The  danger  seems  to  lie,  in  all 
these  plans,  as  they  gain  momentum,  just  as 
the  newly  energized  American  Hospital  Asso- 
ciation has,  to  show  a desire  to  crowd  over 
into  the  medical  field  and  to  sell  the  services 
of  physicians.  This  is  a grave  threat  to 
medical  practice  and  a powerful  movement 
toward  State  Medicine.  The  encroachment 
seems  to  have  begun  in  the  fields  of  Path- 
ology, Anesthesiology,  Radiology,  Obstetrics 
and  Industrial  Surgery.  It  is  unfortunate 
that  in  all  cases  the  full  support  of  the 
profession  has  not  always  been  behind 
the  efforts  of  the  above  specialties  to  pre- 
serve their  freedom.  This  threat  to  private 
practice  has  arisen  also  from  hospitals  them- 
selves which  find  it  so  easy  to  employ  a 
physician  on  their  own  terms  and  sell  his 
professional  services  along  with  hospital 
care.  This  encroachment  of  hospitals  by 
those  who  sell  prepayment  plans  must  be 
strenuously  opposed. 

The  Wagner,  or  Social  Security  Act,  is  the 
law  of  the  land  and  so  far  has  not  been 
amended  and  for  weal  or  woe  its  administra- 
tion goes  on.  The  Wagner-Murray-Dingell 
Bill,  S.F.  1161,  has  been  before  Congress.  It 
amends  the  original  Wagner  Act  and  be- 
comes a measure  of  vast  portents  to  medical 
practice  and  progress.  It  seems  improbable 
that  it  can  be  passed  at  this  session  of 
Congress.  But  let  no  one  think  that  it  is 
a dead  measure.  The  two  great  political 
parties  before  election  placed  in  their  plat- 
forms pronouncements  on  socialized  medi- 
cine; both  parties  while  seeking  votes  as- 
sured the  people  that  they  would  obtain  for 
them  wider  benefits  of  modern  medical 


science.  They  attempted  to  allay  the  fear  of 
physicians  that  the  practice  of  medicine 
would  be  taken  over  by  the  Federal  Govern- 
ment and  the  States.  Let  it  never  be  forgot- 
ten that  statesmen  as  well  as  politicians  have 
used  the  banners  of  State  Medicine  to  seek 
their  selfish  ends  and  to  ride  into  power. 
Perhaps  out  of  this  revolution  will  appear  a 
less  sinister  form  of  practice.  But  our  ad- 
ministration leaders  have  at  times  in  other 
forms  of  social  change  acquiesced  with  the 
conservatives  and  then  quietly  pursued  the 
most  radical  objectives. 

From  many  sources  has  come  help  to  pre- 
vent the  ruin  of  the  American  system  of 
practice.  The  American  Bar  Association  has 
brushed  aside  the  various  brands  of  argu- 
ment and  presented  in  lengthy  report  the 
legalistic  attitude  toward  State  Medicine. 
The  report  was  released  by  a special  commit- 
tee early  in  1944.  The  following  summary 
has  been  taken  from  the  last  two  of  a 36- 
page  report. 

CONCLUSIONS 

The  American  Bar  Association  is  limited  to  an  ex- 
pression of  opinion  and  judgment  with  respect  to 
those  fields  which  relate  to  the  administration  of 
justice  and  which  directly  affect  the  safeguards 
and  protection  of  the  rights  and  liberties  of  the 
citizens  of  this  country.  Under  normal  circum- 
stances therefore,  it  is  not  the  function  of  this 
Association  to  attempt  to  influence  substantitive 
legislation  by  the  Congress  of  the  United  States. 
But  when  under  pretext  of  the  general  welfare 
legislation  is  proposed  in  Congress  which  either 
inadvertently  or  with  deliberate  subtlety  constitutes 
a direct  attack  on  the  rights  and  liberties  of  the 
citizens  of  this  country,  it  becomes  the  duty  of  this 
American  Bar  Association  actively  to  voice  its  ob- 
jectives, a summary  of  which  is  as  follows: 

1.  Local  self  government  must  be  preserved  in 
any  federal  system.  State  governments  directly  re- 
sponsible to  the  will  of  the  people  are  best  adapted 
to  exercise  such  supervisory  control  as  may  be  in- 
stituted over  the  health  and  medical  care  of  our 
citizens. 

2.  S 1161  seeks  to  invest  in  the  surgeon  general, 
who  is  not  an  elected  servant  of  the  people  and 
who  is  not  amenable  to  their  will,  the  power  arbi- 
trarily to  make  rules  and  regulations  having  the 
force  and  effect  of  law  which  directly  affect  every 
home. 

3.  The  measure  furnishes  the  instrumentality 
by  which  physicians  for  their  practice,  hospitals  for 
their  continued  existence  and  citizens  for  their 
health  and  that  of  their  families  can  be  made  to 
serve  the  purposes  of  a federal  agency. 

4.  The  bill  fails  to  safeguard  the  rights  of  pa- 
tients, citizens,  hospitals  or  doctors  with  respect 
to  disputes  arising  or  rights  denied  through  arbi- 
trary or  capricious  action  of  one  man. 

5.  The  bill  fails  to  provide  for  any  appeal  to  any 
court  from  action  of  the  surgeon  general. 
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6.  The  vicious  system  whereby  administrative 
officials  judge  without  court  and  review  the  actions 
of  their  subordinates  in  carrying  out  orders  issued 
to  them  is  extended  in  this  bill  to  a point  foreign 
to  our  system  of  government  and  is  incompatible 
with  adequate  protection  of  the  liberties  of  the 
people. 

The  Constitution  of  the  United  States  is  designed 
to  protect  the  citizens  of  this  republic  in  the  ex- 
ercises of  the  rights  of  free  men.  The  provisions 
of  that  instrument  can  be  rendered  impotent,  when 
our  citizens,  for  the  sake  of  an  apparent  immediate 
benefit,  surrender  to  their  government  such  direct 
control  over  their  lives  that  government,  by  impos- 
ing a constant  fear  upon  them  of  having  those 
benefits  withheld  or  withdrawn,  can  compel  from 
them  obedience  and  subservience  to  its  dictates. 

If  any  proof  is  needed  that  the  administra- 
tion is  driving  hard  toward  State  Medicine, 
let  us  direct  you  to  the  December  issue,  1944 
of  the  American  Public  Health  Association. 
Therein  you  will  find  in  a nutshell  the  pro- 
nouncement of  our  government  of  a plan 
which  is  called  the  “Medical  Care  in  a Na- 
tional Health  Program,”  an  official  state- 
ment of  the  American  Public  Health  Asso- 
ciation adopted  October  4,  1944.  We  have 
no  quarrel  with  the  statement  of  the  needs 
for  a national  movement  toward  better  medi- 
cal care.  The  objectives  are  well  stated. 
But  the  so-called  “Recommendations”  are 
different  matters.  They  clearly  reveal  the 
extreme  and  radical  views  of  a socialistic 
government.  Organized  medicine,  all  those 
who  actually  serve  the  people  and  give  daily 
the  medical  care,  were  shut  out  from  the  de- 
liberations of  the  American  Public  Health 
Association.  The  leaders  came  to  the  meet- 
ing with  prearranged  plans,  with  carefully 
selected  groups,  none  of  which  represented 
the  practice  of  medicine.  Time  will  not  per- 
mit the  inclusion  of  all  the  recommendations, 
brief  as  they  are.  I select  one  alone  to  il- 
lustrate : 

“Recommendation  III.  Organization  and  Admin- 
istration of  Service.  A single  responsible  agency  is 
a fundamental  requisite  to  effective  administration 
at  all  levels,  federal,  state  and  local.  The  public 
health  agencies,  federal,  state  and  local,  should 
carry  major  responsibilities  in  administering  the 
health  service  of  the  future.”  Financing  should  be 
on  a national  basis  through  social  insurance  supple- 
mented by  general  taxation.  “Because  of  its  record 
of  experience  and  accomplishments  in  this  field, 
the  U.  S.  Public  Health  Service  should  administer 
the  constructive  program  at  the  federal  level  in 
cooperation  with  federal  agencies  responsible  for 
health  services  and  for  construction.” 

Leading  articles  in  this  number  of  the 
Journal  of  Public  Health  are  written  by  men, 
not  in  the  practice  of  medicine,  but  in  Uni- 
versity, in  insurance  companies,  and  Public 


Health  offices.  All  of  them  follow  in  the  same 
strain,  but  a few  timidly  state  that  the 
United  States  Public  Health  services  might 
not  be  prepared  from  experience  to  func- 
tion in  the  actual  practice  of  medicine. 

Highly  as  we  respect  the  work  these  men 
and  their  organizations  are  doing,  we  see  the 
trend  of  the  present  administration  toward 
further  patterns  of  socialized  medicine  far 
beyond  the  limits  we  consider  safe  for  public 
welfare  and  the  good  of  the  medical  profes- 
sion. America  has  enjoyed  a good  brand  of 
medical  care,  better  than  any  nation  on  the 
earth.  The  people  want  to  continue  the  pri- 
vate physician  with  certain  public  paid  priv- 
ileges. They  want  to  continue  the  time  hon- 
ored confidential  relations  between  patient 
and  physicians.  They  do  not  want  State 
Medicine.  The  Public  Health  Departments 
are  preeminently  engaged  in  preventive 
medicine. 

Medical  care  is  being  distributed  through 
several  well  known  methods: 

1.  Public  Health  — mainly  preventive 
medicine. 

2.  Insurance  such  as  workmen’s  com- 
pensation and  voluntary  schemes. 

3.  Industrial  medicine. 

4.  Charitable  and  philanthropic  service. 

5.  Private  practice. 

This  clearly  shows  that  some  forms  of  so- 
cialized medicine  are  already  here.  The 
Public  Health  service  has  stood  first  in  rank 
in  influence  for  furthering  the  distribution 
of  the  benefits  of  modern  medicine.  Meas- 
ures such  as  quarantine,  sanitation,  statisti- 
cal studies,  drives  for  promoting  health  cru- 
sades and  health  education  are  largely  di- 
rected by  Public  Health  agencies  and  carried 
out  by  the  physician  in  the  field,  free  to  the 
public  and  without  payment  to  the  doctor. 
Only  when  these  various  modes  of  practice 
fail  to  keep  pace  with  progress  or  are  inade- 
quate to  function,  does  the  Public  Health  De- 
partment step  in,  as  in  the  movement  to 
control  venereal  disease,  tuberculosis,  etc. 

The  Nebraska  State  Medical  Association 
approves  expansion  of  the  Public  Health 
agencies  and  medical  service  plans,  consist- 
ent with.  American  Democracy,  the  use  of 
facilities  already  existent,  closer  cooperation 
with  the  various  agencies,  control  of  all  plans 
by  the  physicians  and  the  patient,  the  elim- 
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ination  of  any  third  party  who  profits  or 
controls  the  distribution  of  medical  care.  It 
proposes  to  keep  America  as  it  has  been  for 
many  years,  the  greatest  country  on  earth 
for  the  widest  distribution  of  scientific  care. 
It  decries  the  attempt  on  the  part  of  the  left 
wingers  in  the  administrative  offices  to  put 
over  on  the  various  government  health  agen- 
cies the  odium  of  State  Medicine,  which  they 
cannot  live  down  in  a life  time  and  which, 
if  persisted  in,  will  destroy  the  amicable  re- 
lations now  existing  between  the  medical 
profession  and  the  various  governmental 
Public  Health  agencies. 

For  another  year  a sub-committee,  Dr.  E. 
W.  Rowe,  Dr.  R.  S.  Wycoff  and  Mr.  M.  C. 
Smith,  has  continued  to  cooperate  with  the 
Nebraska  State  Planning  Committee  under 
the  leadership  of  the  Extension  Department 
of  the  College  of  Agriculture  of  the  Univer- 
sity of  Nebraska.  Mr.  H.  G.  Gould,  Assist- 
ant Director,  is  chairman.  Because  medical 
care  and  health  services  for  the  rural  people 
is  a problem  of  great  and  pressing  import- 
ance in  Nebraska,  the  Committee  represent- 
ing some  fifty  or  more  organizations  has 
made  a special  study  during  the  past  four 
years.  Your  representatives  have  sat  in 
on  advisory  capacity.  We  can  say  that  the 
study  is  in  conservative  hands.  Many  on  the 
committee  have  come  with  preconceived 
ideas  of  a rather  radical  kind,  only  to  fall  in 
with  more  helpful  and  saner  suggestions 
after  debate  in  the  committee  as  a whole. 

The  study  of  the  health  situation  in  Ne- 
braska revealed  the  existence  of  serious 
health  problems  in  rural  areas.  They  are  as 
follows : 

1.  The  economic  situation  due  to  drouth 
and  depression. 

2.  Lack  of  an  adequate  public  health  pro- 
gram. 

3.  Indifference  of  people  toward  health 
values. 

4.  The  trend  of  doctors  to  congregate  in 
populous  centers. 

5.  The  need  for  doctors,  dentists,  and 
nurses  in  the  armed  forces. 

The  committee  has  observed  experimental 
efforts  to  organize  better  medical  care,  as  in 
the  F.S.A.  program,  the  Sand  Hills  region 
Health  Association,  and  the  establishment 
of  County  Health  Units.  Time  is  not  suffi- 
cient to  speak  of  the  scope  of  the  entire  pro- 


gram of  the  Committee.  Suffice  it  to  say 
that  the  chief  business  of  the  Extension  De- 
partment is  educational.  Nebraska  has  made 
appreciable  progress  toward  the  solution  of 
many  of  our  health  problems.  There  is  a 
better  understanding  and  feeling  toward 
those  who  would  help  organize  for  better 
medical  care,  those  who  would  give  the  serv- 
ice and  those  who  would  receive  it.  Dr. 
Gould  in  his  report  states : 

“In  Nebraska  the  people  are  concerned  about  the 
trends,  especially  the  governmental  shift  toward 
socialized  medicine,  or  governmental  medicine.  The 
people  would  like  to  maintain  the  free  choice  of 
physician.  Physicians  desire  to  maintain  the  fee 
for  service.  Any  plan  adopted  must  not  destroy  the 
relationship  between  doctor  and  patient  that  has 
been  the  basis  for  satisfactory  medical  care,  and 
any  solution  provided  should  be  fair  to  both  those 
who  receive  the  service  and  those  who  render  it.” 

As  chairman  of  the  Economics  Committee 
I have  just  received  from  the  War  Man- 
power Commission  a sample  or  uniform,  or 
model  bill,  recommended  to  be  presented  to 
our  legislature  with  the  backing  of  the  Ne- 
braska State  Medical  Association.  This  bill 
is  entitled  “Temporary  Licensing  of  Physi- 
cians Act”  and  it  is  passed  on  to  us  by  the 
Council  on  Medical  Service  and  Public  Rela- 
tions of  the  A.M.A.  It  is  approved  by  (1) 
The  National  Procurement  and  Assignment 
Service;  (2)  Council  of  State  Agencies,  and 
the  Department  of  Justice.  This  should  be 
carefully  considered  and  should  not  be  pre- 
sented as  requested  unless  we  are  prepared 
to  lower  our  standards  of  Licensure  Laws. 

In  essence  the  proposition  as  presented 
would  authorize  any  State  Board  of  Medical 
Examiners  in  the  United  States  to  give  a 
temporary  license  to  an  honorably  dis- 
charged medical  officer  who  is  a graduate  of 
a medical  school,  who  has  been  duly  licensed 
in  some  other  State.  The  proposed  amend- 
ment to  our  Medical  Practice  Act  is  to  be- 
come effective  at  once  on  passage,  and  to  re- 
main in  effect  until  the  Governor  of  the 
State,  on  recommendation  of  its  respective 
board  of  licensure,  proclaims  this  amend- 
ment to  be  no  longer  necessary. 

Sentiment  for  the  returning  medical  offi- 
cer to  allow  him  to  settle  where  he  pleases 
without  examination  is  not  the  only  motive 
behind  the  bill,  as  becomes  apparent  when 
one  reads  it  carefully.  It  proposes  to  grant 
a license  to  not  only  medical  officers  who 
have  served  on  or  before  September,  1940, 
and  prior  to  the  end  of  the  war,  but  also 
all  medical  officers  in  the  Army,  Navy,  U.  S. 
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Public  Health  Service,  or  one  who  has  ren- 
dered medical  service  during  a period  1940 
to  1945  in  industry,  or  in  a civilian  capacity. 
This  license  may  be  issued  without  requiring 
that  he  pass  any  examination  (including  a 
basic  science  examination,  if  that  is  a condi- 
tion precedent  to  licensure)  that  otherwise 
he  would  be  required  to  pass. 

This  would  directly  lower  the  standards  of 
our  new  Medical  Practice  Act  and  allow  an 
unlimited  number  of  licenses  to  come  into 
the  State  without  any  reference  to  standards 
of  medical  schools,  without  a simple  test  in 
the  Basic  Sciences.  It  would  allow  any  of  the 
refugees  in  the  country  and  doctors  from 
many  countries  abroad,  to  obtain  a license 
without  the  exercise  of  our  Board  to  inquire 
into  the  status  of  the  foreign  school.  There 
are  at  present  in  this  country  thousands  of 
applicants  seeking  to  remain  here  who  can- 
not secure  licenses  because  of  their  lack  of 
proper  credentials.  Certain  states  having 
lower  standards  are  becoming  the  dumping 
ground  of  this  class.  California  is  opposing 
it  vigorously.  Are  we  patriotic  or  not  in 
refusing  to  join  in  this  to  lower,  even  tem- 
porarily, our  standards? 

SUMMARY 

The  Economics  Committee  in  making  its 
annual  contribution  to  the  Nebraska  State 
Medical  Association  calls  attention  to  its  ac- 
tivities in  the  study  of  a mass  of  literature 
now  flooding  the  country,  advising  changes 
in  methods  of  practice  and  its  administra- 
tion. This  advice  comes  from  those  legiti- 
mately interested  and  those  who  make  it 
their  hobby.  It  has  been  active  in  giving 
advice  to  numerous  organizations  which  are 
experimenting  on  various  plans  for  improv- 
ing medical  care.  It  also  continues  as  a 
liaison  body  between  the  Nebraska  Legisla- 
ture and  your  society. 

Attention  is  called  to  the  establishment  of 
a Council  on  Medical  Service  and  Public  Rela- 
tions, by  the  American  Medical  Association. 
The  Blue  Cross  plan  for  hospital  care  has 
been  encouraged.  As  it  extends  its  field  we 
hope  that  it  will  listen  to  counsel  from  the 
profession.  A surgical  plan  for  prepayment 
of  medical  care  has  been  actually  started  in 
Douglas  County. 

We  are  opposed  to  State  Medicine.  Aid  in 
meeting  the  tide  of  political  pressure  for  it 
comes  from  numerous  sources.  We  live  in  a 
Rural  State  with  farming  and  stock  raising 


the  principal  business  of  the  people.  Indus- 
tries are  going  but  are  concentrated  in  a 
few  places. 

The  people  of  Nebraska  do  not  want  State 
Medicine.  They  desire  to  retain  the  private 
practitioner,  the  close  relationship  between 
patient  and  physician  and,  most  of  all,  they 
do  not  want  bureaucratic  dictation. 

EDWARD  W.  ROWE,  M.D., 
Chairman. 


SECRETARY’S  REPORT 
Dr.  R.  B.  Adams 

The  year  1944  was  another  successful  year  for  the 
Nebraska  State  Medical  Association.  It  was  a busy 
year  also.  A number  of  important  activities  were 
continued  from  last  year  and  others  were  begun. 
The  Procurement  and  Assignment  work  tapered  off 
so  that  it  is  not  as  heavy  as  it  was  in  preceding 
years.  Other  committees;  namely,  the  Medical 
Economics  Committee^  the  Planning  Committee,  the 
Committee  on  Scientific  Assembly,  the  P.  S.  A. 
Committee,  the  Committee  on  Maternal  and  Child 
Health,  the  State  Health  Planning  Committee  and 
the  Cancer  Committee  did  their  usual  heavy  and 
excellent  work.  There  are  other  committees  which 
did  the  work  they  were  supposed  to  do;  others  that 
did  not  function  although  some  work  could  have 
been  done;  and  other'  committees  which  have  been 
set  up  but  as  yet  no  work  has  developed  for  them. 
These  committees  are  supposed  to  be  ready  when 
needed.  Details  of  the  committees’  work  are  to  be 
found  in  their  separate  reports. 

The  annual  meeting  held  in  Omaha  May  1,  2,  3, 
and  4,  1944,  had  the  usual  splendid  program  pre- 
pared, and  there  were  more  commercial  exhibitors 
than  ever  before.  Due  to  floods  and  war  condi- 
tions, several  of  our  guests  were  late  and  others 
were  unable  to  arrive.  One  Army  officer  got  to 
Omaha  in-  time  to  eat  his  dinner  and  start  back 
to  Washington.  The  attendance  was  below  normal. 
This  was  due  partly  to  the  weather  since  it  rained 
and  snowed  the  entire  time  of  the  meeting,  and 
also  partly  due  to  the  fact  that  one-third  of  our 
doctors  are  with  the  armed  forces. 

The  Council  met  in  January  for  its  Mid- Winter 
Meeting.  It  tried  a new  plan  of  having  the  com- 
mittee reports  sent  to  the  individual  members  two 
weeks  before  the  meeting.  This  worked  so  well  that 
it  was  adopted  as  a regular  procedure.  The  reports 
of  the  various  committees  were  all  fully  discussed 
and  those  of  the  M.  C.  H.  Committee,  the  recom- 
mendations of  the  North  Central  Conference,  and 
of  the  Radiological  Services,  were  referred  to  the 
House  of  Delegates  for  final  action. 

At  the  House  of  Delegates  meeting  in  May  sev- 
eral important  matters  were  brought  up  for  con- 
sideration: 

1.  The  recommendation  of  the  Council  regarding 
the  Federal  Emergency  Infant  Care  plan  was  first 
approved  and  then  at  a later  time  taken  up  again 
and  rescinded,  thus  leaving  the  Nebraska  State 
Medical  Association  as  having  taken  no  action  on 
this  matter. 
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2.  The  resolution  of  the  North  Central  Confer- 
ence, urging  that  an  office  of  Medical  Information 
be  set  up  in  Washington  under  the  Council  of 
Medical  Service  and  Public  Relations,  with  adequate 
funds,  was  approved  and  a copy  was  ordered  sent 
to  the  House  of  Delegates  of  the  A.  M.  A.  It  was 
also  recommended  that  the  Secretary  of  the  North 
Central  Conference  prepare  and  send  to  each  state 
belonging  to  the  conference  information  to  help 
form  a unified  policy  and  that  each  state  contribute 
$50.00  annually  for  this  work. 

3.  The  House  of  Delegates  also  created  a new 
office — that  of  Delegate  to  the  North  Central  Con- 
ference. Dr.  J.  D.  McCarthy  was  elected  delegate. 

4.  The  Blue  Cross  Plan  of  Hospital  Service  was 
also  discussed  and  it  was  finally  moved  that  the 
Blue  Cross  plan  be  adopted  with  the  provision  that 
all  hospitals  approved  by  the  local  county  medical 
societies  be  included. 

5.  The  resolution  to  urge  Congress  to  pass  the 
Dr.  A.  L.  Miller  bill  was  carried.  This  bill  would  put 
all  federal  agencies  doing  health  work  of  any  sort 
under  the  Public  Health  Service. 

6.  The  House  of  Delegates  also  instructed  the 
Planning  Committee  to  prepare  and  present  at 
the  next  meeting  a plan  for  prepayment  of  health 
insurance. 

7.  A resolution  of  consolation  over  the  death 
of  Peter  Gutoski  was  adopted. 

Since  the  handling  of  the  financial  affairs  of  the 
Student  Loan  Fund  has  been  placed  in  the  hands 
of  the  Board  of  Trustees  instead  of  a committee, 
and  since  Executive  Secretary  Smith  has  done  the 
work  for  the  committee,  the  loans  and  funds  of  the 
Student  Loan  Fund  are  in  much  better  shape.  De- 
tails will  be  found  in  Mr.  Smith’s  report. 

The  Auditor  shows  the  funds  of  the  association  to 
be  in  good  shape  and  that  all  funds  have  been  prop- 
erly handled.  At  first  glance  it  would  appear  that 
$786.63  had  been  spent  over  our  income,  but  $2,220.00 
was  invested  in  War  Bonds.  When  thus  taken  into 
consideration,  it  shows  the  Association  with  a bal- 
ance of  $1,436.37  in  its  favor. 


TREASURER’S  REPORT 
R.  B.  Adams,  M.D. 

AUDIT 

Lincoln,  Nebraska,  January  19,  1945. 
Nebraska  State  Medical  Association, 

Lincoln,  Nebraska. 

Gentlemen  : 

We  have  completed  our  examination  of  the  accounts  and 
records  of  the  Nebraska  State  Medical  Association  for  the  year 
1944,  and  submit  herewith  our  report.  Included  as  a part  of 
the  report  are  the  following  exhibits  and  schedules  : 

Exhibit  A:  Analysis  of  Fund  Balances — January  1,  1944  to 
December  31,  1944. 

Exhibit  B : Statement  of  Receipts  and  Disbursements — Year 

1944  Schedule  B-l,  Statement  of  Receipts  and  Disbursements 
Annual  Session — Year  1944.  Schedule  B-2,  Comparison  of  Gen- 
eral Expense  with  Budget. 

Exhibit  C : Statement  of  Investments — January  1,  1944  to 

December  31,  1944. 

Exhibit  D : Journal  Accounts  Receivable — December  31,  1944. 

EXHIBIT  A 

The  analysis  of  the  fund  balances  is  shown  in  Exhibit  A. 
During  the  year  there  was  an  increase  in  the  total  balance 
of  $1,382.46.  This  increase  was  the  result  of  net  additions 
in  investments  amounting  to  $2,169.09  less  an  excess  of  dis- 
bursements over  cash  receipts  of  $786.63.  The  total  balance 
on  December  31,  1944,  consisted  of  a cash  balance  in  the  Na- 
tional Bank  of  Commerce,  Lincoln,  Nebraska,  of  $2,931.27  and 
investments  of  $21,838.23. 


EXHIBIT  B 

The  decrease  in  the  Operating  fund  cash  balance  is  shown  \ 
more  clearly  and  in  more  detail  in  Exhibit  B.  In  this  state-  I 
ment  the  total  receipts  have  been  classified  as  to  General  re-  l 
ceipts  and  Journal  receipts.  Under  the  heading  of  General  I 
receipts  for  the  year  are  Dues  $12,945.00,  withdrawals  from 
the  United  Savings  and  Loan  account  $318.04,  payment  in  i 
liquidation  of  the  Zannie  X.  Marshall  investment  of  $244.17,  t 
interest  collected  of  $187.57,  and  receipts  from  the  Anuual  I 
Session  of  $2,098.50.  The  total  amount  of  receipts  under  this  i 
heading  was  $15,793.28.  The  receipts  for  the  Journal  for  the  i 
year,  1944,  amounted  to  $7,184.13  and  consisted  chiefly  of  re-  ■( 
ceipts  from  advertising  of  $7,054.98.  The  grand  total  of 
receipts  for  the  year  amounted  to  $22,977.41. 

The  disbursements  are  also  divided  into  the  classifications  of 
General  and  Journal  Expenses.  Under  the  heading  of  General  \. 
Expense  the  chief  items  were  salary  of  $7,220.00  and  disburse-  ] 
ments  in  connection  with  the  annual  session  of  $2,223.27. 
Total  disbursements  under  this  heading  amounted  to  $13,102.77.  j 
A comparison  of  these  expenses  with  the  budget  for  1944  is  ‘ 
shown  in  Schedule  B-2.  The  Journal  Expense  for  the  year  | 
amounted  to  $8,441.27.  During  the  year  additional  U.  S.  Sav-  j 
ings  Bonds,  Series  F,  were  purchased  at  a cost  of  $2,200.00.  j 
The  total  disbursements  for  the  year  amounted  to  $23,764.04, 
and  the  excess  of  disbursements  over  receipts  was  $786.63  j 
leaving  a cash  balance  on  December  31,  1944,  of  $2,931.27. 

All  receipts  of  income  for  the  year  were  traced  through  the  I 
books  and  into  the  bank  account.  Test  checks  were  made  on  j 
letters  of  transmittal  tracing  items  of  receipts  to  the  in- 
dividual members’  accounts  and  an  inspection  of  the  unused  • 
membership  cards  indicated  that  all  cards  issued  during  the  ] 
year  were  accounted  for  on  the  books  of  the  association.  Dur-  f 
ing  the  course  of  this  work  it  was  also  found  that  there  were 
during  the  year,  1944,  two  hundred  fifteen  military  mem- 
bers from  whom  no  dues  are  to  be  collected  until  their  re-  j 
turn  to  civilian  practice. 

All  cancelled  checks  for  the  year  were  inspected  and  com- 
pared with  the  amount  shown  in  the  check  records.  Paid  in- 
voices and  statements  were  examined  supporting  a large  num- 
ber of  the  disbursements.  Cash  balances  in  the  bank  were  ; 
confirmed  to  us  directly  by  the  depositories  and  reconciliations  | 
were  made  between  the.  balances  furnished  by  them  and  the 
balances  as  shown  on  the  books  of  the  association.  We  also  ! 
inspected  the  minutes  of  the  trustees’  meetings  during  the  year 
in  regard  to  authorization  of  salaries,  budgets  and  other  dis- 
bursements. Our  verification  of  the  investments  of  the  asso- 
ciation consisted  of  an  examination  of  the  securities  and  it  was  j 
found  that  all  interest  received  during  the  year,  1944,  was  prop-  j 
erly  accounted  for  on  the  books.  As  a result  of  our  examin-  I 
ation  it  is  our  opinion  that  all  cash  has  been  accounted  for 
properly. 

EXHIBIT  C 

An  analysis  of  the  investment  account  and  the  changes 
that  occurred  in  it  during  the  year  are  shown  in  Exhibit  C.  , 
The  cost  value  of  the  investments  at  the  beginning  of  the 
year  was  $19,669.14.  During  the  year  U.  S.  Savings  Bonds 
were  purchased  at  a cost  of  $2,220.00,  as  additions  to  the 
investment  account.  All  dividend  credits  were  added  to  the 
savings  and  loan  accounts,  the  total  amount  being  $101.15. 
The  increase  in  redemption  value  of  the  U.  S.  Savings  Bonds  i 
was  computed  and  added  to  the  carrying  value.  These  in- 
creases amounted  to  $165.98.  During  the  year  there  were  with- 
drawals on  Savings  and  Loan  Accounts  representing  pay-  i 

ments  in  liquidation  of  $318.04.  Recoveries  during  the  year 
amounted  to  $243.17.  The  total  value  of  the  securities  on 
December  31,  1944  was  $21,838.23. 

EXHIBIT  D 

Exhibit  D is  a list  of  the  Accounts  Receivable  on  December 
31,  1944.  Tn  examination  of  the  Accounts  Receivable  record 
indicated  that  these  accounts  are  all  being  paid  currently. 
Due  to  the  fact  that  the  association  operates  on  the  cash  basis  j 
the  accounts  are  not  taken  into  income  until  collected. 

During  the  year,  1942,  the  Student  Loan  Fund  was  turned 
over  to  the  Nebraska  State  Medical  Association  for  future 
management.  During  the  year,  1944,  $479.45  was  collected  on 
student  loans  as  payments  on  principal  and  interest.  The 
record  of  these  loans  indicates  that  there  are  balances  of 
$1,441.55  yet  to  be  collected  in  principal  and  accrued  interest. 
The  amounts  collected  on  these  notes  during  the  year  were 
deposited  in  the  Student  Loan  Fund  in  the  Omaha  National 
Bank,  Omaha,  Nebraska,  and  the  balance  in  this  account  of 
$2,656.70  was  confirmed  to  us  by  the  depository. 

Mr.  M.  C.  Smith,  executive  secretary  of  the  association, 
has  in  his  possession  a fund  of  $100.00  to  be  used  for  defraying 
traveling  expenses.  This  fund  is  replenished  periodically  by 
the  association  upon  presentation  of  expense  reports  and  has 
not  been  set  up  on  the  books  of  the  association  as  an  asset. 

In  addition  to  the  above  fund  of  $100.00  there  is  a fund  of 
$1,000.00  not  set  up  among  the  assets,  representing  money 
drawn  in  1942  to  defray  expenses  anticipated  at  that  time. 

To  date  none  of  this  fund  has  been  used  and  our  verification  of 
it  consisted  of  an  actual  count  of  the  cash  which  is  kept  in 
the  association’s  safety  deposit  box  at  the  National  Bank 
of  Commerce,  Lincoln,  Nebraska. 

Should  any  further  information  be  desired  regarding  any 
of  the  items  falling  within  the  scope  of  our  examination, 
we  shall  be  pleased  to  supply  it  upon  request. 

Respectfully, 

MARTIN  & COLE. 
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EXHIBIT  A— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 
January  1,  1944  to  December  31,  1944 


Total  Balance,  January  1,  1944 $23,387.04 

Represented  by  : 

Cash — National  Bank  of  Commerce $ 3,717.90 

Investments — Exhibit  C 19.669.14 


$23,387.04 

Add: 

Net  additions  in  Investments — - 

Exhibit  C $ 2,169.09 

Less  : Excess  of  Disbursements  over 

Receipts — Exhibit  B 786.63  1,382.46 

Total  Balance,  December  31,  1944 $24,769.50 

Represented  by  : 

Cash — National  Bank  of  Commerce $ 2,931.27 

Investments — Exhibit  C 21,838.23 


$24,769.50 

EXHIBIT  B— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year,  1944 

Cash  on  hand,  January  1,  1944 $ 3,717.90 

Receipts : 

General : 


Membership  dues  $12,945.00 

Withdrawals — United  Savings 
& Loan 

318.04 

Zannie  X.  Marshall  Liquida- 
tion 

244.17 

Interest  collected 

187.57 

Annual  Session  — See  Sched- 
ule B-l  

2,098.50 

15,793.28 

Journal  : 
Advertising 

7,054.98 

Cuts  - 

30.20 

Subscriptions 

95.00 

Copies  sold 

3.95 

7,184.13 

TOTAL  RECEIPTS  

$22,977.41 

Disbursements : 

General : 

Salaries  $ 

7,220.00 

Travel 

829.08 

Office  Expense: 
Rent 

618.64 

Telephone  and  telegraph  — 

220.02 

Printing 

181.55 

Postage 

326.00 

Mimeograph 

26.36 

Miscellaneous 

222.81 

Councilor  expense 

171.45 

Delegate  to  A.M.A 

251.71 

Committee  expense 

44.42 

Audit  expense 

65.00 

Medico- legal 

600.00 

Attorney  fees 

102.46 

Annual  Session — See  Sched- 
ule B-l 

2,223.27 

13,102.77 

Journal  : 

Salaries  $ 

1,440.00 

Commissions 

1,644.86 

Publication  expense 

4,385.26 

Envelopes  and  inserts  

259.89 

Press  Clipping  Service 

60.00 

Color 

237.00 

Engraving 

49.26 

Miscellaneous  

365.00 

8,441.27 

Purchase  of  United  States  Savings  Bonds, 

Series  F 2,220.00 

TOTAL  DISBURSEMENTS  $23,764.04 

EXCESS  OF  DISBURSEMENTS  OVER  RECEIPTS—  786.63 
CASH  ON  HAND,  DECEMBER  31,  1944 $ 2,931.27 

SCHEDULE  B-l — 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Annual  Session,  1944 

Receipts : 

Exhibit  space  $2,080.00 

Registration  fees  15.00 

Miscellaneous  3.50  2,098.50 


SCHEDULE  B-2 — 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 
Year,  1944 

Actual  Unexpended 


Budget 

Expense 

Balance 

Salaries  

$ 7,272.54 

$ 7,220.00 

$ 52.54 

Travel 

1,000.00 

829.08 

170.92 

Office  Expense: 
Rent 

625.00 

618.64 

6.36 

Mimeograph 

200.00 

26.36 

173.64 

Printing 

250.00 

181.55 

68.45 

Postage 

350.00 

326.00 

24.00 

Telephone  and  telegraph 

250.00 

220.02 

29.98 

Miscellaneous 

250.00 

222.81 

27.19 

Councilor  expense 

250.00 

171.45 

78.55 

Delegate  to  A.M.A.  

____  275.00 

251.71 

23.29 

Annual  session  

2,300.00 

2,223.27 

76.73 

Committtee  expense 

125.00 

44.42 

80.58 

Audit 

75.00 

65.00 

10.00 

Medico-legal  

800.00 

600.00 

200.00 

Attorneys  fees 

102.46 

102.46 

$14,125.00 

$13,102.77 

$ 1,022.23 

EXHIBIT  C— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
January  1,  1944  to  December  31,  1944 


Total  Balance,  January  1,  1944 $19,669.14 

Consisting  of : 

Wm.  H.  Harms  Loan  Peters  Trust  Com- 
pany 6%- --Face  Value  $1,000.00 $ 1.00 

Zannie  X.  Marshall  Ctf.  No.  577 — 6% 

Face  Value  $370 1.00 

Omaha  Loan  and  Building  Association—  1.582.52 
Nebraska  Central  Building  and  Loan 

Association  850.47 

Conservative  Savings  and  Loan  Associa- 
tion   1,374.79 

United  Savings  and  Loan  Association 1,431.15 

Standard  Savings  and  Loan  Association.  674.59 

U.  S.  Treasury  Bonds  2%% 400.00 

U.  S.  Treasury  Bonds  2%% 4,500.00 

U.  S.  Treasury  Bonds  3 % 500.00 

U.  S.  Treasury  Bonds  3 Vs% 150.00 

U.  S.  Savings  Bonds — Issue  Price — 

$6,457.25  ; Maturity  Value  $8,650.00 7,049.62 

U.  S.  Savings  Bonds,  Series  G 1,100.00 

Postal  Savings  Bond — Issue  Price  $50.00_  54.00 


$19,669.14 


Additions : 

Dividend  Credits  : 

Omaha  Loan  and  Build- 
ing Association  $ 

47.83 

Conservative  Savings 
and  Loan  Association 

27.63 

Nebraska  Central  Build- 
ing and  Loan  Assn._ 

25.69 

101.15 

Increment  in  Value — 

United  States  Sav- 
ings Bonds : 

Total  Increment, 

December  31,  1944_  758.35 

Total  Increment, 

December  31,  1943—  592,37  165.98 

Interest  Accrued — 

Postal  Savings  : 

Interest  Accrued, 

December  31.  1944 5.00 

Interest  Accrued, 

December  31,  1943 4.00  1.00 

Purchases  : 

United  States  Sav- 
ings Bonds, 

Series  F 2.220.00  2,488.13 

Reductions : 

Withdrawals  : 

United  Savings  and 

Loan  Association  318.04 

Recoveries  : 

Zannie  X.  Marshall 244.17 

Less  : Amount  Re- 
ceived in  Excess 

of  Carrying  Value 243.17  1.00  319.04 


Net  Additions  2,169.09 

Total  Balance,  December  31,  1944 $21,838.23 


Disbursements  : 

Banquet  400.30 

Golf  tournament  and  shoot- 65.31 

Reporting  178.47 

Luncheons  and  dinners 21.00 

Registration  expense  55.36 

Programs  and  printing  189.23 

Guest  speakers  649.81 

Miscellaneous  663.79  2,223.27 


EXCESS  OF  DISBURSEMENTS  OVER  RECEIPTS— $ 124.77* 
•^Negative  figure. 


EXHIBIT  C— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 


STATEMENT  OF  INVESTMENTS 
January  1,  .1944  to  December  31,  1944 

Consisting  of : 

Wm.  H.  Harms  Peters  Trust  Company  6% — 

Face  Value  $1,100.00  $ 1.00 

Omaha  Loan  and  Building  Association 1,630.35 

Nebraska  Central  Building  and  Loan  Association — 876.16 

Conservative  Savings  and  Loan  Association 1,402.42 

United  Savings  and  Loan  Association 1,113.11 
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Standard  Savings  and  Loan  Association 674.59 

U.  S.  Treasury  Bonds  2%% 400.00 

U.  S.  Treasury  Bonds  27/s% 4,500.00 

U.  S.  Treasury  Bonds  3% 500.00 

U.  S.  Treasury  Bonds  3 Vs%- 150.00 

U.  S.  Savings  Bonds — Issue  Price  $8,677.25  ; 

Maturity  Value  $11,650.00  9,435.60 

U.  S.  Savings  Bonds,  Series  G 1,100.00 

Postal  Savings  Bond,  Issue  Price  $50.00 55.00 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 
December  31,  1944 

Advertising  Space  : 

Cooperative  Medical  Advertising  Bureau : 


Mead  Johnson  and  Company $ 75.00 

John  Wyeth  26.67 

Winthrop  Chemical  Company 20.00 

Commercial  Solvents  40.00 

Seven  Up  27.60 

Parke  Davis  and  Company 20.00 

E.  R.  Squibb  and  Sons 23.00 

Schering  Corporation  30.80 

Camel  Cigarettes  20.40 

Julius  Schmidt  20.00 

Burroughs  Wellcome  and  Company 20.00 

The  Wander  Company 23.00 

Philip  Morris  20.40 

Eli  Lilly  40.00 

Hyland  Laboratories 23.00 

The  Blakiston  Co 15.00 

Physicians  Optical  Company 4.00 

Ralph  Sanitorium  7.00 

Laboratory  of  Clinical  Pathology 7.00 

Schieffelin  and  Company 15.00 

Colwell  Publishing  Company 8.16 

Physicians  Casualty  Company 7.00 

Cook  County  Graduate  School 7.00 

Robinson  Clinic  1 4.00 

Seiler  Surgical  Company- 4.00 

Smith-Dorsey  Company  22.00  530.03 

Continental  Company  12.00 

Physicians  and  Hospital  Supply 23.00 


$ 565.03 


REPORT  OF  EXECUTIVE  SECRETARY 
M.  C.  Smith 

The  past  year  of  operation  of  your  state  medical 
association  presents  a satisfactory  picture  from 
a financial  viewpoint.  It  should  always  be  remem- 
bered by  all  members  that  this  is  a non-profit  or- 
ganization and  as  such  is  not  operated  for  financial 
gain.  Frequently  a member  may  ask  where  his 
money  is  spent  and  what  benefits  he  receives  from 
it.  The  treasurer’s  report  accounts  for  all  expendi- 
tures and  this  report  is  published  in  the  journal 
where  all  may  see  it  and  take  notice  of  all  ex- 
penditures. If  the  member  reads  his  journal  care- 
fully and  in  addition  maintains  a close  contact  with 
his  county  society,  he  may  easily  familiarize  him- 
self with  the  benefits  of  his  organization  to  both 
himself  and  the  public. 

A short  comparison  of  some  of  tJie  figures  of  the 
operating  funds  for  the  year  is  both  interesting  and 
instructive.  In  1944  there  were  862  members  who 
paid  a total  of  $12,945.00  in  dues  to  the  Nebraska 
State  Medical  Association.  In  return,  the  associa- 
tion expended  a total  of  $23,764.04  during  the  year. 
If  this  were  considered  as  a business_and  figured 
on  the  basis  of  a direct  return  to  862  paid  member- 
ships, it  would  amount  to  approximately  $27.57  for 
each  paid  membership.  Viewed  purely  from  a busi- 
ness standpoint,  that  would  be  an  excellent  return. 

Considered  from  a different  angle,  the  records 
show  that  during  1944  the  association  spent  $2,223.27 
for  the  Annual  Assembly;  $8,441.27  went  into  the 
publication  of  the  Journal,  which  is  received  by 
every  member;  and  bonds  were  purchased  in  the 
amount  of  $2,220.00.  These  three  items  alone  total 
$12,884.54,  or  only  $60.46  less  than  the  amount  paid 


by  the  members  in  dues.  Viewed  again  from  a pure- 
ly business  standpoint,  it  is  a return  of  $14.95  for 
each  member  that  paid  $15.00  in  dues. 

It  is  impossible  to  list  and  enumerate  the  exact 
benefits  of  membership  for  each  individual.  It  is  the 
objective  of  the  officials  of  the  organization,  how- 
ever, to  give  each  member  the  maximum  amount  of 
benefit  for  his  membership.  It  is  only  through  the 
satisfaction  of  the  membership  that  your  association 
may  continue  to  serve  you. 

LEGISLATIVE 

The  58th  session  of  the  Nebraska  Unicameral 
Legislature  met  and  organized  on  January  2,  1945. 
We  were  happy  to  see  the  familiar  faces  of  many 
of  the  friends  of  medicine  back  in  their  usual  places, 
and  we  feel  sure  that  they  can  be  depended  upon 
to  do  everything  in  their  power  to  guard  the  best 
interests  of  the  people  of  the  state  in  matters  of 
medical  care.  We  had  thought  that  perhaps  we 
had  solved  the  problems  of  medicine  in  the  last 
session  of  the  legislature  in  the  passage  of  L.B.  139. 
This  bill  has  been  regarded  over  the  country  as  the 
ideal  medical  practice  act.  But  we  find  ourselves 
again  confronted  with  about  the  usual  proposed 
legislative  acts  from  groups  who  would  expand 
their  fields  of  activity  by  legislation,  rather  than  by 
qualification.  It  is  our  hope  that  these  biennial  at- 
tempts will  be  regarded  by  the  legislature  in  their 
true  light. 

STUDENT  LOAN  FUND 

Since  the  business  operation  of  the  Student  Loan 
Fund  has  been  placed  with  the  Board  of  Trustees, 
we  have  been  attempting  to  collect  the  notes  as 
rapidly  as  possible  and  secure  new  notes  in  in- 
stances where  the  Association  has  been  holding 
aging  paper.  We  reported  to  you  last  year  that  as 
of  December  31,  1942,  the  Student  Loan  Fund  had 
a cash  balance  of  $1,732.32.  Since  that  time  we 
have  collected  a number  of  the  notes  in  full  and 
back  interest  has  been  collected  on  others.  All 
of  the  old  notes  have  been  replaced  by  new  notes  and 
all  of  them  are  in  good  condition  at  the  present 
time.  One  of  the  borrowers  had  let  his  note  lapse, 
until  it  was  outlawed.  We  were  fortunate  to  get  a 
new  note  from  him  during  the  past  year,  and  al- 
though we  did  not  get  any  money  on  his  old  note, 
the  new  note  he  has  signed  is  collectible.  The  cash 
balance,  as  of  December  31,  1944,  is  $2,656.70.  We 
now  have  three  outstanding  notes  in  the  total 
amount  of  $1,393.62.  Current  interest  due  is  $47.93. 
This  gives  a total  valuation  to  the  Student  Loan 
Fund  of  $4,098.25.  The  fund  is  carried  in  cash, 
so  that  it  will  be  immediately  available  to  make 
any  loans  which  are  recommended  by  the  loan  com- 
mittee. 

THE  JOURNAL 

The  financial  condition  of  your  state  medical 
journal  is  exceptionally  good.  This  can  best  be 
shown  by  a comparison  of  advertising  income  figures 
for  the  past  three  years.  In  1942,  the  income  from 
advertising  amounted  to  $5,563.64.  In  1943,  this 
was  increased  to  $6,102.15.  In  1944,  this  was  again 
increased  and  we  closed  the  year  with  an  advertising 
income  of  $7,745.98.  The  prospects  for  1945  are 
even  brighter.  The  income  from  advertising  in  the 
January  1945  issue  amounted  to  $999.77  as  com- 
pared with  $537.14  for  the  corresponding  month 
last  year.  With  the  contracts  which  we  now  have, 
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indications  are  that  the  advertising  will  run  approxi- 
mately $12,000  for  the  year.  We  believe  that  there 
will  be  quite  a volume  of  business  added  yet  during 
the  year.  This  rather  phenomenal  increase  is  due 
partly  to  the  general  war  prosperity  and  partly  to 
the  regular  solicitation  and  contacts  which  your 
executive  secretary  has  been  able  to  make  at  na- 
tional meetings.  No  small  part  of  the  success  of 
the  journal  is  due  also  to  the  fine  cooperation  of  the 
doctors  over  the  state  who  have  made  it  a prac- 
tice to  let  the  advertisers  know,  either  by  letter  or 
by  talking  with  representatives,  that  the  advertis- 
ing which  appears  in  the  journal  is  appreciated  and 
is  read  regularly.  We  hope  that  this  type  of  co- 
operation will  continue.  It  is  not  expected  that  a 
great  profit  will  be  made  from  this  increased  busi- 
ness in  the  journal.  Rather  it  is  expected  that  the 
income  will  be  used  to  increase  the  value  of  the 
journal  to  each  and  every  member. 

THE  ANNUAL  ASSEMBLY 

The  income  from  technical  exhibits  at  the  1944 
Annual  Assembly  hit  an  all  time  high.  The  total 
collected  from  these  exhibits  amounted  to  $2,098.50. 
This  compares  with  $1,475.00  in  1941,  and  $1,850.00 
in  1942.  The  expense  for  the  1944  meeting  amounted 
to  $2,223.27,  or  a loss  for  the  meeting  of  $124.77. 
The  expense  for  this  meeting  showed  an  increase  of 
$823.37  over  the  expense  for  the  1942  meeting.  In 
other  words,  that  additional  amount  was  expended 
in  the  meeting  for  the  enjoyment  of  the  members. 
Perhaps  it  should  again  be  pointed  out  that  it  is 
not  a policy  to  make  a profit  on  the  meeing,  but 
rather  to  invest  as  much  of  the  income  as  possible 
in  a meeting  that  will  have  increased  benefits  for 
those  attending. 

MEMBERSHIP 

We  submit  herewith  the  usual  membership  tables, 
showing  the  state  of  membership  of  the  association: 
TABLE  NO.  1 


1944  Membership  Record : 

Members  deceased  12 

Non-members  deceased  14  26 

Members  moved  out  of  state , 12 

Non-members  moved  out  of  state 4 16 

Members  in  military  service 229 

Non-members  in  military  service 45  274 

Total  Loss  316 

New  physicians  in  state 18 

Net  Loss  298 

In  active  practice  1,152 

Retired,  but  eligible 53 

Members,  December  31,  1944 1,104 

Members,  December  31,  1943 1,110 

Net  Loss  6 


Table  No.  2 is  a distribution  under  the  various 
classifications  which  accounts  for  the  registration 
list  in  the  Bureau  of  Examining  Boards.  These 
figures  do  not  include  229  members  and  45  non- 
members in  military  service.  These  are  carried  on 
an  inactive  list  by  the  Bureau.  Also,  there  are  88 
non-members  from  out  of  state  licensees  who  are 
in  military  service,  but  whose  names  appear  on  the 


inactive  list. 

TABLE  NO.  2 

Registered  Nebraska  Physicians  : 

Members — in  active  practice 811 

Members — residing  out  of  state 26 

Members— honorary  26 

Non-members — in  active  practice 296 

Non-members — not  eligible  45 

Non-members — residing  out  of  state 320 

Non-members — residents  39 

Non -members — retired  - 27 

Total  1.590 


Table  No.  3 is  a classification  of  members  for 
the  past  year. 


1944  Members  : 

Active  practice  811 

Military  service  229 

Residing  out  of  state 26 

Deceased  12 

Honorary  26 

Total  1,104 


COMPONENT  SOCIETY  VISITATIONS 
AND  MEETINGS 

Due  to  continued  curtailment  of  travel  condi- 
tions and  a lack  of  meetings  during  the  past  year, 
your  executive  secretary  has  not  been  able  to  make 
as  many  official  visitations  as  desired.  This  has 
been  limited  to  eight  visits  during  the  year.  Eleven 
official  committee  meetings  have  been  attended  and 
eight  lay  groups  have  been  addressed  on  various 
subjects  pertaining  to  medical  economics. 

Your  executive  secretary  was  honored  with  an 
invitation  to  attend  the  Michigan  State  Medical  As- 
sociation as  a guest  speaker,  in  September,  and  ad- 
dressed that  group  on  the  new  Nebraska  Medical 
Practice  Act.  He  also  attended  the  Congress  on 
Medical  Education,  Secretaries  Conference,  and  the 
American  Medical  Association  meetings  in  Chicago, 
and  the  North  Central  Medical  Conference  in  St. 
Paul,  Minnesota. 

CORRESPONDENCE 

The  correspondence  records  show  that  a total  of 
7,974  pieces  of  mail  have  gone  through  the  office 
during  the  year.  There  were  4,017  pieces  of  incom- 
ing mail  and  3,957  pieces  of  outgoing  mail. 


REPORT  OF  THE  PLANNING  COMMITTEE 
Dr.  Floyd  L.  Rogers,  Chairman,  Lincoln 

Dr.  A.  I.  Cooper,  Scottsbluff 
Dr.  Morris  Nielsen,  Blair 

Dr.  A.  J.  Offerman,  Omaha 

Dr.  D.  B.  Steenburg,  Aurora 

The  1944  House  of  Delegates  instructed  this  com- 
mittee to  study  the  question  of  pre-payment  of 
medical  care  to  prepare  a state-wide  plan  for  the 
State  of  Nebraska  and  present  it  to  the  1945  meet- 
ing of  the  House  of  Delegates. 

The  Planning  Committee  has  largely  confined  its 
interest  to  this  particular  question.  We  have  col- 
lected a large  amount  of  information  in  regard  to 
this  subject.  This  information  includes  much  of  a 
rather  broad  sociable  nature  which  forms  the  basis 
for  all  plans.  We  also  have  information  in  regard 
to  many  states  and  local  plans  now  in  operation. 
This  material  has  been  gone  over  carefully  by  the 
several  members  of  the  committee.  In  addition 
to  this,  we  have  made  several  trips  through  the 
state  and  met  with  a number  of  the  District  and 
County  Societies.  We  have  done  this  partly  to 
interest  the  members,  to  give  them  information  in 
regard  to  the  problem,  principally,  however,  we 
have  tried  to  get  some  idea  of  the  feeling  of 
various  members  throughout  the  state.  We  regret 
that  we  have  not  been  able  to  meet  with  more  of 
the  societies,  but  time  and  the  difficulty  in  travel 
has  made  us  limit  this  particular  effort. 

One  of  our  members  attended  the  December 
meeting  of  the  North  Central  Medical  Conference 
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in  St.  Paul  where  this  question  was  discussed  in 
detail.  A considerable  contact  has  been  made  with 
those  who  are  interested  in  plans  in  various  other 
states,  especially  in  this  section. 

The  Committee  has  been  much  interested  in  the 
Nebraska  Surgical  Plan  which  has  been  developed 
in  Douglas  County.  We  have  the  feeling  that  the 
experience  gained  in  this  particular  effort  should 
be  of  great  help  in  developing  a state  plan.  In  ad- 
dition to  this,  the  committee  has  been  in  close 
contact  with  the  activities  of  the  Nebraska  Health 
Planning  Committee  which  is,  as  you  probably  know, 
a very  active  committee  composed  largely  of  lay- 
men and  representing  many  strong  state  groups. 
From  all  these  sources  we  could  give  a report  al- 
most without  end.  However,  only  a brief  summary 
of  our  impressions  at  this  time  will  be  included. 

We  have  the  feeling  that  in  general  the  public  is 
anxious  for  more  security  in  case  of  illness;  also, 
that  the  public  is  desirous  of  some  type  of  pre- 
payment plan  controlled  and  directed  largely  by 
the  medical  profession  rather  than  any  type  of  a 
strictly  Government  plan. 

While  this  general  feeling  and  desire  has  been 
growing  for  many  years,  it  has  been  brought  in  to 
a sharp  focus  during  the  past  few  years.  Plans 
for  pre-payment  of  medical  care  are  much  more 
adaptable  to  employed  groups  than  non-employed 
groups.  Because  of  this,  plans  started  in  industrial 
areas  have  not  been  successful  and  do  not  entirely 
seem  adaptable  to  agricultural  groups. 

In  general,  plans  now  in  operation  are  coming  to 
operate  on  a state  level.  The  plans  may  include 
any  or  all  of  three  types  of  service.  First,  surgical 
and  obstetrical;  second,  major  and  hospital  medical 
diseases;  and  third,  complete  medical  care.  The 
difficulty  and  risk  of  operation  increase  with  each 
plan  in  the  above  order. 

Plans  may  be  developed  either  on  an  indemnity 
or  service  basis.  The  service  plans  are  more  popu- 
lar with  those  who  are  social  minded,  but  again  are 
more  dificult  as  regards  operation  and  risk.  Most 
plans  operate  to  a degree  with  Blue  Cross  hospital- 
ization, the  Blue  Cross  acting  to  sell  and  popularize 
the  plan  only. 

Thus,  the  whole  subject  resolves  itself  into  a 
very  few  questions.  First,  do  we  want  such  a plan; 
second,  should  the  plan  be  on  an  indemnity  or  service 
basis;  third,  what  illnesses  should  be  covered;  fourth, 
who  is  going  to  operate  or  assist  in  operating  the 
plan.  It  is  too  early  to  say  what  the  committee’s 
suggestion  in  regard  to  the  answers  of  these  sev- 
eral questions  will  be.  However,  we  will  continue 
to  study  this  question  and  will  make  every  effort 
to  have  a plan  for  the  May  meeting. 

Respectfully  submitted, 

FLOYD  L.  ROGERS,  M.D.,  Chairman. 


REPORT  OF  COMMITTEE  ON  JOURNAL 
AND  PUBLICATIONS 
Dr.  J.  C.  Thompson,  Chairman,  Lincoln 

Dr.  W.  H.  Heine,  Fremont 

Dr.  F.  W.  Niehaus,  Omaha 

Dr.  H.  M.  Jahr,  Editor,  Omaha 
There  have  been  no  changes  of  any  note  in  the 
publication  of  the  Nebraska  State  Medical  Journal. 
The  editorial  policy  has  remained  the  same,  although 


a constant  effort  is  being  made  to  increase  editorial 
material  which  will  bring  information  to  the  readers 
on  what  is  going  on  in  the  fields  of  sociology  and 
economics  as  they  are  related  to  the  practice  of  l 
medicine. 

Earlier  in  the  war  the  Journal  was  threatened 
with  a shortage  of  scientific  articles  to  such  an  ex- 
tent that  some  of  the  material  published  had  to  be 
obtained  from  works  previously  published  in  other 
journals.  This  situation  has  corrected  itself  in  the 
past  year  in  that  we  have  been  able  to  obtain  original 
articles  from  various  sources,  the  most  important 
of  which  have  been  the  Annual  Sessions  of  the  Ne- 
braska State  Medical  Association,  and  the  annual 
sessions  of  the  Omaha  Mid- West  Clinical  Society. 

We  have  had  excellent  cooperation  from  the  office 
of  the  Association  and  the  publishers,  and  I wish 
to  take  this  occasion  to  express  personal  thanks  to 
all  who  have  helped  directly  and  indirectly. 

The  editor  has  attended  the  annual  meetings  of 
the  Conference  on  Medical  Service,  the  Council  on 
Medical  Education,  and  the  Annual  Sessions  of  the 
American  Medical  Association,  and  the  Secretaries 
and  Editors  meeting.  All  of  these  meetings  were 
held  in  Chicago,  and  an  account  of  these  delibera- 
tions was  recorded  in  our  Journal. 

Respectfully  submitted, 

HERMAN  M.  JAHR,  M.D.,  Editor. 


REPORT  OF  COMMITTEE  ON  TUBERCULOSIS 
Dr.  John  F.  Allen,  Chairman,  Omaha 

Dr.  L.  C.  Albertson,  Kearney 

Dr.  T.  C.  Moyer,  Lincoln 

Your  committee  has  been  inactive,  but  we  desire 
to  submit  the  following  observations  and  comments: 

1.  The  State  Health  Department,  with  a mobile 
x-ray  unit  under  the  direction  of  Doctor  L.  E.  Kling, 
of  the  United  States  Public  Health  Service,  has 
been  carrying  out  for  several  months  a program 
which  has  been  directed  towards: 

a.  X-raying  the  chests  of  all  employees  working 
in  war  plants. 

b.  Certain  state  operated  schools,  some  high 
schools  and  some  evening  clinics  for  the  general 
public.  This  part  of  the  program,  up  to  the  present 
time,  has  been  principally  conducted  in  Saunders 
and  Buffalo  Counties.  To  the  present  time  ap- 
proximately nine  thousand  individuals  have  been 
x-rayed.  This  part  of  the  program  is  being  con- 
ducted under  sponsorship  and  with  the  cooperation 
of  local  medical  societies.  In  approximately  two 
per  cent,  the  taking  of  14x17  films  has  been  recom- 
mended. In  the  war  plants  these  films  are  taken 
by  the  plant.  In  the  case  of  the  schools  or  general 
public,  the  14x17  films  deemed  necessary  have  been 
taken  by  private  physicians.  The  cases  discovered 
in  which  treatment  is  necessary  or  indicated  have 
been  about  two  to  four  per  thousand.  The  Ne- 
braska Tuberculosis  Association,  by  the  use  of  local 
Seal  Sale  money,  has  furnished  literature,  letters,  en- 
velopes, postage,  clerical  help,  and  provided  educa- 
tional films  in  connection  with  the  program  as 
conducted  by  the  State  Department  of  Health, 

2.  The  State  Hospital  for  Tuberculosis  at  Kear- 
ney, continues  to  operate  and  function  medicallly 
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in  the  modern  treatment  of  tuberculosis.  A short- 
age of  medical  and  nursing  personnel  exists  and 
has  a limiting  effect  upon  its  capacity. 

3.  The  Tuberculosis  Department  of  the  Doug- 
las County  Hospital,  has  reduced  its  number  of  pa- 
tients to  forty  or  less  and  does  not  accept  a patient 
until  said  patient  has  first  made  application  to  be 
admitted  to  the  State  Hospital  and  been  declined 
admission  there,  because  of  the  State  Hospital’s  in- 
ability to  accommodate  him. 

Respectfully  submitted, 

JOHN  F.  ALLEN,  M.D.,  Chairman. 


REPORT  OF  THE  CANCER  COMMITTEE 
Dr.  James  F.  Kelly,  Chairman,  Omaha 
Dr.  J.  M.  Willis,  McCook 

Dr.  N.  H.  Rasmussen,  Scottsbluff 

During  the  past  year,  some  important  things 
have  happened  which  should  be  called  to  the  atten- 
tion of  the  entire  membership  of  the  Nebraska  State 
Medical  Association.  That  the  Nebraska  State 
Medical  Association  has  been  cancer  conscious  for 
many  years  is  evidenced  by  the  fact  that  they  have 
had  a standing  committee  on  cancer  for  the  past 
ten  years;  that  each  year  during  this  time,  the 
program  committee  of  our  annual  meeting  has  made 
provision  for  a presentation  of  one  or  more  phases 
of  the  care  of  the  cancer  patient;  and  our  Journal 
has  presented  in  its  columns  reports  on  the  prin- 
cipal advances  which  have  been  made  in  the  cancer 
field. 

During  this  same  period,  the  development  of 
tumor  clinics  in  our  hospitals  show  that  Nebraska 
has,  at  the  present  time,  six  recognized  tumor  clin- 
ics. To  illustrate  how  this  advance  in  the  care 
of  the  cancer  patient  in  Nebraska  compares  with 
our  neighboring  states,  we  call  your  attention  to  the 
fact  that  Iowa  has  three;  Kansas  has  two;  Mon- 
tana has  one;  Colorado  has  three;  Missouri  has 
eight;  South  Dakota  has  none;  Oklahoma  has  two; 
Wisconsin  has  four;  Minnesota  has  two;  North  Da- 
kota has  four;  Indiana  has  four,  only  two  of  which 
are  fully  approved;  etc. 

Three  of  the  large  eastern  states,  Massachusetts, 
New  York,  and  Pennsylvania,  have  approved  cancer 
hospitals;  one  state  in  the  South,  Georgia;  and  one 
state  in  the  Middle  West,  Missouri,  likewise  have 
approved  cancer  hospitals.  Thus  only  five  states 
in  the  Union  have  approved  cancer  hospitals,  while 
our  state  is  second  only  to  Missouri  in  the  Missouri 
Valley  in  providing  for  special  care  of  the  cancer 
patients  in  our  general  hospitals. 

With  such  evidence  of  progress  in  our  state  for 
the  care  of  the  cancer  patient  who  has  the  means 
to  pay,  we  also  have  provision  for  the  care  of  any 
indigent  patient  with  cancer  in  our  University  Hos- 
pital upon  the  application  of  the  attending  physi- 
cian, and  the  proper  county  authority  for  admission 
to  the  University  Hospital. 

From  the  above  date,  it  is  evident  that  Nebraska 
is  prepared  to  take  care  of  any  of  its  people  who 
may  develop  cancer,  providing  he  seeks  medical 
aid.  And  furthermore,  it  should  be  evident  that  we 
are  probably  better  prepared  for  this  task  than 
the  great  majority  of  neighboring  states,  and  com- 
pare with  advantage  with  other  states  in  this  nation 


of  like  population.  Attention  of  the  membership 
of  our  association  is  directed  to  these  facts  lest 
some  form  of  propaganda  to  the  effect  that  the 
cancer  patient  has  been  neglected  in  our  state,  or 
that  we  are  unable  to  care  for  our  cancer  patients, 
be  given  any  consideration  when  the  contrary  is 
the  truth  of  the  situation. 

The  Nebraska  State  Medical  Association  is  a can- 
cer conscious  body  of  practitioners,  and  the  cancer 
patient  has  not  in  the  past  and  will  not  in  the 
future  be  neglected  in  this  state. 

This  matter  has  been  presented,  because  we  have 
recognized  for  the  past  ten  years  or  more,  that  by 
declaring  the  cancer  patient  a generally  neglected 
individual,  his  care  would  be  singled  out  as  one  of 
the  accessible  avenues  for  further  infiltration  of  the 
socially-minded  politician  who  seeks  to  control  the 
practice  of  medicine.  Whether  this  attempt  to  take 
over  the  cancer  patient  will  come  first  and  directly 
through  political  channels,  or  whether  it  makes  its 
appearance  indirectly  through  so-called  semi-lay 
organizations,  who  are  to  be  taken  over  later  by  the 
politicians  through  doles  of  the  taxpayers’  money, 
mainly  in  the  form  of  research  grants  to  certain  in- 
dividuals or  institutions,  should  be  immaterial  to 
our  organization.  The  end  result  would  be  exactly 
the  same  in  that  the  general  practitioner,  who  is 
the  essential  practitioner  in  our  state,  if  our  citi- 
zens are  to  receive  adequate  medical  care,  would 
soon  be  eliminated,  or  one  might  say  separated 
from  his  contact  with  his  patient.  Therefore,  it 
seems  that  we  should  be  on  the  alert  lest  any  or- 
ganization other  than  our  own  State  Medical  Asso- 
ciation, which  has  done  excellent  work  on  this 
problem,  be  allowed  to  take  the  care  of  our  cancer 
patient  from  our  profession. 

During  the  past  years  there  has  been  much  agita- 
tion to  provide  for  chronic  illness,  of  which  the  can- 
cer patient  is  a part,  by  both  politicians  and  lay 
groups.  Of  the  political  activity  along  this  line,  we 
need  say  but  little,  as  the  facts  are  quite  well  known 
to  all  of  you,  and  these  activities  have  progressed  to 
a point  where  a move  has  recently  been  inaugur- 
ated to  create  the  post  of  Secretary  of  Health  for 
the  Cabinet.  The  purpose  of  this,  it  is  said,  is  to 
coordinate  all  national  health  activities,  except 
those  of  the  Army  and  the  Navy.  If  the  word  co- 
ordinate is  replaced  by  the  word  regimented,  which 
in  fact  it  means,  we  would  then  have  this  entire 
nation  on  regimented  medicine.  Since  medicine  in 
the  Army  and  the  Navy  is  already  regimented,  it 
is  obvious  that  there  is  no  need  to  include  them, 
and  they  are  not  to  be  included.  Whether  or  not 
good  medicine  can  be  practiced  on  a regimented 
basis  is  a matter  for  differences  of  opinion. 

Regarding  the  other  form  of  infiltration  which 
we  must  study  very  carefully,  we  might  make  our 
point  clear  by  discussing  our  relations  during  the 
past  ten  years  with  the  American  Society  for  the 
Control  of  Cancer  and  its  affiliate,  the  Women’s 
Field  Army.  We  have  cooperated  with  these  or- 
ganizations during  recent  years  and  some  good  was 
accomplished.  However,  during  the  past  years  these 
organizations  confined  their  activities  to  lay  educa- 
tion, and  it  was  the  understanding  of  our  State 
Medical  Association,  when  permission  was  given  to 
our  committee  to  cooperate  with  them,  that  they 
were  to  confine  their  activities  to  lay  education. 
During  the  past  year,  however,  they  have  changed 
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their  name  and  announced  a radical  change  in  their 
policy.  The  American  Society  for  the  Control  of 
Cancer  is  now  the  American  Cancer  Society,  Incor- 
porated, and  the  Woman’s  Field  Army  is  now  The 
Field  Army. 

In  their  Bulletin  of  August  1944  it  makes  the 
following  statements  which  are  called  to  your  at- 
tention, so  you  may  see  that  they  are  no  longer 
confining  their  activities  to  a simple  matter  of 
cooperating  with  the  local  medical  societies  toward 
educating  laymen.  They  are  now  going  to  expand 
their  activities  into  all  fields  of  cancer,  with  the 
assumption  of  some  powers  of  supervision  and  regu- 
lation of  all  institutions  treating  cancer.  Follow- 
ing are  brief  extracts  from  their  lengthy  statement 
on  policies  which  show  the  trend  of  their  intentions. 

RECENT  DEVELOPMENTS  IN  CANCER  CONTROL* 

“2.  Cooperation  with  Existing  Agencies.  The  Society  is 
firmly  pledged  to  a policy  of  cooperation  with  state  medical 
societies,  state  departments  of  health,  the  American  Medical 
Association,  the  American  College  of  Surgeons,  the  various 
national  radiological  societies,  the  American  Dental  Associa- 
tion and  all  other  professional  groups  interested  in  cancer 
control.  It  has  worked  through  and  with  these  organiza- 
tions, delegating  to  one  or  more  of  them  the  function  of 
establishing  and  maintaining  standards  of  professional  train- 
ing and  practice  in  the  field  of  cancer  control.  It  will  con- 
tinue to  follow  the  policy  of  owning  and  operating  no  clinics, 
hospitals  or  laboratories  of  its  own.  but  it  will  rigidly  and 
stubbornly  defend  its  right  to  express  official  approval  or  dis- 
approval of  those  owned  and  operated  by  other  agencies. 

“3.  Unified  National  Authority.  The  Society,  having  for  over 
thirty  years  fulfilled  responsibility  on  a national  scale  for 
representing  the  profession  and  the  public  in  the  field  of 
cancer  control,  will  continue  to  act  in  that  capacity.  It, 
therefore,  is  opposed  to  and  will  discourage  any  attempts  to 
arouse  public  or  professional  support  for  any  other  na- 
tional cancer  control  organization  that  does  not  orient  itself 
with  the  American  Cancer  Society.  It  believes  in  this  prin- 
ciple not  only  to  avoid  unnecessary  duplication  and  confusion, 
but  also  to  prevent  scattered,  irregular  and  ineffective  ap- 
peals to  the  American  public  for  funds  in  support  of  the 
various  phases  of  the  cancer  control  program. 

“4.  Organization  of  the  Program.  The  Society  is  pledged 
to  the  policy  of  recognizing  three  great  sub-divisions  in  cancer 
control.  These  are  research,  detection,  diagnosis  and  treat- 
ment and  education.  It  will  maintain  active  and  constructive 
leadership  in  these  three  fields.  It  will  attempt  to  place  before 
the  American  public  an  evaluation  of  the  need  for  increased 
support  in  each  of  these  three  great  sub-divisions.  It  is 
engaged  in  a study  of  this  problem  at  the  present  time.  It  is 
true  that  the  public  has  given  some  support  financially  to  the 
problem  of  cancer,  but  this  support  is  entirely  inadequate  for 
more  than  the  first  step  in  the  direction  of  making  possible  a 
survey  and  study  of  the  whole  field.  The  Society  will  greatly 
expand  its  fund  raising  activities  in  1945  and  subsequent  years 
to  provide  money  for  cancer  research,  for  the  organization, 
maintenance  and  support  of  properly  qualified  centers  of  de- 
tection, diagnosis  and  treatment  under  auspices  other  than 
those  of  the  Society  itself  and  for  the  development  of  an 
intensified  educational  and  service  program.  It  may  be  again 
emphasized  that  the  Society  itself  will  not  conduct  any  scien- 
tific research  or  own  or  control  any  hospitals,  clinics  or 
laboratories  but  will  aid  such  institutions  and  projects  as 
may  from  time  to  time  be  approved  by  its  Board  of  Directors.” 

The  salient  points  in  this  declaration  of  policies 
for  our  consideration  may  be  sumed  up  briefly  as 
follows: 

In  Article  3,  they  state  they  expect  to  continue 
to  act  as  they  have  during  the  past  thirty  years 
in  the  field  of  cancer  control;  however,  during  those 
thirty  years  they  were  engaged  in  research  and  in 
an  endeavor  to  educate  the  laymen  as  to  the  dangers 
of  cancer.  But  now  they  have  added  the  diagnosis 
and  treatment  of  cancer,  a field  which  the  members 
of  our  state  association  have  done  so  well  during 
those  years.  Obviously  they  are  not  going  to  act 
in  the  same  capacity  as  they  have  acted  in  the  past 
thirty  years. 


institution  in  our  state  engaged  in  any  form  of  en- 
deavor related  to  the  cancer  problem.  They  “will 
rigidly  and  stubbornly  defend  this  right”  according 
to  their  statement  and  they  are  a group  with  head- 
quarters in  New  York  City,  while  we  are  merely 
the  men  out  in  Nebraska  who  do  the  work.  Whether 
or  not  our  institutions,  which  have  functioned  so 
well  in  the  past,  would  be  improved  by  this  process 
of  remote  control  is  a matter  for  the  officers  of  our 
society  to  consider  in  giving  instructions  to  the 
Cancer  Committee  as  to  our  further  cooperation 
with  this  new  organization,  composed  of  physi- 
cians, research  workers,  laymen,  and  laywomen, 
with  some  forty  persons  as  a board  of  directors. 


Nebraska,  Iowa  and  many  of  our  neighboring 
states  have  no  representation  on  their  Board  of 
Directors,  and  this  is  important  inasmuch  as  they 
state  in  Article  4 that  “the  society  will  greatly  ex- 
pand its  fund-raising  activities  in  1945  and  subse- 
quent years  to  provide  money  for  cancer  research, 
for  the  organization,  maintainanee  and  support  of 
properly  qualified  centers  of  detection,  diagnosis, 
and  treatment,  under  auspices  other  than  those  of 
the  society  itself.”  But  in  the  final  sentence,  they 
again  state  that  only  such  institutions  and  projects 
as  approved  by  them  will  receive  any  aid. 

In  short,  they  expect  to  come  into  our  state,  take 
up  a collection  with  the  aid  of  the  doctors,  who 
are  expected  to  endorse  the  movement,  hold  cancer 
meetings,  and  give  lectures  under  their  direction 
without  any  voice  as  to  what  is  to  be  done  with 
the  money  so  collected  and  sent  to  the  central  head- 
quarters. 


At  the  present  time  most  of  the  money  is  to  be 
left  in  Nebraska,  but  that  again  is  a matter  which 
might  be  changed  overnight  by  the  New  York  con- 
trolled board  of  directors;  and  after  we  have  once 
approved  such  a great  humanitarian  organization 
working  to  aid  the  cancer  patient,  we  could  not  later 
withdraw  our  support  because  of  some  monetary 
dispute.  Hence,  we  had  best  consider  all  angles  of 
this  matter  before  deciding  our  policy  toward  this 
or  any  similar  group. 

However,  in  this  connection  it  may  be  well  to 
note  the  attitude  they  take  toward  any  other  or- 
ganization which  might  feel  impelled  through  hu- 
manitarian motives  to  work  for  the  good  of  that 
poor  unfortunate  who  has  cancer. 

They  state  in  Article  3,  “it  (the  American  Can- 
cer Society)  therefore,  is  opposed  to  and  will  dis- 
courage any  attempts  to  arouse  public  or  profes- 
sional support  for  any  other  national  cancer  organ- 
ization that  does  not  orient  itself  with  the  American 
Cancer  Society.” 


Any  analysis  of  this  statement  leaves  it  clear 
that  in  this  so-called  democratic  nation  of  ours, 
where  freedom  of  enterprise  is  one  of  our  coveted 
possessions,  we  see  an  attempt  by  a single  organi- 
zation to  introduce  itself  into  a field  of  medicine 
in  which  it  has  no  former  activity,  and  reserve  for 
itself  the  sole  right  to  approve  or  disapprove  of 
what  others  have  done  or  are  doing  for  the  cancer 
patient. 


They  are  enlarging  their  field  considerably  and  in 
Article  2,  they  delegate  to  themselves  the  sole  right 
to  express  official  approval  or  disapproval  of  any 

*Bulletin  of  The  American  Cancer  Society,  Inc.,  Volume  26, 
No.  8,  August,  1944,  pp.  86-87. 


Since  it  is  conceivable  that  the  amount  of  money 
collected  in  a national  campaign,  at  annual  intervals, 
for  the  care  of  the  cancer  patient  may  equal  or 
even  surpass  the  amount  collected  for  the  care  of 
poliomyelitis,  it  is  easily  seen,  with  such  big  stakes, 
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why  monopoly  would  be  desirable.  However,  as  the 
subject  is  so  diversified,  as  well  as  important,  it 
might  be  worth  while  to  consider  the  possibilities 
of  more  than  one  such  organization  in  the  field,  if  it 
is  found  that  even  one  such  organization  dictating 
to  the  doctors  has  any  place  whatsoever  in  Ameri- 
can medicine. 

It  is  difficult  to  see  what  this  program  has  to 
offer  to  the  physicians.  In  order  to  give  the  cancer 
patient  the  best  care  available,  we  will  still  exchange 
ideas  at  our  various  society  meetings  and  look  to 
the  College  of  Surgeons  and  the  American  Medical 
Associatoin  for  the  real  leadership  in  practical  mat- 
ters on  this  problem.  It  is,  of  course,  obvious  that 
a few  men  who  treat  the  cancer  patients  in  these 
various  states  may,  by  endorsing  and  working  for 
the  Cancer  Society,  have  their  institutions  approved 
and  receive  some  appropriation  for  their  institu- 
tions from  the  money  collected  in  their  state. 

This  is  so  indicated  in  the  final  paragraph  in  Arti- 
cle 4,  where  they  emphasize  that  they  will  have  no 
research  laboratory  or  hospitals  of  their  own,  but 
“will  aid  such  institutions  and  projects  as  may  from 
time  to  time  be  approved  by  its  Board  of  Direc- 
tors.” 

With  the  foregoing  analysis  before  you,  it  is  re- 
quested by  your  Cancer  Committee  that  you  give 
any  directions  you  may  think  desirable  for  us  to  fol- 
low in  our  future  relations  with  the  American  Can- 
cer Society  and  its  affiliate,  the  Field  Army. 

As  a matter  of  suggestion,  it  is  probably  advisable 
to  take  no  final  action  at  an  early  date.  In  case 
it  is  thought  not  advisable  to  make  any  change  in 
policy  at  this  time,  that  is  well  and  good,  and  your 
committee  will  continue  to  cooperate  with  the  under- 
standing that  the  committee  shall  have  full  control 
over  all  lectures,  radio  speeches,  and  other  allied  ac- 
tivities with  this  organization  where  our  members 
participate,  so  that  we  may  be  fully  aware  of  what 
is  taking  place.  Then  the  entire  matter  can  be  dis- 
cussed at  our  coming  meeting  and  in  the  House  of 
Delegates,  and  what,  if  any,  change  in  our  policy 
toward  cooperating  with,  or  to  what  extent  we  are 
to  cooperate  with,  this  organization,  should  be  rep- 
resentative of  the  wishes  of  the  state  association. 

Since  the  A.  M.  A.  has  recently  requested  an  or- 
ganization be  set  up  to  present  medical  data  to 
high  schools,  etc.,  it  might  be  well  to  depend  en- 
tirely on  our  own  state  association  for  cancer  edu- 

cation for  the  laymen. 

The  Cancer  Committee  has  requested  some  time 
on  the  program  for  the  coming  meeting,  at  which 
time  this  subject  and  other  subjects  of  interest  on 

this  problem  can  be  discussed.  It  is  hoped  that 

this  time  will  be  allowed. 

During  the  past  year,  as  in  recent  years  during 
the  emergency,  no  formal  attempts  were  made  to 
promote  any  meeting  on  cancer.  We  thought  this 
the  advisable  thing  to  do  with  so  many  of  the 
younger  men  in  the  service,  and  the  older  men  much 
overworked.  It  was  not  due  to  any  lack  of  appre- 
ciation of  our  responsibility  or  the  lack  of  a plan 
to  improve  the  care  of  the  cancer  patient  in  Ne- 
braska. 

Our  plan  briefly  is  as  follows:  (1)  To  encourage 
the  consolidation  of  the  smaller  hospitals  of  the  state 
in  a given  area  into  one  large  general  hospital, 
where  approved  radiologists  and  pathologists  could 


aid  the  other  practitioners  already  in  the  area  in 
their  care  of  the  cancer  patients.  (2)  To  train  the 
personnel,  particularly  radiologists,  capable  of  ade- 
quately treating  the  average  or  most  common  malig- 
nancies. (3)  To  aid  in  establishing  recognized 
tumor  clinics  in  these  hospitals  and  other  hospitals 
throughout  the  state.  (4)  To  form  the  Nebraska 
State  Cancer  Society,  open  to  any  member  of  the 
state  medical  association,  who  would  care  to  join  and 
who  would  be  urged  to  join  if  he  is  engaged,  to  any 
extent,  in  the  diagnosis  and  treatment  of  cancer. 
The  activities  of  this  group  would  depend  upon  the 
desires  of  its  membership,  and  from  it  could  be 
formed  a committee  who  could  pass  upon  the  status 
of  the  tumor  clinics  within  our  state;  and  we  should 
determine  whether  or  not  our  own  institutions  are 
adequately  equipped  and  staffed  to  diagnose  and  to 
treat  cancer.  This  group,  with  the  approval  of  the 
state  medical  society,  could  arrange  for  whatever 
lay  education  on  cancer  was  deemed  advisable. 

With  so  many  men  away  at  war  and  so  much 
pressure  from  all  sides,  it  was  not  thought  advisable 
to  introduce  this  program  for  the  care  of  the  cancer 
patient  in  our  state  at  this  time.  But  lest  some 
federal  agencies  or  some  other  groups  attempt  to 
introduce  a program  now  which  we  will  find  to  be 
ineffective  or  desirable  later,  it  seems  that  it  might 
be  best  to  proceed  with  the  introduction  of  our  pro- 
gram at  this  coming  annual  meeting.  The  cancer 
patient  has  received  as  efficient  care  in  this  state 
in  the  past  years,  as  he  has  in  any  state,  and  by 
organizing  properly  within  our  own  association,  we 
can  maintain  this  high  standard  of  care.  The  only 
criticism  possible  is  the  lack  of  adequate  centers  in 
the  remote  parts  of  the  state,  and  it  is  the  commit- 
tee’s intention  to  do  everything  within  their  power 
to  bring  about  the  establishment  and  maintainance 
of  such  centers,  if  such  activities  meet  with  the  ap- 
proval of  the  officers  of  the  society. 

Respectfully  submitted, 

JAMES  F.  KELLY,  M.D.,  Chairman. 

REPORT  OF  INSURANCE  COMMITTEE 
Dr.  Earle  G.  Johnson,  Chairman,  Grand  Island 

Dr.  Don  Steenburg,  Aurora 

Dr.  C.  H.  Sheets,  Cozad 

There  has  been  no  activity  requiring  a meeting  of 
our  Insurance  Committee  except  that  the  routine 
business  has  been  promoted  by  correspondence. 

It  is  with  pleasure  that  we  report  in  force  89  poli- 
cies, eight  of  these  being  new  policies  and  the  rest 
renewals.  It  would  also  be  interesting  to  the  mem- 
bers to  know  that  not  a single  action  against  any 
of  the  policy  holders  under  the  State  Group  Mai 
Practice  Insurance  Plan  has  occurred.  The  pre- 
miums have  varied  from  $33.25  to  $180.00.  The 
higher  bracket  has  coverage  of  x-ray  and  a larger 
amount  of  protection  in  any  one  case  or  in  three 
cases  occurring  in  one  year.  On  account  of  the 
splendid  cooperation  of  the  insurance  companies  our 
Committee  recommends  that  men  of  our  member- 
ship avail  themselves  of  this  efficient  and  ade- 
quate protection.  It-  has  also  been  brought  to  the 
attention  of  your  Insurance  Committee  Old  Line  In- 
surance Companies  are  issuing  this  type  of  protec- 
tion and  are  again  entering  the  field. 

The  Insurance  Committee  has  also  been  offered 
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from  two  good  companies  a Group  Insurance  Plan 
covering  the  Membership  of  the  Nebraska  State 
Medical  Society.  This  plan  covering  the  usual  sick- 
ness and  accident  field.  This  seems  to  be  a matter 
to  be  settled  by  each  individual  member,  and  any 
good  company  offering  such  policy  your  Insurance 
Committee  has  brought  no  recommendation  at  this 
time  for  any  one  policy  covering  sickness  or  acci- 
dent cases. 

Respectfully  submitted, 

EARLE  G.  JOHNSON,  M.D.,  Chairman. 


REPORT  OF  F.  S.  A.  COMMITTEE 
Dr.  E.  S.  Wegner,  Chairman,  Lincoln 

Dr.  C.  W.  Way,  Wahoo 

Dr.  E.  A.  Steenberg,  Aurora 

As  a report  of  the  F.  S.  A.  Committee,  please  per- 
mit me  to  bring  to  your  attention  the  following  in- 
formation which  I quote  from  a letter  received  Janu- 
ary 6th,  1945,  from  Mr.  Cal  A.  Ward,  Regional  Di- 
rector: 

“Nebraska,  as  of  December  31,  1944,  had  six 
active  health  associations  serving  1,417  mem- 
bers. Individual  family  participation  fees 
ranged  from  $30  to  $44.  The  amount  of  family 
participation  determines  the  amount  of  medical 
services  obtained.  For  instance,  the  $44  plan 
which  is  now  in  operation  in  Otoe  County  cov- 
ers practically  all  ailments.  Hospital  services 
being  limited  to  ten  days  for  any  one  illness. 

“The  association  has  carefully  maintained 
records  on  amounts  of  hospital  service  required 
by  participating  families.  Our  report  reveals 
that  the  rural  families  participating  used  on 
the  average  of  $14  per  family  per  year. 

“It  would  appear  that  all  operating  associa- 
tions would  pay  out  to  professional  groups, 
100%  for  services  given,  in  accordance  with  a 
fee  schedule  drawn  up  and  approved  by  the 
local  hospitals,  physicians  and  local  board  of 
directors.” 

Your  F.  S.  A.  Committee  has  no  recommenda- 
tions to  make  at  the  present  time. 

Respectfully  submitted, 

E.  S.  WEGNER,  M.D.,  Chairman. 


REPORT  OF  FRACTURE  COMMITTEE 
Dr.  J.  E.  M.  Thomson,  Chairman,  Lincoln 

Dr.  R.  D.  Schrock,  Omaha 

Dr.  M.  E.  Lathrop,  Wahoo 

The  Fracture  Committee  has  this  year,  because 
of  travel  restrictions  and  manpower  shortage,  lim- 
ited its  activities  to  the  publication  in  the  Nebraska 
State  Medical  Journal  pertinent  material  pertaining 
to  the  subject  of  first  aid  and  care  of  accidents  un- 
der the  general  editorial  heading,  “In  Case  of  Ac- 
cident.” 

There  have  been  numerous  complimentary  com- 
ments respecting  this  column  when  it  appeared  and 
we  believe,  therefore,  that  its  appearance  has  proved 
of  interest  to  the  busy  doctors  on  the  home  front. 

Respectfully  submitted, 

J.  E.  M.  THOMSON,  M.D.,  Chairman. 


Nebr.  S.  M.  Jour. 
April,  1945 

REPORT  OF  CONVALESCENT  SERUM 
COMMITTEE 

Dr.  F.  S.  Clarke,  Chairman,  Omaha 

Dr.  W.  C.  Harvey,  Gering 

Dr.  E.  G.  Stevenson,  North  Platte 

During  the  past  year  your  Serum  Committee  has 
been  fairly  active.  With  the  help  of  the  state  ap- 
propriation, amounting  to  $62.50  per  month,  we 
have  been  able  to  continue  our  work  and  maintain 
our  financial  solvency. 

We  have  on  hand  assets  amounting  to  $908.59. 
These  assets  consist  of  unpaid  accounts,  serum 
stock  in  our  refrigerator,  and  bank  balance,  as  shown 
in  our  financial  report. 

During  the  past  year  the  various  sera  have  been 
distributed  throughout  the  state  and  given  to  ap- 
proximately 165  patients,  distributed  as  follows: 


Approximate  No.  Totals  in  cc. 

of  patients  distributed 

51  Measles  J 1,020  cc. 

18  Mumps 360  cc. 

32  Pertussis 1,270  cc. 

31  Polio : 1,540  cc. 

33  Scarlet  fever 770  cc. 


During  the  year  we  have  carried  each  month  in 
the  Nebraska  State  Medical  Journal  an  announce- 
ment stating  the  price  of  serum,  and  an  offer  to 
give  the  practitioner  free  serum  if  his  patient  is 
unable  to  pay.  Six  hundred  cc.  of  serum  has  been 
distributed  in  this  manner.  Had  the  request  been 
made,  more  free  serum  would  have  been  provided. 
It  is  our  hope  that  in  the  future  more  doctors  will 
avail  themselves  of  this  privilege. 

The  ideal  in  the  use  of  Convalescent  Serum 
is  the  prevention  of  serious  sequelae.  If  physicians 
can  lessen  the  danger  of  serious  illnesses  which 
sometimes  follow  pertussis,  measles,  scarlet  fever, 
mumps,  or  possibly  polio,  its  continued  use  is  well 
worth  while. 

The  price  of  serum  still  remains  high  with  the 
possible  exception  of  measles  serum.  The  cost  too 
often  exceeds  the  physician’s  charge  for  his  services. 

I would  recommend  that  our  association  ask  the 
Appropriations  Committee  for  an  additional  allot- 
ment to  carry  on  this  work.  If  an  increase  in  the 
biennium  apropriation  is  followed,  the  prices  can  be 
reduced  and  therefore  be  available  to  a larger  num- 
ber of  patients.  We  would  also  be  prepared  to 
take  on  other  preventive  and  therapeutic  procedures 
as  their  value  is  proven.  It  is  possible  that  serum 
advances  will  be  made,  similar  to  the  discovery  of 
penicillin. 

In  conclusion,  I would  remind  the  state  medical 
association  that  this  is  their  committee  and  that 
their  cooperation  is  necessary  to  make  this  work  a 
success. 

Respectfully  submitted, 

FLOYD  S.  CLARKE,  M.D.,  Chairman. 

FINANCIAL  STATEMENT— SERUM  COMMITTEE 
January  1,  1944  to  January  1,  1945 

Revenues : 

SERUM  SALES  $1,508.30 

Measles  235.00 

Mumps  97.00 

Pertussis  384.80 

Polio  _ 568.50 

Scarlet  fever 223.00 

STATE  APPROPRIATION  750.00 

TOTAL  REVENUES  $2,258.30  $2,258.30 
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Expenditures : 

Indigent  account  

Postage  and  express 

Refrigeration  

Salary  secretary  

Ledger  sheets  

Telephone  and  telegraph  

Cost  of  serum  sold 

Measles  225.00 

Mumps  108.00 

Pertussis  376.75 

Polio  460.50 

Scarlet  fever  249.90 

TOTAL  EXPENSES  - 

Gain  for  year,  1944 

$2,258.30  $2,258.30 

Assets,  January,  1945: 

Accounts  receivable  $ 300.50 

Bank  balance  331.99 

Serum  stock  on  hand 276.10 

Measles  40.00 

Mumps  48.00 

Pertussis  82.50 

Polio  82.50 

Scarlet  fever 23.10  

TOTAL  ASSETS  ON  HAND— Jan.  1.  1945__$  908.59 

REPORT  OF  DELEGATES  TO  THE  A.  M.  A. 

Dr.  K.  S.  J.  Hohlen,  Lincoln 

Dr.  R.  W.  Fouts,  Omaha 

Your  Delegates  to  the  A.  M.  A.  beg  to  report  they 
attended  the  Ninety-fourth  Annual  Session,  held  in 
Chicago,  June  12-16,  1944,  and  attended  all  the  ses- 
sions of  the  House  of  Delegates. 

The  voluminous  proceedings  of  the  said  House  of 
Delegates  have  been  printed  in  detail  in  the  Journal 
of  the  American  Medical  Association,  and  probably 
have  been  read  by  all  of  you.  Therefore,  we  will 
mention  only  a few  of  the  most  interesting  items 
in  order  to  save  your  time  and  conserve  paper  used 
in  printing  a report. 

In  conjunction  with  the  annual  meeting,  a very 
interesting  war  meeting  was  held  at  the  Medinah 
Temple  on  Wednesday  evening,  June  14.  At  this 
meeting,  music  was  furnished  by  the  Great  Lake 
Choir.  The  meeting  was  called  to  order  by  Pres. 
Herman  L.  Kretschmer.  The  invocation  by  A.  M. 
Schwitalla,  S.J.  Dr.  Kretschmer,  President,  intro- 
duced distinguished  guests.  Addresses  were  by 
Norman  T.  Kirk,  Surgeon-General,  United  States 
Army;  Vladimir  Lebedenko,  Representative  in  the 
United  States  of  Russian  Alliance  of  Red  Cross  and 
Red  Crescent  Societies  of  the  U.S.S.R.;  Ross  J.  Mc- 
Intire,  Surgeon-General,  U.  S.  Navy;  Robert  Kho- 
sheng  Lim,  of  the  Army  Medical  Service,  Chinese 
Army;  Thomas  Parran,  Surgeon-General,  U.  S.  Pub- 
lic Health  Service;  G.  B.  Chisholm,  Director-General 
of  Medical  Services  Royal  Canadian  Army. 

The  House  of  Delegates  was  addressed  by  a 
number  of  distinguished  guests  as  follows: 

Vice  Admiral  Ross  J.  Mclntire,  Surgeon- 
General  U.  S.  Navy. 

Major  General  Norman  T.  Kirk,  Surgeon- 
General  U.  S.  Army. 

Major  General  David  N.  W.  Grant,  Air  Sur- 
geon, U.  S.  Army  Air  Force. 

Lt.  General  Robert  Kho-sheng  Lim,  Army 
Medical  Service,  Chinese  Army. 

Dr.  T.  C.  Routley,  Secretary,  Canadian  Medi- 
cal Association. 

This  was  Dr.  Routley’s  21st  attendance  of  A.M.A. 
Meetings. 

Other  interesting  items  were  as  follows: 
Membership  in  the  A.M.A.,  April  1,  1944 — 124,452. 


Awarding  of  the  Distinguished  Service  Medal  to 
Dr.  Geo.  Dock  of  Pasadena,  California. 

Resolution  by  California  Delegation  to  make  Dr. 
Olin  West  Secretary  Emeritus  for  life.  Rejected 
by  acceptance  of  report  of  Reference  Committee. 

Resolution  by  same  Delegation  to  replace  the 
Editor,  Morris  Fishbein,  was  rejected  by  a vote  of 
144  to  9. 

In  order  to  have  good  leadership  during  this 
critical  time,  a resolution  was  introduced  request- 
ing the  resignation  of  Roger  I.  Lee  from  the  Board 
of  Trustees,  where  he  had  served  for  ten  years, 
thereby  removing  the  Constitutional  bars  to  his 
eligibility  as  Candidate  for  President-Elect,  was 
passed.  Dr.  Lee’s  resignation  was  forthcoming  the 
next  day. 

The  third  and  last  meeting  of  the  House  of  Dele- 
gates was  called  to  order  at  12:10  p.m.  Thursday 
by  Speaker  H.  H.  Shoulders.  Speaker  Shoulders 
called  on  the  veteran  member  of  the  House,  Dr. 
Burt  R.  Shurley,  to  open  the  meeting  with  prayer, 
which  he  did  in  an  inspiring  and  impressive  man- 
ner. 

Dr.  Roger  I.  Lee  was  elected  President-Elect. 

Dr.  Olin  West  was  re-elected  to  succeed  himself 
as  Secretary. 

Dr.  Josiah  Moore  was  re-elected  to  succeed  him- 
self as  Treasurer. 

Dr.  H.  H.  Shoulders  was  re-elected  to  succeed 
himself  as  Speaker. 

Dr.  R.  W.  Fouts  was  re-elected  to  succeed  him- 
self as  Vice-Speaker. 

Dr.  Louis  H.  Bauer  of  New  York  was  elected 
Trustee  to  succeed  Dr.  Lee. 

Respectfully  submitted, 

K.  S.  J.  HOHLEN,  M.D., 
Delegate  to  A.M.A. 


REPORT  OF  COMMITTE  ON  VASCULAR 
AND  CARDIAC  DISEASES 

Dr.  Lucien  Stark,  Chairman,  Norfolk 

Dr.  Adolph  Sachs,  Omaha 

Dr.  H.  E.  Flansburg,  Lincoln 

Here  is  the  story  so  far  as  we  have  gone  this 
year.  It  is  one  hard  job  to  get  the  things  that 
you  would  like  to  have  for  a program  this  year  as 
every  body  is  so  busy  they  just  can’t  lay  off  long 
enough  to  write  a good  paper. 

In  accordance  with  our  usual  program,  we  are  tak- 
ing over  the  Journal  for  one  issue  and  simply  mak- 
ing a heart  issue  of  that  number.  We  have  done 
that  for  the  past  few  years.  Up  to  now,  our  papeis 
are  as  follows: 

1.  “The  Role  of  the  EKG  in  the  Diagnosis  and 
Prognosis  of  Heart  Disease,”  M.  C.  Anderson. 

2.  “The  Rheumatic  Fever  Program  in  Nebraska,” 
Joe  Henske. 

3.  “Care  of  the  Child  with  Acute  Rheumatic 
Endocarditis,”  John  Thomas. 

We  will  also  have  an  editorial  on  heart  disease 
and  that  ought  to  be  sufficient.  When  I come  down 
in  February,  there  may  be  a few  changes,  but 
as  I said,  up  to  now,  that  is  the  way  it  stands. 

(Continued  on  p.  xxxiv) 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 

As  of  March  15,  1945 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A,,  Xngleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY'  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
CUSTER  COUNTY' 

Koefoot,  Ted,  Jr.,  Broken  Bow 
Leonard,  Patrick,  Broken  Bow 
DAWES  COUNTY 

McElligott,  E.  W..  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 

DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 

DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger.  G.  R. 

Dowell,  D.  A. 


Downing,  John  Edwin 
Dworak,  Henry  L. 

Bveritt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 
Heywood,  Leo.  T. 
Hirschman.  J.  H.,  Int. 
Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 
Hungerford,  YVm.  E. 
Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley.  Wm.  E. 

Kemp,  Wm.  T. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  j. 

Knauff,  Harry  A.,  Int. 
Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 
Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 
Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 
Mackenbrock,  F.  C. 
Mangiameli,  Carl  L. 
Mangimelli,  Sami.  T. 
Martin,  Paul  J. 
McLaughlin,  Chas.  W. 
Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 
Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 
O’Brien.  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner,  Walter  M.,  Int. 
Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 
Shamberg.  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand.  Clarence  Johnson 
Tamisiea,  John  A. 

Taylor,  Willis 
Thompson.  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 
Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 
Young,  Geo.  Alex.,  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J. . Exeter 
Tucker,  John  G.,  Milligan 


FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY' 

James  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 

GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 

GREELEY'  COUNTY' 

Kafka,  A.  J.,  Scotia 

HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 
KEARNEY'  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY' 

Vandiner,  IT.  A.,  Ogallala 
KNOX  COUNTY 

Carrig,  M.  H,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Greer,  Rex  E. 

Haentzschel,  L.  E. 

Haley,  Robert  R. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Hunger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Stein,  Robt.  J. 

Still,  Richard  M. 


* Killed  in  action 
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Taborsky.  A.  P. 

Teal,  Philip 
Underwood,  G.  R. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneraan,  H.  H. 

LINCOLN  COUNTY 

Clarke,  H.  L.  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L E.,  North  Platte 
Dong',  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter.  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
NEMAHA  COUNTY 
Tushla,  F.  M.,  Auburn 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 


Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 

PAWNEE  COUNTY" 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 

PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 

RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 

RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 


SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 

SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Ohme,  K.  W.,  Mitchell 
Rosenau,  John  A.,  Scottsbluff 

SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 

SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 

THURSTON  COUNTY 
Bradley,  J.  D.,  Pender 

WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 

VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  Cork 
Karrer,  R.  E.,  York 


DEATHS 

Edwin  Lawrence  Taylor.  Born  January  1,  1917, 
at  York.  He  attended  York  Public  Schools,  graduat- 
ing from  High  School  with  the  Class  of  1934.  He 
received  his  B.Sc.  Degree  from  the  University  of 
Nebraska  in  1940,  and  his  Degree  of  Doctor  of  Medi- 
cine from  the  College  of  Medicine  of  the  University 
of  Nebraska  in  1942.  He  served  his  Interneship  at 
Kansas  City,  General  Hospital,  Kansas  City,  Mo. 
He  entered  active  service  with  the  navy  in  July, 
1943,  going  first  to  Farragut,  Idaho.  In  Novem- 


EDWIN  LAWRENCE  TAYLOR 

ber,  1943,  he  was  sent  to  the  Southwest  Pacific, 
going  first  to  Australia,  then  to  New  Guinea,  where 
he  was  assigned  as  squadron  surgeon  with  a motor 
torpedo  boat  group.  He  took  part  in  two  major  in- 
vasions in  New  Guinea,  then  the  invasion  of  Leyte 
where  his  squadron  received  high  commendation  for 
their  part  in  the  battle  for  Leyte  Gulf.  In  Novem- 
ber, 1944,  he  was  made  a full  lieutenant  and  as- 
signed to  the  amphibious  forces.  He  was  wounded 
in  an  air  action  off  Manila  Bay  the  evening  of 
January"  12th  and  passed  away  the  evening  of  the 
13th  aboard  a hospital  ship.  He  was  buried  at 
Lingayen,  Luzon,  P.  I. 


He  is  survived  by  his  wife;  a son;  mother  and 
father,  Mr.  and  Mrs.  E.  J.  Taylor  of  York;  one 
brother,  Capt.  Wm.  H.  Taylor,  with  the  army  in 
Australia;  one  sister,  Mrs.  John  R.  Witt,  Roswell, 
New  Mexico. 


C.  G.  Delfs,  M.  D.,  Geneva.  Born  in  Iowa  in  1893. 
Graduated  from  Creighton  Medical  School  in  1913. 
He  spent  most  of  his  professional  life  in  Filmore 
County.  He  began  his  practice  in  Shickley  and 


C.  G.  DELFS 

— Courtesy  “Signal, ” Geneva,  Nebr. 

after  a short  time  moved  to  Texas  where  he  re- 
mained for  seven  years;  came  to  Geneva  in  1935, 
and  remained  in  practice  there  until  about  three 
months  before  his  death.  Death  was  due  to  coro- 
nary disease.  He  died  February  1,  1945. 

C.  C.  Gafford,  Wymore.  Born  in  1859.  Gradu- 
ated from  Keokuk  Medical  College  in  1881.  Came 
to  Wymore  as  physician  for  the  Burlington  Railroad 
in  1881.  Died  January  30,  1945.  No  immediate 
survivors. 
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Albert  P.  Fitzsimmons,  Tecum- 
seh.  Born  in  Iowa  in  1869.  Grad- 
uated from  the  University  of  Ne- 
braska Medical  College  in  1895. 

At  the  beginning  of  the  Spanish- 
American  War  Dr.  Fitzsimmons 
was  appointed  Assistant  Surgeon 
over  the  Third  Nebraska  Infan- 
try. He  was  sent  to  the  Philip- 
pines in  1898  and  served  there  for 
three  years  following  which  period 
he  went  to  China  and  Japan  for 
two  years.  While  in  the  Philip- 
pines Dr.  Fitzsimmons  served  as 
First  Treasurer  for  the  Island.  He  also  served  as 
Director  of  Medical  Service  for  the  United  States 
Army.  He  supervised  the  establishment  of  the 
Philippine  Mint,  the  first  United  States  Mint  out- 
side of  the  United  States.  In  1918  he  helped 
establish  the  first  tuberculosis  hospital  in  the  Islands 
and  remained  as  director  for  six  years.  He  returned 
to  Nebraska  in  1922.  When  he  located  in  Tecumseh 
he  became  prominent  in  civic  and  professional  af- 
fairs serving  in  various  capacities  of  the  city  and 
county.  He  was  a member  of  the  county  and  state 
medical  associations  and  a Fellow  of  the  A.M.A. 
Death  occurred  February  21,  1945.  Surviving  are 
his  wife  and  two  daughters. 


DR.  FITZSIMONS 
— Courtesy  “Star,” 
Lincoln,  Nebr. 


Douglas  Hall  Roberts,  M.  D-,  Lincoln.  Bom  in 
Illinois  in  1860.  Came  to  Nebraska  in  early  child- 
hood. Graduated  from  Cotner  Medical  College  in 
1896.  During  his  active  career  he  was  prominent 
in  business,  civic  and  professional  circles.  He  was 
a lecturer  on  medicine  and  pathology  at  his  Alma 
Mater  until  the  school  closed  in  1908.  He  retired 
from  practice  in  1941.  Death  came  February  5, 
1945.  Surviving  are  a daughter  and  four  grand- 
children. 


NOT  CANCELED 

The  art  contest  sponsored  by  Mead  Johnson  & 
Company  on  the  subject  of  “Courage  and  Devo- 
tion Beyond  the  Call  of  Duty”  (on  the  part  of  physi- 
cians) has  not  been  canceled  nor  postponed. 

The  closing  date  remains  May  27th,  1946. 

There  will  be  no  annual  exhibit  this  year  of  the 
American  Physicians  Art  Association,  due  to  the 
cancellation  of  the  American  Medical  Association 
meeting  which  had  been  scheduled  to  take  place 
in  Philadelphia,  June  18-22,  1945. 

For  full  details  regarding  the  $34,000  prizes  and 
the  “Courage  and  Devotion”  contest,  write  Dr.  Fran- 
cis H.  Redewill,  Secy.,  A.P.A.  Assn.,  Flood  Bldg., 
San  Francisco,  Calif.,  or  Mead  Johnson  & Co., 
Evansville,  Ind. 


LIBERTY 

through 

VICTORY 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  and  Mrs.  W.  J.  Arrasmith  of  Grand  Island 
recently  visited  their  son  and  daughter-in-law  in 
Santa  Monica,  California, 

Dr.  J.  E.  Shafer  addressed  the  Aurora  Business 
and  Professional  Women’s  Club  in  February  on 
“Health  in  a Post-War  World.” 

Dr.  Esther  McEachen  of  Omaha,  following  a pro- 
longed stay  in  the  Clarkson  Memorial  Hospital  be- 
cause of  a back  injury  sustained  in  an  automobile 
collision,  is  convalescing  at  home. 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Lt.  M.  M.  Musselman,  who  had  been  a Jap 
prisoner  in  the  Philippines,  was  released  during  the 
dramatic  attack  by  the  rangers  when  they  liberated 
510  Yankee  prisoners. 

Lt.  James  Embiek,  MC,  USNR,  has  been  trans- 
ferred from  Pensacola,  Fla.,  to  Cherrypoint,  N.  C. 
Lt.  Embrick  is  Flight  Surgeon  in  Marine  Aviation. 

Lt.  Col.  G.  L.  Sandritter  of  Norfolk  is  Consultant 
Psychiatrist  in  Hawaii. 

Capt.  Francis  M.  Tushla  of  Auburn  recently  was 
home  on  leave. 

Major  Joseph  A.  Longo  is  executive  officer  of  a 
general  hospital  in  France.  Captain  Charles  A. 
Longo,  brother,  is  stationed  in  the  Aleutians. 

Dr.  Victor  D.  Norall  of  Lexington,  who  is  serving 
in  France,  has  been  promoted  to  major  in  the 
Medical  Corps  in  January. 

Lt.  Col.  M.  A.  Mac  of  Crete  is  surgeon  to  an  in- 
fantry division  on  the  western  European  front. 
Colonel  Mac  was  recently  decorated  with  a Bronze 
Star  for  outstanding  service. 

Major  H.  V.  Munger,  following  16  months  of  over- 
seas duty,  was  on  leave  in  Lincoln  in  February. 

Major  Paul  Cash  of  Omaha,  now  Chief  of  the  Neu- 
ropsychiatric Division,  at  Camp  Carson,  Colorado, 
was  guest  speaker  before  the  American  Association 
of  the  University  of  Women  in  Denver. 

Recent  promotions  of  Nebraskans,  as  reported  by 
the  Office  of  the  Surgeon  General  of  the  U.  S. 
Army:  From  major  to  lieutenant  colonel — Charles 
H.  Arnold  of  Lincoln;  M.  M.  Steinberg  and  Theo- 
dore J.  Dalton,  both  of  Omaha. 

Lt.  Com.  Marshall  Neely,  USNR,  is  in  the  Mari- 
anas in  charge  of  a Fleet  Hospital. 

The  following  Nebraskans  have  been  discharged 
from  the  Armed  Services  recently,  and  are  back 
in  civilian  practice:  E.  G.  DeFlon  of  Chadron;  Dr. 
James  Snipe,  Fred  Teal,  and  Roy  Witham,  all  of 
Lincoln;  Dr.  L.  L.  Zierott  of  Scottsbluff,  and  Jo- 
seph Balg  of  Winnebago. 
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RESULTS  FROM  A STUDY  OF  PENICILLIN 

TREATMENT  OF  BACTERIAL  INFECTIONS 

Results  from  the  use  of  penicillin  in  the  treat- 
ment of  103  patients  at  five  St.  Louis  hospitals, 
done  as  part  of  a cooperative  study  organized  by 
the  Committee  on  Chemotherapeutic  and  Other 
Agents  of  the  National  Research  Council  to  evalu- 
ate the  effectiveness  of  the  drug  in  the  treatment 
of  bacterial  infections,  are  reported  in  a recent 
issue  of  The  Journal  of  the  American  Medical  As- 
sociation. The  report  is  made  by  Carl  G.  Harford, 
M.D.;  Samuel  P.  Martin,  M.D.;  Paul  O.  Hageman, 
M.D.,  and  W.  Barry  Wood,  Jr.,  M.D.  They  sum- 
marize their  findings  as  follows: 

“The  drug  was  administered  systemically  by  both 
the  intravenous  and  the  intramuscular  route.  Sys- 
temic treatment  was  combined  with  local  penicillin 
therapy  whenever  indicated,  as  in  the  treatment  of 
surgical  wounds,  intrapleural  and  intrapericardial 
infections  and  meningitis. 

“Twenty  patients  with  severe  generalized  sta- 
phylococcic infection,  16  of  whom  had  bacteremia, 
were  treated  with  penicillin.  Only  3 died.  Of  the 
11  patients  in  this  group  exhibiting  metastatic 
staphylococcic  pneumonia,  only  1 failed  to  survive. 

“Patients  with  acute  local  infections  due  to  the 
staphylococcus  responded  promptly  to  penicillin 
treatment. 

“Chronic  infections  due  to  staphylococcus  aureus 
responded  less  dramatically.  “Patients  with  chronic 
osteomyelitis  showed  temporary  improvement,  but 
in  most  instances  there  was  eventually  a recurrence 
of  the  infection. 

“Nine  patients  with  pneumococcic  meningitis 
were  treated  with  penicillin,  and  all  but  1 recovered. 
Mastoidectomy  was  performed  in  5 of  the  9 cases. 
The  importance  of  continuing  treatment  for  some 
time  after  the  signs  of  meningitis  have  subsided  was 
emphasized  by  the  occurrence  of  relapse  in  3 cases. 
Each  of  the  3 patients  suffering  relapse  responded 
promptly  to  further  therapy  and  eventually  recov- 
ered. 

“Penicillin  was  found  to  be  effective  in  the  treat- 
ment of  pneumococcic  pneumonia  but  failed  to  cure 
pneumococcic  empyema  in  2 patients  until  after 
surgical  drainage  was  instituted. 

“Twelve  women  with  sulfonamide  resistant  gon- 
orrhea were  promptly  cured  with  small  doses  of 
penicillin.  Each  patient  w7as  observed  in  the  hos- 
pital for  thirty  days  after  the  termination  of  treat- 
ment and  only  one  questionable  relapse  occurred. 

“One  patient  with  fulminating  meningococcic 
meningitis  responded  dramatically  to  penicillin 
after  forty-eight  hours  of  treatment  with  sulfa- 
merazine  had  apparently  failed  to  influence  the  in- 
fection. 

“Three  patients  with  acute  bacterial  endocarditis 
due  to  staphylococcus  aureus  were  treated  with  peni- 
cillin. One  patient  died;  the  other  2 are  apparently 
well  after  two  months  and  four  months  respective- 
ly. Three  patients  with  subacute  bacterial  endo- 
carditis due  to  streptococcus  viridans  were  treated. 
The  first  died;  the  other  2 relapsed  soon  after  the 
completion  of  a first  course  of  treatment  but  were 
retreated  and  now  show  no  evidence  of  recurrence 
more  than  two  months  later  . . . 

“No  significant  toxic  reactions  were  observed.” 
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For  dependable  estrogenic  therapy,  turn 
with  confidence  to  Solution  of  Estrogenic 
Substances,  Smith-Dorsey — a medicinal  of 
guaranteed  purity  and  potency.  Smith- 
Dorsey  Laboratories  are  fully  equipped, 
carefully  staffed,  qualified  to  produce  a 
strictly  standardized  product. 


With  this  product,  you  may  rekindle  many 
of  those  fitful  fires  . . . 


solution  of 

SMITH-DORSEY 

Supplied  in  1 cc.  ampuls  and 
10  cc.  ampul  vials  representing 
potencies  of  5,000.  10,000  and 
20,000  international  units  per  cc. 

The  SMITH-DORSEY  COMPANY  • Lincoln,  Nebraska 
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PHYSICAL  FITNESS 


REPORT  OF  COMMITTEE  ON  VASCULAR 
AND  CARDIAC  DISEASES 
(Continued  from  p.  153) 

I do  not  know  just  what  issue  of  the  Journal  we 
will  have,  but  I have  been  assured  that  we  will 
have  it. 

Respectfully  submitted, 

LUCIEN  STARK,  M.D.,  Chairman. 


SPEAKER  OF  HOUSE  OF  DELEGATES 

In  view  of  the  fact  that  I have  nothing  special 
to  report  this  year,  as  Speaker  of  the  House  of 
Delegates,  nor  have  any  suggestions  to  make,  I re- 
frain from  presenting  a written  report  this  year. 

RUDOLPH  F.  DECKER,  M.D. 


“The  national  point  of  view  in  physical  fitness,” 
Frank  S.  Lloyd,  Ph.D.,  New  York,  says  in  Hygeia, 
The  Health  Magazine,  for  February,  “holds  that  all 
of  us  are  responsible.  A program  on  a national 
level  must  have  as  one  of  its  platforms  the  assump- 
tion of  responsibility  by  institutions  of  all  types, 
and  by  all  our  various  forms  of  government.  But, 
above  all  else,  the  responsibility  of  every  individual 
for  a personal  pride  in  his  own  physical  fitness 
must  be  assumed  too.  No  worker  . . . should  ever 
be  absent  from  his  work  or  be  unable  to  render  a 
100  per  cent  contribution  day  in  and  day  out  be- 
cause he  is  physically  unfit.  America  is  a cham- 
pion. Great  champions  must  be  ready  at  all  times.” 


THE  COMMITTEE  ON  PREVENTION  AND 
AMELIORATION  OF  DEAFNESS 

This  committee  has  been  inactive  during  the  past 
year. 

J.  J.  HOMPES,  M.D.,  Chairman. 


COMMITTEE  ON  ALLIED  PROFESSIONS 

Our  committee  seemed  to  have  had  no  duties  and 
nothing  came  up  for  us.  Therefore,  we  had  no 
meeting. 

HERBERT  H.  DAVIS,  M.D.,  Chairman. 
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EDITORIAL 


AN  IMPORTANT  PROBLEM  FOR  THE 
HOUSE  OF  DELEGATES 

When  the  House  of  Delegates  of  our  Asso- 
ciation convenes  on  May  8,  it  will  be  con- 
fronted by  problems  and  issues  of  greatest 
importance  to  the  future  welfare  of  medicine. 
By  far  the  outstanding  problem  is  that  of 
distribution  of  medical  care.  Events  on  the 
national  horizon,  though  not  immediately 
threatening,  nevertheless  indicate  a restless- 
ness in  Administrative  and  Congressional 
circles,  with  an  undeniable  trend  toward  a 
change  in  the  economic  sphere  of  medical 
care.  What  effects  these  possible  moves 
will  exert  upon  the  individual  phsyician  in 
his  customary  private  practice  is  at  this  time 
anybody’s  guess.  Even  the  proponents  of 
the  most  elaborate  schemes  are  unable  to 
clarify  their  own  minds  and  the  minds  of 
their  adherents  on  how  good  medical  care 
can  best  be  brought  to  all  inhabitants  of  our 
land. 


Oddly  enough  it  is  this  uncertainty  and 
these  differences  of  opinion  among  the  an- 
tagonists of  traditional  medical  practice  that 
provide  the  advantage  to  organized  medicine 
in  its  aims  to  preserve  professional  freedom 
for  the  physician.  Yet  to  sit  scornfully  on 
our  past  glory  and  to  insist  that  the  present 
system  is  perfect  and  therefore  cannot  be 
improved  is  as  impractical  as  it  is  danger- 
ous. It  is  true  that  by  comparison  with 
other  phases  of  national  life — industry,  labor, 
social  welfare,  etc.,  medicine  has  nothing  for 
which  to  apologize.  Even  our  severest  critics 
agree  to  that.  However,  it  is  not  within  our 
nature,  as  some  professional  reformers  have 
repeatedly  asserted,  to  make  a fetich  of  the 


status  quo.  Indeed,  progress  in  the  medical 
sciences  is  traceable  to  an  actual  dissatisfac- 
tion with  things  as  they  are.  We  have  al- 
ways engaged  in  a search  for  improvement  in 
our  diagnostic  and  therapeutic  knowledge. 
In  many  of  these  endeavors  we  have  been 
successful,  in  others  we  have  failed.  But  we 
have  continued,  and  are  continuing  in  our 
efforts  to  look  for  still  further  improvements 
in  our  skills  and  techniques. 

Applying  this  attitude  to  the  economic 
phases  of  medicine,  we  have  reached  the 
stage  where  we  must  concentrate  some  of  our 
efforts  in  the  direction  of  better  distribution 
of  our  services.  The  threat  of  sudden  revo- 
lutionary changes  imposed  and  controlled 
by  political  adventurers  is  a real  challenge 
which  can  no  longer  be  ignored.  No  sane 
physician  can  possibly  escape  the  belief 
that  the  only  way  a deterioration  of  medi- 
cine can  be  averted  is  through  sincere 
effort  toward  broadening  the  distribution  of 
medical  'service  without  negatively  altering 
the  quality  thereof.  And  since  the  medical 
profession  is  the  only  group  which  is  com- 
petent to  appraise  the  quality  of  care,  it  ob- 
viously becomes  its  duty  in  its  own  behalf  as 
well  as  in  the  interests  of  those  whom  it 
serves,  to  devise  practical  ways  and  means 
whereby  the  integrity  of  this  important  in- 
stitution may  survive. 

At  its  last  annual  session  in  Omaha,  the 
House  of  Delegates  instructed  the  Planning 
Committee  of  our  Association  to  study  the 
pre-payment  plans  for  medical  care  now  op- 
erating in  several  of  the  other  states  and  par- 
ticularly to  look  into  the  surgical  indemnity 
plan  which  at  that  time  was  about  to  be  put 
into  effect  in  Omaha.  President  Rogers,  in 
his  monthly  message  through  this  Journal 
on  numerous  occasions,  has  called  attention 
to  the  work  of  this  Committee,  and  he  has 
also  submitted  ha’s  report  before  our  Council 
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at  its  mid-winter  session  in  February  of  this 
year.  This  report  will  come  up  for  action  by 
the  House  of  Delegates  in  May.  It  is  sincere- 
ly hoped  that  each  delegate  will  come  pre- 
pared to  consider  the  report.  What,  if  any 
specific  plan  is  adopted  this  spring,  is  not 
nearly  as  important  as  is  the  evidence  of  our 
consciousness  of  a social  problem  which  we 
are  attempting  to  solve  in  the  best  way  we 
know  how. 


RHEUMATIC  HEART  DISEASE 

Diseases  of  the  cardiovascular  system  re- 
main a challenge  to  medicine.  Not  only  do 
these  diseases  rank  discouragingly  high  in 
our  mortality  tables  each  year,  but  what  is 
equally  discomforting,  they  contribute  alarm- 
ingly to  the  social  and  economic  problems  of 
our  nation.  Contrary  to  popular  impression, 
heart  disease  is  not  by  any  means  a menace 
to  old  age  exclusively.  It  is  true  that  cer- 
tain types  of  cardiovascular  deterioration  are 
found  with  greater  frequency  in  the  elderly. 
Nevertheless  cardiovascular  conditions 
ranked  second  as  a cause  of  rejection  for 
physical  defects  of  young  men  examined  for 
selective  service  in  our  military  forces. 

Of  greatest  social  significance  is  the  type 
of  heart  disease  resulting  from  rheumatic 
fever.  Of  those  rejected  because  of  cardio- 
vascular defects,  fifty  per  cent  were  suffer- 
ing from  rheumatic  heart  disease.  Statis- 
tics indicate  that  rheumatic  fever  is  the  lead- 
ing cause  of  death  in  the  age  group  five  to 
nineteen  years,  and  that  in  the  group  twenty 
to  twenty-four  it  is  exceeded  only  by  tuber- 
culosis. Unfortunately  statistics  are  avail- 
able only  for  deaths  from  the  disease.  How 
many  survive  with  valvular  disease  is  not 
recorded.  It  is  estimated  that  1%  of  school 
children  in  this  country  have  some  degree 
of  rheumatic  heart  disease. 

The  effort  on  the  part  of  medical  leaders 
from  all  sections  of  United  States  to  concen- 
trate attention  on  the  problem  of  rheumatic 
fever,  and  to  mobilize  all  available  facilities 
against  the  disease  should  receive  support 
from  every  physician.  Our  functions  in  this 
program  are  well  defined.  As  individuals 
we  must  utilize  all  available  skills  and  facili- 
ties for  diagnosis  and  treatment  of  the  pa- 
tient. Organized  medicine  for  its  part  must 
redouble  its  program  to  stimulate  interest 
among  its  members,  and  enlarge  its  scope  of 
public  education  with  particular  emphasis  on 
rheumatic  fever.  It  will  take  public  appre- 


ciation of  the  problem  to  enhance  existing 
facilities  and  encourage  research  into  the  1 
various  phases  of  the  disease  to  bring  about  i 
if  not  complete  eradication,  at  least  the  utili- 
zation of  all  diagnostic  and  therapeutic  fea- 
tures for  early  detection  and  possible  preven-  > 
tion  of  cardiac  defects. 

Bringing  the  problem  closer  to  home,  we 
have  long  been  under  the  erroneous  impres- 
sion that  in  Nebraska  rheumatic  fever  is  a 
negligible  problem.  It  is  true  that  by  com- 
parison with  localities  known  as  “damp”  the 
incidence  here  is  less.  However,  while  there  I 
is  no  way  of  establishing  accurate  statistical 
data  on  the  number  of  cases  of  rheumatic 
fever  there  is  no  doubt  that  rheumatic  heart  , 
disease  in  this  state  remains  one  of  the  major 
physical  defects  of  childhood  and  youth.  It 
is  hoped  that  the  Rheumatic  Fever  Program 
inaugurated  over  a year  ago  by  the  Crippled  - 
Children  Division  of  the  State  of  Nebraska 
will  in  time  shed  more  light  on  the  disease 
locally.  Though  at  present  limited  to  Doug- 
las and  Sarpy  Counties,  we  are  confident  that 
many  children  already,  through  timely  diag- 
nosis and  sensible  care  have  been  spared  a 
life  of  invalidism  and  social  dependence. 
— 

VITAMINS  AND  SODA 

The  general  impression  that  all  vitamins 
are  rapidly  destroyed  by  soda  or  by  basic  so-  1 
lutions  is  far  from  correct,  it  is  advised  in  the 
April  issue  of  Hygeia,  the  Health  Magazine. 
In  answer  to  a query  Hygeia  says : 

“True  some  of  the  vitamins,  such  as  vita- 
min C,  thiamine  and  riboflavin,  are  more 
easily  destroyed  in  basic  solutions  than  in 
acid  or  neutral  solutions,  but  even  here  the 
destruction  depends  on  time  and  other  stimu- 
lating factors.  Some  vitamins,  such  as  biotin 
and  folic  acid,  are  more  stable  in  basic  solu- 
tions than  in  acid  solutions.  Nicotinic  acid, 
for  example,  is  more  soluble  in  the  presence 
of  soda  than  in  pure  water  solutions.” 


A.M.A.  RADIO  PROGRAM  NOW  BROADCAST 
FROM  123  NBC  STATIONS  WEEKLY 

A report  just  received  from  the  National  Broad- 
casting- Company,  it  is  reported  in  a recent  issue 
of  the  The  Journal  of  the  American  Medical  Asso- 
ciation, indicates  that  Doctors  Look  Ahead,  a non- 
revenue program  sponsored  by  the  Association  and 
the  National  Broadcasting  Company,  is  now  being 
broadcast  each  Saturday  from  123  NBC  stations 
from  coast  to  coast  and  from  border  to  Gulf.  This 
is  the  largest  network  in  the  Association’s  broad- 
casting history. 
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FLOYD  L.  ROGERS,  M.  D. 


Another  month  and  my  year  as  President 
of  the  Nebraska  State  Medical  Association 
will  have  passed.  I want  you  all  to  know  that 
I keenly  appreciate  the  honor  of  this  office. 
It  has  been  a pleasure  to  serve  in  this  capa- 
city. I have  learned  much. 

Our  constitution  and  by-laws  have  given 
us  an  efficient  and  democratic  method  of 
conducting  our  affairs.  Our  Journal  brings 
us  not  alone  scientific  information  but  serves 
to  inform  all  members  in  regard  to  activities 
of  the  Association. 


Today  we  are  the  link  between  a type  of 
practice  of  medicine  of  the  past  and  a type 
of  practice  of  medicine  of  the  future. 

Our  new  president  and  other  officers  are 
extremely  able  and  will  serve  you  well.  You 
also  have  a responsibility.  You  should  keep 
yourselves  informed  in  regard  to  our  prob- 
lems and  activities,  consider  them  well  and 
discuss  them  freely.  Only  in  this  manner 
can  we  direct  our  future  so  as  to  bring  bet- 
ter medicine  to  all  citizens  and  better  things 
to  our  profession. 


F.  L.  ROGERS,  M.D. 


State  Rheumatic  Fever  Program  for 
Children" 


J.  A.  HENSKE,  M.D. 

Clinician,  Services  for  Crippled  Children — Rheumatic  Fever 
Program;  Chairman,  The  Department  of  Pediatrics, 
University  of  Nebraska  Medical  College 
Omaha,  Nebraska 


The  Nebraska  State  Program  for  Children 
with  Rheumatic  Fever  and  Heart  Disease, 
has  been  functioning  since  March  1,  1944. 
The  Social  Security  Act  passed  in  1935  au- 
thorized the  appropriation  of  Federal  Funds 
for  Services  for  Crippled  Children.  During 
the  first  five  years  of  the  administration  of 
Services  for  Crippled  Children,  children  need- 
ing orthopedic  and  plastic  surgery,  received 
major  attention  and  care,  however,  there  was 
a growing  interest  among  both  the  lay  and 
professional  groups  in  making  services  avail- 
able to  children  with  other  crippling  condi- 
tions. In  1939  additional  federal  funds 
were  made  available,  through  the  Crippled 
Children’s  Bureau,  by  an  amendment  to  the 
Social  Security  Act,  for  the  purpose  of  help- 
ing states  develop  services  for  children  with 
heart  disease  and  conditions  leading  to  heart 
disease,  such  as  rheumatic  fever.  At  the 
present  time,  nineteen  states  have  approved 
programs  for  the  care  of  children  with  rheu- 
matic fever  or  heart  disease,  and  several 
other  states  have  informed  Children’s  Bu- 
reau of  their  interest  in  such  a program. 

In  Nebraska,  this  service  is  provided  by 
the  Division  of  Services  for  Crippled  Chil- 
dren of  the  Department  of  State  Assistance 
and  Child  Welfare,  under  the  Board  of  Con- 
trol. The  Crippled  Children’s  Advisory  Com- 
mittee, appointed  by  the  governor,  serves  as 
an  advisory  committee  to  this  program.  The 
Director  of  Crippled  Children’s  Services  acts 
as  general  administrator  of  the  program.  A 
pediatrician  employed  part  time,  is  responsi- 
ble for  the  medical  care  of  the  children; 
a Medical  Social  Worker,  employed  by  the 
state  is  responsible  for  meeting  the  medical 
social  needs  of  the  children  under  care,  as 
well  as  acting  in  an  administrative  capacity. 
The  Supervisor  of  State  Medical  Social  Work 
on  the  State  Services  for  Crippled  Children’s 
Staff,  acts  in  a supervisory  capacity  to  the 
medical  social  worker  regarding  case-work 
procedures.  The  State  Public  Health  Nurs- 
ing Consultant  acts  in  a consultative  capacity 
to  the  local  Public  Health  Nurses,  who  pro- 


vide public  health  nursing  services,  in  the 
area  in  which  the  child  lives,  for  this  pro- 
gram. Arrangements  have  been  made  for 
one  Local  Public  Health  Nurse  to  be  present 
at  all  clinics  and  to  be  responsible  for  inter- 
preting to  the  public  health  nurses,  the  medi- 
cal problems  and  instructions  which  are  giv- 
en by  the  doctors.  She  also  is  responsible 
for  the  recording  of  recommendations  on  the 
State  Medical  Charts. 

The  program  has  been  set  up  and  is  being 
administered  according  to  general  policies 
formulated  by  the  Children’s  Bureau.  It 
was  decided  because  of  the  limited  funds 
available,  that  this  program,  to  begin  with, 
would  be  developed  in  a small  area,  and 
where  medical  facilities  necessary  for  the 
functioning  of  such  a program  were  already 
available,  therefore,  at  the  present  time, 
state-wide  services  are  not  being  established 
and  the  program  is  operating  only  in  two 
counties — Douglas  and  Sarpy.  Later,  as  the 
need  is  shown,  it  is  hoped  that  the  program 
will  be  expanded  to  additional  counties. 

Children  residing  in  Douglas  and  Sarpy 
County,  under  twenty-one  years  of  age,  who 
meet  the  statutory  requirements  and  having 
rheumatic  heart,  or  conditions  leading  to 
rheumatic  heart  disease,  will  be  eligible  for 
care.  A few  children  with  other  types  of 
heart  diseases  may  be  accepted,  if  they  are 
likely  to  benefit  from  the  services  provided 
in  this  program.  Medical  care  includes 
diagnostic  examination  and  follow-up  care 
(medical,  social  services  and  nursing)  for 
cases  accepted,  and  when  needed,  hospitaliza- 
tion, convalescent  home  care,  and  foster 
home  care.  While  diagnostic  services  are 
available  to  all  children  in  the  area,  only 
those  whose  families  are  unable  to  meet  ex- 
penses of  recommended  treatment,  are  ac- 
cepted for  care.  The  economic  eligibility  for 
medical  care  is  determined  by  evaluating  the 
financial  and  social  situation  and  the  liabil- 
ities of  the  child’s  family,  in  relationship  to 
the  cost  of  needed  care. 
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Children  are  being  referred  to  the  clinic 
by  physicians,  public  health  nurses,  social 
agencies,  as  well  as  directly  by  the  parents. 
Up  to  January  1,  1945,  one  hundred  thirteen 
children  have  been  referred  for  diagnostic 
examination  and  treatment.  In  addition  to 
the  one  hundred  thirteen  referrals,  there  are 
forty-three  more  children  who  have  been 
followed  in  the  University  of  Nebraska  Dis- 
pensary Child  Heart  Clinic  and  have  been 
referred  to  the  State  Rheumatic  Fever  Clinic 
for  diagnostic  examination  and  medical  care 
treatment,  if  indicated.  These  children  will 
be  taken  in  order  of  their  regular  Child 
Heart  Clinic  return  appointment  date  and  the 
failed  appointments  will  be  followed  up  and 
given  appointments  as  soon  as  it  is  possible 
to  schedule  them  on  the  waiting  list.  All  re- 
ferrals are  made  directly  to  the  medical  so- 
cial worker,  who  has  offices  at  the  Univer- 
sity of  Nebraska  Dispensary.  Clinics  are 
held  at  the  University  of  Nebraska  Dispen- 
sary twice  each  month.  Ten  patients  are 
scheduled  to  be  observed  at  each  clinic  ses- 
sion, part  of  them  are  old  patients  returning 
for  observation  and  some  new  patients  for 
diagnosis  and  recommendations.  The  clinic 
is  conducted  by  the  pediatrician,  assisted  by 
the  University  Hospital  pediatrician.  The 
State  Department  rate  of  pay  to  the  Univer- 
sity of  Nebraska  Dispensary  is  $1.00  for  each 
out-patient  visit.  This  fee  includes  all  neces- 
sary services,  such  as  laboratory  tests, 
x-rays,  electrocardiograph,  etc.  When  hos- 
pital care  is  necessary  for  the  acute  cases  or 
to  carry  out  diagnostic  examination,  the 
State  Department  pays  the  University  of  Ne- 
braska Hospital  at  the  rate  of  $4.25  per  day. 
This  fee  includes  all  expense,  except  unusual 
expense,  such  as  penicillin,  etc.  Consultation 
services  are  available  without  additional 
cost,  from  members  of  the  medical  staff  at 
the  University  of  Nebraska  Dispensary  and 
Hospital.  At  the  clinic,  each  patient’s 
“work-up”  has  been  completed  before  he  is 
observed  by  the  pediatrician.  This  includes 
height,  weight,  temperature,  pulse,  etc.,  un- 
der the  supervision  of  the  clinic  nurse;  sedi- 
mentation rate,  blood  count,  urinalysis  and 
other  tests  indicated  by  the  clinic  laboratory. 
Dental  examination  is  also  provided  through 
University  of  Nebraska  Dispensary  Clinic, 
with  follow-up  treatment,  if  necessary.  In 
addition  to  this,  we  have  the  medical-social 
report,  by  the  state  medical  social  worker, 
evaluating  the  child’s  social  situation.  This 
report  covers  the  child’s  personality  or  be- 


havior difficulty  in  relation  to  his  illness,  his 
family,  his  school,  his  associates,  etc.  Also 
the  parent’s  ability  to  care  for  the  child  fi- 
nancially, socially  and  physically.  There  is 
special  attention  given  to  the  child’s  environ- 
ment, particularly  regarding  the  housing — 
where  located ; dry  or  damp ; uniform  heat ; 
number  of  rooms ; whether  the  child  has  his 
own  bed ; will  he  get  proper  rest  and  care  at 
home;  will  his  care  disturb  or  interrupt  that 
of  his  brother’s  and  sister’s  adequate  care, 
etc.  The  medical  social  worker  is  able  to 
make  this  evaluation  from  information  she 
has  secured  through  personal  contact  with 
the  child  and  his  family  in  his  home,  reports 
from  social  agencies  planning  with  the  child, 
previous  medical  clinic  reports  and  school 
contact.  In  attendance  at  the  clinic  is  the 
local  public  health  nurse  assigned  to  the 
service.  The  medical  social  worker  also  is 
present  at  the  clinic  and  available  to  the  pedi- 
atrician and  to  the  family,  before  and  after 
clinics,  to  interpret  and  discuss  the  emo- 
tional, social  and  environmental  problems  of 
the  child,  which  may  have  some  bearing  on 
the  medical  recommendations.  Every  pre- 
caution is  taken  to  relieve  the  child’s  pos- 
sible anxiety  regarding  his  illness  and  con- 
tact with  the  service,  particularly  that  of  his 
first  clinic  visit.  Therefore,  before  the 
child’s  first  visit,  considerable  effort  is  made 
by  the  medical  social  worker  to  see  that  the 
child  has  a good  understanding  of  the  clinic 
procedure  and  the  probable  nature  of  the 
examination.  Following  the  medical  recom- 
mendations made  by  the  pediatrician,  the 
medical'  social  worker  or  the  local  public 
health  nurse  (depending  upon  which  service 
has  assumed  major  responsibility  for  the 
child’s  follow-up  care)  give  an  interpretation 
to  the  family,  of  the  medical  recommenda- 
tions to  be  followed  in  the  care  of  the  child 
at  home. 

Medical  records,  including  social  material, 
are  kept  on  every  child.  A medical  secretary 
employed  by  the  state,  attends  the  clinic  and 
is  available  to  the  pediatrician  for  recording 
recommendations. 

A post  clinic  conference  is  held  with  the 
staff  for  the  purpose  of  discussing  medical, 
social  and  nursing  aspects  of  every  child 
observed  in  the  clinic,  as  well  as  those  in  the 
hospital  and  convalescent  home  presenting 
problems.  Thus,  all  of  the  facts  may  be 
pooled  and  used  to  best  advantage  in  carry- 
ing out  medical,  nursing  and  social  plan  for 
the  patient.  The  entire  pitch  of  medical 
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treatment  is  individualizing  the  child  in  his 
own  environment  and  enabling  him  to  obtain 
maximum  benefit  from  his  treatment  and  to 
make  a satisfactory  adjustment  to  his  illness. 
This  is  done  through  the  cooperation  and 
team  work  of  the  doctor,  the  medical  social 
worker,  the  nurse,  the  social  agency,  the 
school  and  the  family. 

My  observation  over  the  years  of  my  ex- 
perience with  the  child  with  rheumatic  fever, 
as  well  as  during  the  past  few  months  under 
this  specialized  program,  has  been  that  the 
child  usually  comes  from  the  home  that  has 
not  been  adequate  from  the  standpoint  of 
shelter  (which  includes  heat,  light,  crowded 
home  conditions),  diet,  budget,  etc.  It  is  not 
uncommon  to  find  a family  with  adequate 
financial  resources  to  meet  their  current  ex- 
pense, but  who  are  incapable  of  dealing  with 
the  child  who  has  been,  and  is,  a feeding 
problem.  Unless  the  home  conditions  can  be 
improved,  the  investment  on  medical  care 
and  treatment  cannot  be  used  to  best  ad- 
vantage. Such  a change  of  these  conditions 
is  naturally  brought  about  somewhat,  by  the 
combined  efforts  of  all  those  interested  in 
planning  for  the  child. 

In  the  specialized  program,  you  have  the 
benefit  of  the  medical  social  worker  whose 
efforts  are  entirely  directed  towards  in- 
fluencing attitudes  of  the  child  and  his  fam- 
ily, uncovering  community  resources  (such 
as  the  social  agencies)  who  help  the  family 
to  make  changes  in  his  social  and  environ- 
mental situation. 

If  the  child  is  found  to  be  acutely  ill  and 
care  cannot  be  carried  out  at  home,  he  is 
hospitalized  until  the  acute  symptoms  have 
disappeared.  At  the  time  of  the  examina- 
tion, since  the  pediatrician  has  a complete 
history,  including  physical  examination,  lab- 
oratory findings,  social  history,  etc.,  he  is 
able  to  make  his  diagnosis  and  recommenda- 
tions upon  the  basis  of  these  findings.  Fre- 
quently it  is  necessary  for  the  patient,  as 
well  as  the  parents,  to  have  further  inter- 
pretation of  the  diagnosis,  after  it  has  been 
given  by  the  doctor,  before  he  can  accept  his 
situation.  Here  again,  the  medical  social 
worker  is  called  upon  to  help  the  patient 
and  his  parents  to  accept  diagnosis  and  treat- 
ment plans.  Also  in  carrying  out  treatment 
plans,  the  diagnosis  must  be  interpreted  to 
the  public  health  nurse,  school  nurse,  etc., 
who  are  to  help  supervise  the  child’s  health. 
It  must  likewise  be  interpreted  to  the  social 


agency  that  may  be  planning  with  the  fam- 
ily, or  who  may  be  called  upon  to  improve 
their  housing  and  general  living  conditions. 

When  the  child  is  no  longer  in  need  of  hos- 
pitalization and  is  still  in  need  of  careful  su- 
pervision, convalescent  care  is  provided  at 
Hattie  B.  Munroe  Home,  for  which  the  state 
pays  $2.00  per  day.  Care  at  the  Convales- 
cent Home  includes  nursing  and  schooling  as 
well.  Occupational  therapy  is  desired  and 
we  hope,  can  be  arranged  during  the  con- 
valescent period  as  the  program  progresses. 
I believe  that  the  continuation  of  the  child’s 
school  program  is  of  paramount  importance 
and  has  definite  psychologic  and  therapeutic 
values.  In  all  of  my  thirty  odd  years  of 
practice,  it  has  been  my  experience  that  it 
is  the  exception,  when  the  child  does  not  pre- 
sent a behavior  problem,  in  some  area,  when 
faced  with  adjusting  to  a long  illness.  I 
might  add  that  it  is  likewise  rare,  when  the 
child’s  family  does  not  go  through  a period 
of  great  anxiety  and  emotional  disturbance 
as  they  attempt  to  accept  the  diagnosis.  The 
reaction  of  the  (child’s)  family  can  hardly 
escape  affecting  and  influencing  in  one  way 
or  another,  the  child’s  acceptance  of  his  ill- 
ness. Again,  my  experience  has  been  that 
the  child  with  rheumatic  fever  has  greater 
difficulty  adjusting  to  this  disease  than  al- 
most any  other  disease.  Anxiety  is  a first, 
and  very  natural  reaction  which  we  find 
manifestating  itself  in  diverse  forms.  It  has 
been  my  observation  that  if  this  anxiety 
can  be  relieved  when,  and  as  it  is  presented, 
through  interpretation  of  the  disease  and  its 
implications  to  the  family  and  the  child, 
many  of  the  child’s  behavior  problems  will 
be  eliminated.  1 do  not  mean  to  say  that  this 
will  remedy  all  behavior  problems.  In  addi- 
tion to  the  child’s  and  his  family’s  appre- 
hensiveness to  the  disease,  there  are  many 
social  problems  which  must  be  met  and 
which  may  be  playing  a very  definite  part 
in  the  child’s  reaction  to  his  illness.  The 
child  is  usually  aware  of  the  financial  status 
of  the  home.  He  knows  whether  his  long 
period  of  illness  is  working  an  additional 
burden  on  the  already  strained  financial 
resources.  He  senses  the  family  tenseness 
over  trying  to  rearrange  the  budget  to  meet 
the  extra  expense  for  his  medical  and  physi- 
cal needs.  Warm  dry  surroundings,  a more 
adequate  diet,  rich  in  vitamins  to  build  up  a 
resistance  and  prevent  further  respiratory 
infection,  is  recommended.  A bed  for  the  pa- 
tient where  he  can  get  adequate  rest  and 
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sleep  is  advised.  The  child  knows  that  he 
has  been  lucky  to  have  a part  of  a bed,  let 
alone  a whole  bed  to  himself  in  the  crowded 
household.  The  child  knows,  and  the  fam- 
ily knows,  that  the  entire  household  plan 
must  be  rearranged  if  the  child’s  medical 
needs  are  to  be  met.  I have  seen  families 
with  sufficient  financial  and  physical  re- 
sources to  meet  their  medical  problem,  under 
great  emotional  strain,  go  through  a pretty 
difficult  period  of  adjustment  before  the 
implication  of  the  disease  could  be  accepted. 
Is  it  strange  that  the  child  or  family  with 
less  financial  resources  and  social  stability, 
would  meet  their  frustration  over  their  situa- 
tion in  such  behavior  as  stealing,  lying,  sex 
delinquency,  disobedience,  and  other  mani- 
festations? These  behavior  problems  pre- 
sent themselves  in  various  ways — of  course 
depending  upon  the  child’s  physical  and  emo- 
tional needs. 

We  find  frequently  that  school  work 
serves  as  good  therapy  and  can  be  made 
a part  of  the  treatment  program  in  deal- 
ing with  the  behavior  problem.  The  child’s 
mind  is  not  only  occupied  but  he  is  keep- 
ing up  with  his  regular  grade  and  need 
not  have  conflict  about  falling  behind  his 
class.  The  medical  social  worker  plays  an 
important  part  here  because  of  her  knowl- 
edge of  the  financial,  social  and  emotional 
factors  which  may  have  some  bearing  on  the 
child’s  behavior  problem.  Because  of  her 
special  training  and  understanding,  she  is 
able  to  give  helpful  consultative  service  to 
the  nursing  staff  at  the  convalescent  home, 
during  periods  when  a conference  is  held 
with  the  staff  for  that  purpose.  Through 
this  cooperation  the  medical  social  worker 
constantly  is  aware  of  the  child’s  problems 
and  conflict  during  his  convalescent  period 
and  therefore,  is  better  able  to  understand 
and  plan  with  the  child  after  he  returns  to 
his  own  home,  as  well  as  interpret  the  mean- 
ing of  the  illness  to  the  child  and  his  family. 
Foster  home  care  is  arranged  for  the  child  on 
an  individual  basis  as  the  need  arises.  The 
same  fee  is  paid  for  his  care  there  as  at  the 
convalescent  home.  Some  children  are  un- 
able to  adjust  to  institutional  care  and  I feel 
in  these  instances,  it  is  better  to  give  him 
individualized  attention,  than  to  increase  his 
conflict  by  forcing  convalescent  care.  I feel 
it  is  imperative  that  regardless  of  what  plan 
is  to  be  made  for  the  child,  it  not  be  forced, 
as  more  will  be  lost  than  gained  if  the  child 
or  his  parents  are  not  ready  to  accept  this 


recommendation.  It  is  not  infrequent  that 
the  treatment  plan  is  deferred  until  the  child 
and  his  family  feel  more  secure  in  going 
ahead  with  such  a program.  Children  in  the 
convalescent  home  are  observed  once  a week 
by  the  pediatrician.  The  public  health  nurse 
and  medical  social  worker  accompany  the 
doctor  and  are  available  as  their  services 
seem  indicated.  Medical  charts  are  kept  and 
sedimentation  rates  are  done  on  the  children 
regularly,  during  their  entire  convalescent 
care. 

Home  visits  are  made  by  the  pediatrician 
to  the  child  in  his  own  home  when  it  is  neces- 
sary. The  nurse  and  medical  social  worker, 
who  are  in  close  contact  with  the  child,  make 
regular  reports  on  the  progress  of  the  child 
to  the  pediatrician  at  the  weekly  conference. 

In  summing  up  the  problem,  I feel  defin- 
itely that  the  treatment  of  rheumatic  infec- 
tion in  children  is  not  only  making  the  diag- 
nosis and  providing  medical  care  and  treat- 
ment in  the  hospital,  the  convalescent  home 
and  the  foster  home.  It  extends  much  fur- 
ther than  this,  as  it  involves  education  of 
the  parents,  as  well  as  the  child,  regarding 
the  implications  of  his  disease.  Unless  we 
can  give  them  some  insight  and  awareness  of 
the  many  factors  which  must  be  given  con- 
sideration in  the  treatment  of  the  child,  we 
have  failed  in  the  major  part  of  the  treat- 
ment program.  From  experience,  we  know 
that  when  children  return  to  the  family  en- 
vironment, without  instructions  regarding 
patient’s  diet,  housing,  activity,  etc.,  treat- 
ment alone  will  not  prevent  further  recur- 
rence. • 

The  State  Rheumatic  Fever  Program  em- 
phasizes seeing  the  child  as  a whole,  seeing 
him  biologically  as  well  as  psychologically. 
The  child’s  examination  does  not  merely  end 
with  a diagnosis  of  heart  disease  and  treat- 
ment, but  the  care  of  the  child  as  a whole. 
For  example,  if  the  child  has  foci  of  infection 
(tonsils,  adenoids,  sinus,  teeth),  treatment 
and  care  is  arranged.  If  a child  has  a dietary 
deficiency,  this  is  handled  by  the  various 
departments  of  the  University  of  Nebraska 
Dispensary.  Likewise  if  the  social,  emo- 
tional factors  need  consideration  and  treat- 
ment, it  is  handled  through  our  medical 
social  service  department. 

In  this  article,  I should  like  to  call  atten- 
tion to  the  Child  Heart  Clinic  which  was 
established  at  the  University  of  Nebraska 
Dispensary  in  1929  and  functioned  until  the 
State  Rheumatic  Fever  Program  was  set  up. 
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It  was  realized  by  certain  members  of  the 
University  Staff  that  the  students  were  leav- 
ing the  institution  without  a full  knowledge 
of  the  enormous  problem  of  rheumatic  infec- 
tion. To  Doctor  Poynter,  Dean  of  the  Uni- 
versity of  Nebraska  College  of  Medicine,  who 
has  realized  the  great  problem  of  rheumatic 
infection  in  the  state  of  Nebraska,  through- 
out the  years,  goes  to  a large  extent,  the 
credit  for  the  present  rheumatic  fever  pro- 
gram. Also  a great  deal  of  credit  goes  to 
the  Nebraska  Society  for  Crippled  Children 
and  the  Crippled  Children’s  Advisory  Com- 
mittee, appointed  by  the  governor,  for  keep- 
ing the  interest  in  such  a program  active 
which  finally  resulted  in  the  development  of 
the  present  State  Rheumatic  Fever  Program. 

From  the  writer’s  experience  for  a period 
of  over  fifteen  years  in  the  University  of 
Nebraska  Child  Heart  Clinic  and  the  shorter 
period  of  experience  in  Service  for  Crippled 
Children  extension  clinics  over  the  state,  he 
would  estimate  that  there  are  five  thousand 
rheumatic  fever  cases,  in  the  state  of  Ne- 
braska, many  of  whom  do  not  receive  ade- 
quate care,  either  because  of  unawareness 
of  the  disease  or  because  of  lack  of  financial 
resources  to  meet  a long  convalescent  medical 
care  program. 

The  program,  to  begin  with,  was  set  up 
on  a limited  basis  for  the  first  year,  to  de- 


termine the  extent  and  need  of  services.  We 
find  that  the  number  of  clinic  appointments, 
hospital  beds  and  convalescent  home  beds, 
are  not  sufficient  to  meet  the  need.  Consid- 
ering the  number  of  children  being  referred, 
it  will  be  necessary,  if  we  are  to  meet  the 
need,  to  double  the  capacity  next  year  of  the 
number  of  clinics  held  per  month  and  bed 
space  both  at  the  hospital  and  convalescent 
home.  It  would  also  seem  wise  to  continue, 
for  the  present,  to  confine  the  services  to  a 
limited  area. 

I wish  to  close  this  paper  with  an  acknowledge- 
ment to  the  staff  that  has  worked  so  closely  and 
faithfully  with  me  as  we  have  launched  this  much 
needed  medical,  social  and  nursing  care  program. 
It  has  only  been  through  the  close  cooperation  and 
help  of  the  medical  social  worker,  the  public  health 
nurse  (who  has  been  assigned  to  the  program),  and 
the  medical  secretary,  that  this  program  has  moved 
ahead  so  gratifyingly.  In  addition  to  these  staff 
members,  I am  as  deeply  grateful  and  indebted  to 
the  University  Dispensary  staff,  the  director,  the 
pediatrician,  the  dentist,  the  clinic  nurse,  the  nu- 
tritionist, as  well  as  the  medical  staff  at  the  Uni- 
versity Dispensary  and  Hospital  on  Consultation 
Service. 

I want  also  to  express  my  appreciation  to  the 
public  health  nurses  (visiting  nurses,  school  nurses, 
Douglas  and  Sarpy  County  public  health  nurses), 
the  social  agencies  (public  and  private),  and  the 
schools. 

I also  want  to  mention  the  fine  cooperation  of  the 
physicians  who  have  referred  children  to  the  pro- 
gram. They  have  shown  a splendid  response. 


* * * 


HEALTH  SERVICE  FOR  ALL 

Making  health  service  available  to  everybody  is 
the  object  of  a nationwide  agitation  which  appears 
in  different  forms  all  over  the  country.  Social  wel- 
fare experts  have  been  studying  the  problem  for  a 
long  time;  public  interest  is  becoming  aroused; 
legislators  are  feeling  the  pressure. 

In  Minnesota,  two  legislative  bills  are  up  for  con- 
sideration, one  sponsored  by  the  state  medical  asso- 
ciation, the  other,  known  as  the  medical  insurance 
bill,  backed  by  supporters  of  the  cooperative  medi- 
cine idea. 

The  medical  association  bill  is  designed  with  the 
avowed  purpose  in  view  “to  make  possible  a wider 
and  more  timely  availability  of  medical  care.”  It 
provides  for  non-profit  medical  service  corporations, 
which  can  be  created  by  21  or  more  doctors. 

The  medical  insurance  bill  would  permit  as  few  as 
seven  persons  to  set  up  medical  care  plans.  It  opens 
the  way  to  a wide  variety  of  experimentation,  any 
class  of  citizens  may  form  a plan. 


The  Minneapolis  Star-Journal  considers  the  at- 
tempts to  solve  an  important  problem  and  says: 

“The  field  of  medical  economy — that  is,  the  study 
and  practice  of  how  the  public  is  to  pay  for  its  medi- 
cal care — is  complicated  and  relatively  new.  As  a 
Fortune  magazine  article  showed,  various  ap- 
proaches to  the  problem  are  being  made  in  different 
parts  of  the  country.  There  appears  to  be  no  single 
solution  yet  which  can  be  labelled  unreservedly  as 
‘best’  or  even  as  ‘entirely  satisfactory.’ 

“No  one  wants  the  doctors  to  go  unpaid  for  their 
extra  years  spent  in  education  nor  for  their  invest- 
ment in  equipment.  What  is  needed  is  some  scheme 
which  will  broaden  the  doctors’  ‘market.’  More  peo- 
ple paying  less  seems  to  be  a reasonable  goal.” 

Some  form  of  insurance  seems  the  most  logical 
method  of  preparing  for  the  uncertainties  of  need- 
ing health  service.  The  alternative  would  be  social- 
ized medical  practice  which  the  majority  in  the  pro- 
fession oppose. 


— From  Beatrice  Sun. 


The  Public  Health  Aspect  of 
Rheumatic  Fever* 

ESLEY  J.  KIRK,  A.B.,  M.A.,  M.D. 
Omaha,  Nebraska 


From  a general  point  of  view,  rheumatic 
fever  has  been  used  synonymously  with 
chronic  heart  disease,  so  much  so,  that  at 
times  the  medical  profession  has  lost  sight 
of  the  disease  as  a specific  entity  with  its 
various  problems  of  etiology  and  prevention. 
Rheumatic  fever  constitutes  a challenge  to 
the  medical  profession  based  upon  its  inci- 
dence and  more  so  especially  upon  its  mor- 
bidity. It  is  important  to  consider  rheu- 
matic fever  not  only  from  the  standpoint  of 
treatment,  but  also,  from  that  of  prevention 
and  convalescence. 

Although,  rheumatic  fever  has  been  recog- 
nized as  a specific  disease  for  over  fifty 
years,  its  etiology  is  still  unknown.  In  1888, 
Cheadle  referred  to  a rheumatic  virus  as  the 
cause  of  rheumatic  fever.  This  point  is  still 
being  debated  today.  Since  Poynton  and 
Payne  have  shown  the  close  association  of 
the  streptococcus  to  rheumatic  fever,  many 
investigations  have  been  published,  pro  and 
con,  on  this  subject.  I shall  not  now  go  into 
the  many  details  of  these  studies,  but  shall 
state,  as  has  already  been  stated,  that  a 
rheumatic  individual  is  one  who,  either  be- 
cause of  hereditary  or  acquired  reasons,  is 
less  capable  of  “handling”  an  acute  strepto- 
coccal infection  than  is  a non-rheumatic  per- 
son. Perhaps  rheumatic  fever  is  comparable 
to  the  immunological  mishap  that  occurs 
when  an  individual  develops  nephritis  follow- 
ing a streptococci  infection. 

In  incidence,  rheumatic  fever  easily  ranks 
with  other  important  diseases  such  as  tuber- 
culosis, syphilis,  and  poliomyelitis.  It  has 
been  shown  that,  if  all  ages  are  taken  to- 
gether, rheumatic  fever  ranks  third  as  a 
chronic  infectious  disease.  It  is  exceeded 
only  by  tuberculosis  and  syphilis.  Plowever, 
in  individuals  under  twenty  years  of  age, 
rheumatic  fever  causes  more  deaths  than 
pulmonary  tuberculosis,  and  more  deaths 
than  pertussis,  measles,  meningitis  (mening- 
ococcus), diphtheria,  scarlet  fever,  and  polio- 
myelitis combined.  Yet  the  program  and 
funds  set  aside  for  the  prevention  and  treat- 
ment of  rheumatic  fever  are  insignificant  as 
compared  even  to  the  problem  of  poliomyeli- 
tis. 

*Read  at  the  Douglas  County  Medical  Society,  September  26, 
1944.  M.  E.  Hospital  Staff  Meeting. 


Paul  in  his  studies  estimated  that  there  are 
from  350  to  700  cases  of  rheumatic  fever 
per  every  100,000  population  or  from  460,000 
to  900,000  cases  in  the  United  States.  Cabot 
in  an  analysis  of  600  autopsy  cases  of  fatal 
heart  disease  found  278  which  were  classed 
as  of  rheumatic  in  origin.  It  is  estimated 
that  deaths  among  all  patients  with  rheu- 
matic fever  within  the  first  years  of  the  at- 
tack will  vary  between  two  and  five  per  cent 
and  among  patients  where  acute  carditis  is 
shown  as  the  initial  feature,  the  rate  will  be 
15  to  20  per  cent.  White  states,  that  about 
35  per  cent  of  all  cases  of  heart  disease  in 
Boston  are  due  to  rheumatic  fever. 

There  is  a strong  familial  tendency  in  its 
occurrence.  As  high  as  8 to  10  per  cent  of 
exposed  individuals  in  rheumatic  families 
have  acquired  the  disease  as  compared  to  3 
per  cent  in  control  families.  Hereditary  fac- 
tors are  strongly  suggested.  The  age  factor 
seems,  by  consensus  of  opinion  to  be  definite. 
The  initial  attack  of  rheumatic  fever  usually 
occurs  between  the  ages  of  four  and  fifteen, 
and  rarely  is  seen  before  the  age  of  two  or 
after  the  age  of  twenty.  Seasonal  occur- 
rences are  rather  striking.  The  highest  inci- 
dence of  attacks  is  in  the  late  winter  and 
early  spring.  Climate  plays  an  important 
role  in  its  occurrence.  The  temperate  zone 
and  damp  cold  climate  predispose  toward  the 
disease.  Some  authors  have  shown  that  the 
geographical  distribution  of  the  streptococ- 
cus does  not  compare  with  the  geographical 
distribution  of  rheumatic  fever.  The  social 
and  economic  factors  are  important.  Damp 
and  congested  living  quarters  increase  the 
incidence  of  rheumatic  fever.  Some  refer 
to  rheumatic  fever  and  the  “crowded  dis- 
ease.” Malnutrition,  lack  of  sunshine,  in- 
ferior medical  care,  and  inadequate  clothing, 
all  must  be  considered  in  the  occurrence  of 
the  disease. 

Hubble,  in  his  study  of  the  “Nature  of  the 
Rheumatic  Child,”  concluded  that  nervous  in- 
stability is  a factor  and  suggests  that  treat- 
ment should  include  psychotherapy  and  se- 
dation to  remove  growing  pains,  reduce 
chorea,  and  improve  the  mental  and  physical 
state  of  the  child.  Race  is  also  a factor  in 
the  occurrence  of  rheumatic  fever.  In  gen- 
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eral,  the  occurrence  is  greater  in  the  white 
races  than  in  the  Negro  race.  The  Negro 
patient  with  rheumatic  heart  disease  tends  to 
die  at  an  earlier  age  than  does  the  white 
patient. 

It  is  of  interest  to  note  that  from  Glover’s 
study  of  the  incidence  of  rheumatic  fever 
in  England  since  the  war,  there  has  been  a 
decrease  in  the  number  of  rheumatic  fever, 
chorea,  and  rheumatic  heart  disease  cases. 
He  explains  this  as  follows: 

1.  A decrease  in  poverty  due  to  abundant 
employment  during  war  times. 

2.  Providing  of  adequate  diets  of  milk 
and  solid  foods  for  school  children. 

3.  Piecreation  out  of  doors  and  in  the 
country  by  war  time  evacuation  from  cities 
and  congested  areas. 

From  the  recognition  of  the  Public  Health 
aspect  of  rheumatic  fever,  there  have  de- 
veloped special  clinics,  sanitariums  and  con- 
valescent homes,  research  societies,  National 
and  International  Committees  for  the  study 
of  rheumatic  fever. 

Various  states  have  developed  programs 
for  the  care  of  rheumatic  fever  cases  under 
the  Social  Security  Act.  Up  to  1943,  four- 
teen states  had  adopted  such  programs  and 
are  receiving  federal  funds  to  aid  in  develop- 
ment of  these  programs.  Ten  additional 
states  have  informed  the  Children’s  Bureau 
of  their  interest  in  such  a program.  In 
about  half  of  these  state  programs,  children 
are  given  hospital  care  during  the  chronic 
phase  of  the  rheumatic  fever,  in  convales- 
cent homes.  These  homes  are  also  being 
used  for  those  recovered  from  the  diseases, 
but  who  are  not  up  to  par  because  of  the 
recent  attack  of  rheumatic  fever  or  seme 
other  illness.  Occupational  and  rehabilita- 
tion programs  are  being  developed. 

In  developing  any  well-organized  plan  for 
the  care  of  the  rheumatic  fever  patient,  it  is 
of  utmost  importance  that  the  medical  pro- 
fession become  better  acquainted  with  the  in- 
cidence of  the  disease,  the  morbidity  rate,  the 
etiological  factors,  the  prevention,  the  early 
recognition  and  the  management  of  the  dis- 
ease. Criticism  that  I would  offer,  would  be 
the  same  as  those  in  other  disorders  in  which 
there  was  an  apparent  lag  of  medical  inter- 
est so  that  programs  for  the  study  and  con- 
trol of  diseases  come  from  other  sources  than 
medical  profession.  In  rheumatic  fever  that 
lag  is  apparent.  As  expressed  in  the  open- 
ing statement,  so  frequently  the  rheumatic 


fever  patient  is  studied  and  treated  as  a 
singled  unit,  with  no  interest  shown  in  the 
questions  of  “From  where  did  this  case 
arise?”  and  “Where  is  he  going?”  The 
investigation  in  this  patient’s  social  and  en- 
vironmental status  is  important.  It  is  evi- 
dent that  any  control  program  should  center 
on  the  family.  If  this  rheumatic  fever  pa- 
tient about  whom  we  are  talking  or  even  one 
parent  in  the  family  is  found  to  have  the  ac- 
tive disease  it  can  be  assumed  that  the  con- 
ditions which  favored  its  occurrence  are 
present  in  the  family,  and  at  least  the  other 
members  should  be  examined.  After  the 
patient  has  recovered  or  improved,  he  is  dis- 
missed. Where  he  goes  and  what  he  does 
is  seldom  known.  A well  functioning  follow- 
up program  is  now  needed,  and  again,  it  is  a 
feature  of  the  medical  service  and  study  that 
is  very  important. 

Sanitariums  or  convalescent  homes,  or, 
adequately  controlled  convalescent  periods, 
are  at  this  time  necessary.  Provisions  for 
bed  care,  often  for  a long  period,  are  fre- 
quently inadequate. 

Cooperation  of  physicians  with  various 
organizations  to  aid  in  the  social  and  eco- 
nomic status  in  the  convalescing  period  is  de- 
sired, and,  often  lacking.  Agencies,  includ- 
ing physician’s  clinics,  hospitals,  convales- 
cent homes,  local  and  state  welfare  societies, 
particularly  — crippled  children’s  organiza- 
tions, voluntary  nursing  organizations, 
groups  interested  in  occupational  and  voca- 
tional therapy,  medical  social  service,  local 
and  state  health  departments,  and  the  fed- 
eral government — must  all  cooperate  in  the 
program  of  prevention  and  treatment. 

Since,  as  previously  stated,  rheumatic 
fever  ranks  third  among  the  chronic  infec- 
tious diseases — exceeded  only  by  tuberculosis 
and  syphilis  — surely  rheumatic  fever  falls 
into  line  as  the  next  Public  Health  Problem. 
If  we,  as  a profession  will  keep  ourselves 
informed  and  actively  take  a part  in  the 
general  problem  of  rheumatic  fever,  perhaps, 
then,  we  can  rightly  direct  rather  than  be 
directed. 


PENICILLIN  FOR  MENINGOCOCCEMIA 

The  prompt  administration  of  penicillin  in  the  case 
of  a Water-house  Friderichsen  syndrone  accounts  for 
at  least  one  favorable  recovery,  J.  M.  Hayes,  M.D., 
Los  Angeles,  and  John  F.  Whalen,  M.D.,  Altadena, 
Calif.,  report  in  The  Journal  of  the  American  Medi- 
cal Association  for  March  17.  With  the  increasing 
prevalence  of  meningococcic  meningitis  there  also 
has  been  an  associated  rise  in  the  number  of  cases 
of  the  so-called  Waterhouse-Friderichsen  syndrome. 


Recent  Advances  in  Rheumatic  Fever 

JOHN  M.  THOMAS,  M.D. 

Omaha,  Nebraska 


Rheumatic  fever  is  the  most  frequent 
cause  of  heart  disease  under  forty  years  of 
age.  While  the  incidence  of  the  disease  is 
probably  not  increasing,  the  frequency  with 
which  it  is  being  diagnosed  is  increasing. 
Furthermore,  as  the  physician  becomes  bet- 
ter acquainted  with  it,  the  diagnosis  is  being- 
made  earlier  in  the  course  of  the  disease  than 
formerly. 

Facts  relating  to  the  epidemiology  of  the 
disease  are  far  from  adequate.  We  have 
long  known  its  predilection  for  the  temper- 
ate zone  and  for  the  colder  months  of  the 
year  and  its  prevalence  among  the  less 
favored  economic  groups. 

There  is  no  conclusive  evidence  that  rheu- 
matic fever  is  a contagious  disease,  although 
the  fact  that  we  frequently  see  several  cases 
of  the  disease  in  the  same  family  has  led 
some  observers  to  this  conclusion. 

The  etiology  is  unknown  although  a great 
deal  of  time,  effort  and  talent  has  been  spent 
to  identify  positively  the  causative  organ- 
ism. The  view  that  the  rheumatic  process  is 
probably  initiated  or  activated  by  strepto- 
coccal respiratory  infections  has  been  widely 
accepted,  although  the  evidence  supporting 
this  thesis  is  by  no  means  conclusive.  It  is 
true  that  most  initial  attacks  of  the  disease 
follow  a streptococcal  upper  respiratory  in- 
fection. Many  recurrences,  however,  are  not 
associated  with  such  an  infection.  Further- 
more, many  respiratory  infections  caused  by 
the  streptococcus  are  not  followed  by  rheu- 
matic fever.  All  attempts  to  reproduce  the 
disease  in  experimental  animals  have  been 
unsuccessful. 

A good  deal  of  indirect  evidence  is  avail- 
able to  support  the  view  that  the  strepto- 
coccus is  the  etiologic  agent11' 2 >.  Mote  and 
Jones(2)  have  shown  that  persons  convales- 
cent from  hemolytic  streptococcal  infections 
develop  antibodies  to  one  or  more  products 
of  the  streptococcus.  Antistreptolysin  “0” 
is  one  of  the  more  constant  products  of  such 
antibodies  and  is  formed  equally  well  follow- 
ing scarlet  fever,  hemolytic  streptococcal 
pharyngitis  and  the  first  attack  of  acute 
rheumatic  fever.  About  75%  of  recurrences 
of  acute  rheumatic  fever  are  associated  clin- 
ically with  an  upper  respiratory  infection 


and  most  of  these  patients  develop  in- 
creased antistreptolysin  “0”  titres.  This 
suggests  a close  relationship  between  the 
streptococcus  and  acute  rheumatic  fever. 
However,  a streptococcal  pharyngitis  may 
occur  with  an  increased  antistreptolysin  “0” 
titre  and  no  reactivation  of  the  acute  rheu- 
matic fever.  Furthermore,  the  antistrepto- 
lysin “O”  titre  may  gradually  return  to  nor- 
mal in  the  face  of  continuous,  and  often  se- 
vere or  even  fatal  active  rheumatic  infection. 

The  ages  of  greatest  incidence  of  acute 
rheumatic  fever  are  five  to  fourteen  and 
twenty-five  to  thirty-four  years.  It  is  pos- 
sible for  it  to  occur  at  any  age,  however.  It 
has  been  reported  in  a newborn  baby  and 
has  been  demonstrated  at  autopsy  in  a fif- 
teen-month-old infant. 

The  common  symptoms  of  the  disease  are 
so  well  known  that  nothing  is  to  be  gained  by 
dwelling  upon  them  at  length.  It  does  seem 
important  to  emphasize,  however,  that  in  Ne- 
braska the  symptoms  of  the  disease  tend  to 
be  milder  than  those  seen  in  children  in  New 
England  or  the  Great  Lakes  region  and  one 
is  repeatedly  impressed  with  the  fact  that 
children  suffering  from  the  disease  in  this 
part  of  the  country  seldom  present  a typical 
“text-book”  picture  of  the  condition.  Its 
subtlety  increases  the  difficulty  of  making 
diagnosis  but  by  no  means  lessens  the  sever- 
ity of  the  consequences  of  the  infection. 

The  disease  has  been  so  well  publicized  in 
the  lay  press  that  the  classic  symptoms  of 
migratory  arthritis,  fever  and  warm  swollen 
joints  are  enough  to  suggest  the  disease  even 
to  parents.  Other  symptoms,  less  well 
known,  but  much  more  common  than  gen- 
erally appreciated  are  pallor,  nosebleed,  sore 
throat,  weight  loss  and  fatigue.  Less  com- 
mon symptoms  and  signs  are  chills,  sweat- 
ing, tachycardia,  arrhythmia,  splenic  en- 
largement.* Subcutaneous  nodules  or  ery- 
themia  annulare  rheumatic  are  seen  less 
commonly.  Abdominal  pain  is  a frequent 
occurrence  and  may  easily  be  confused  with 
appendicitis (3),  especially  if  it  happens  to  be 
the  intial  symptom  of  acute  rheumatic  fever. 
The  sedimentation  rate  is  normal  in  proved 
cases  of  acute  appendicitis  unless  perfora- 

*Mitral  regurgitation  usually  develops  at  some  time  in  the 
course  of  one  of  the  attacks  of  the  disease  and  may  become 
permanent. 
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tion  has  occurred,  while  in  acute  rheumatic 
fever  the  sedimentation  rate  is  elevated.  If 
one  is  in  doubt,  however,  appendectomy 
should  be  performed. 

The  diagnosis  of  acute  rheumatic  fever 
seldom  offers  difficulty  provided  the  physi- 
cian considers  the  possibility.  The  most 
important  considerations  are  the  history  and 
physical  examination.  The  laboratory  may 
be  of  assistance  in  doubtful  cases.  The  cor- 
rected sedimentation  test  is  always  increased 
during  rheumatic  activity ( 4 ) and  is  useful 
not  only  in  the  differential  diagnosis  but  also 
in  determining  the  progress  of  the  patient. 
A falling  sedimentation  rate  is  a favorable 
prognostic  sign,  a rising  rate  an  indication 
of  increasing  activity  of  the  infection.  Much 
importance  was  at  one  time  attached  to  the 
electrocardiographic  findings.  The  wide  va- 
riations in  these  tracings  in  normal  children 
make  the  electrocardiograph  in  the  rheu- 
matic heart  patient  difficult  to  interpret  and 
less  significance  is  now  being  attached  to  it 
than  formerly. 

The  treatment  of  acute  rheumatic  fever 
has  not  changed  for  many  years.  It  con- 
sists of  prolonged  bed  rest  and  a nutritious 
diet  and  salicylates  for  the  control  of  fever 
and  joint  pains.  Recently  Coburn (5)  has  pre- 
sented new  evidence  indicating  that  salicy- 
lates, given  in  sufficient  amounts,  actually 
shorten  the  duration  of  the  disease  and  les- 
sen the  incidence  of  cardiac  involvement. 
We  are  now  awaiting  confirmation  of  these 
findings  by  other  workers.  Digitalis  has  no 
place  in  the  treatment  of  these  patients  ex- 
cept in  a few  who  are  badly  decompensated. 
The  sulfonamide  drugs  have  no  appreciable 
effect  upon  the  acute  attack  and  may  actual- 
ly be  harmful.  Antistreptococcal  sera  are 
similarly  ineffective.  Tonsillectomy  has  lit- 
tle or  no  effect  upon  the  course  of  the  dis- 
ease unless  the  tonsils  definitely  are  diseased. 

Until  recently,  there  seemed  to  be  as  little 
hope  of  preventing  acute  rheumatic  fever  as 
there  was  of  finding  a specific  curative 
agent.  Some  progress  has  been  made  in  the 
field  of  prevention,  however. 

First,  the  administration  to  patients 
known  to  have  had  rheumatic  fever,  of  hemo- 
lytic streptococcal  filtrates (6),  every  winter 
for  several  years,  has  reduced  the  number  of 
attacks  of  rheumatic  fever  and  the  incidence 
of  carditis  as  compared  with  controls.  It 


is  given  hypodermically  in  graduated  doses 
at  weekly  intervals.  (0.3,  0.6,  0.9  cc.  1:1000 
solution  followed  by  similar  doses  in  stronger 
concentrations) . 

Secondly,  evidence  is  accumulating  in  fa- 
vor of  the  prophylactic  use  of  the  sulfona- 
mides in  rheumatic  fever(7  8 9 10>.  It  is  given 
throughout  the  school  year  to  children  with 
a recent  history  of  acute  rheumatic  fever. 
The  dosage  has  varied  between  1.2  and  3 
gm.  per  day.  The  results  with  the  smaller 
doses  seem  to  be  as  good  as  those  with  the 
larger  doses  and  there  are  no  toxic  effects 
reported  with  the  smaller  doses,  as  there  are 
with  the  larger.  The  number  of  throat  cul- 
tures positive  for  B.  hemolytic  streptococci 
was  less  in  treated  than  in  control  patients. 
While  taking  sulfonamides,  recurrences  of 
rheumatic  fever  were  rare,  and  infections 
with  B.  hemolytic  streptococcus  were  almost 
entirely  eliminated.  About  35%  of  controls 
developed  major  attacks  of  acute  rheumatic 
fever  during  the  same  periods.  Sulfanila- 
mide, sulfadiazine  and  sulfathiazole  have 
been  used  with  success  in  this  connection. 
Most  observers  seem  to  favor  one  of  the  lat- 
ter two  drugs. 
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Early  in  the  history  of  electrocardiog- 
raphy many  physicians  were  confused  as  to 
its  utility  in  the  field  of  cardiology.  Some 
looked  upon  it  as  an  overrated  novelty.  Spe- 
cifically, they  could  not  correlate  positive 
clinical  findings  with  negative  electrocar- 
diographic tracings.  As  a diagnostic  pro- 
cedure they  therefore  considered  the  electro- 
cardiogram valueless.  On  the  other  extreme 
there  were  not  a few  over-optimistic  medical 
practitioners  who  regarded  the  tracing  as  an 
infallible  method  for  the  study  and  evalu- 
ation of  all  phases  of  heart  disease.  A posi- 
tive tracing,  in  the  estimation  of  this  latter 
group,  was  considered  an  ominous  sign 
which  sealed  the  doom  of  the  patient  to  the 
extent  that  he  might  never  again  be  allowed 
to  do  a day’s  work. 

While  these  concepts  may  have  been  based 
on  individual  observation  and  perhaps  con- 
tained some  truth  they  were  basically  wrong. 
1 suspect  that  the  misinterpretation  of  the 
real  value  of  the  electrocardiogram  was  the 
result  of  misinformation  on  the  clinical  prin- 
ciples for  which  it  was  designed  and  to  which 
it  has  thus  far  remained  limited.  Its  use- 
fulness, however,  is  not  in  any  sense  im- 
paired— provided  that  proper  interpretation 
is  placed  on  the  procedure. 

It  is  true  that  the  electrocardiogram  does 
not  detect  or  diagnose  heart  murmurs,  or 
valvular  heart  lesions,  but  it  is  also  true 
that  it  has  never  been  offically  claimed  that 
it  would  perform  these  feats.  Valvular  de- 
fects can  result  in  changes  in  the  myocar- 
dium. When  these  myocardial  changes  oc- 
cur they  may  be  reflected  in  the  electro- 
cardiograph. Some  of  the  electrocardio- 
graphic patterns,  produced  by  myocardial 
changes  secondary  to  valvular  lesions,  are  so 
typical  that  it  is  occasionally  possible  to  de- 
termine the  underlying  valvular  lesion  when 
the  diagnosis  could  not  be  ascertained  by 
auscultation.  However,  so  long  as  the  valvu- 
lar lesion  does  not  interfere  with  the  myo- 
cardium, or  the  conduction  system  of  the 
heart,  there  will  be  no  electrocardiographic 
findings  to  aid  in  the  diagnosis  of  the  valvu- 
lar heart  lesion.  To  condemn  the  electro- 
cardiogram, because  it  does  not  always  show 


abnormalities  in  the  presence  of  heart  mur- 
murs, would  be  as  irrational  as  to  condemn 
the  basal  metabolic  test  because  it  fails  to 
show  abnormal  changes  in  the  presence  of 
large  simple  colloid  goitres.  It  is  good  medi- 
cal practice  to  take  a basal  metabolism  test 
on  every  patient  who  presents  a large  simple 
colloid  goitre,  and  it  is  equally  good  medical 
practice  to  take  an  electrocardiograph  on  a 
patient  who  presents  a heart  murmur. 

The  excesses  committed  by  the  physician 
who  was  a radical  enthusiast  for  the  electro- 
cardiogram were  serious.  Actually,  by  it- 
self, the  electrocardiograph  has  no  prog- 
nostic value.  There  is  incontrovertible  evi- 
dence to  show  that  the  prognostic  signifi- 
cance that  a physician  attributes  to  an  elec- 
trocardiograph is  in  inverse  proportion  to 
his  knowledge  of  heart  disease.  It  is  true 
that,  given  certain  clinical  symptoms  and 
findings,  there  are  times  when  electrocar- 
diographic findings,  in  combination  with  the 
clinical  data,  may  add  to  the  accuracy  of  the 
evaluation  of  the  patient’s  future.  However, 
it  is  impossible  to  attach  this  same  prog- 
nostic value  to  a similar  electrocardiograph 
of  a patient  in  whom  the  clinical  symptoms 
and  findings  are  entirely  normal.  In  other 
words,  the  electrocardiograph  loses  its  prog- 
nostic value  in  the  absence  of  clinical  data. 
Even  in  the  presence  of  known  heart  disease, 
the  instances  in  which  the  electrocardiograph 
has  a prognostic  value  are  comparatively 
rare.  Diagnostically  it  is  extremely  valu- 
able; prognostically  its  value  is  usually 
negligible. 

To  cite  an  instance : the  electrocardio- 

graph is  almost  infallible  in  making  the 
diagnosis  of  acute  coronary  thrombosis.  The 
electrocardiographic  findings  in  acute  coro- 
nary thrombosis,  are  as  a rule,  very  charac- 
teristic, yet  it  is  impossible  to  predict  from 
the  tracing  whether  the  patient  will,  or  will 
not  survive  the  acute  episode.  There  are  no 
absolute  findings  on  the  electrocardiographic 
tracing  of  a patient  with  acute  coronary 
thrombosis  which  in  themselves  justify  the 
prediction  that  this  patient  will  live,  and  that 
patient  will  die,  as  the  immediate  result  of 
the  acute  attack.  Clinically,  there  are  find- 
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ings of  far  greater  prognostic  value  than  the 
electrocardiograph  in  attempting  to  arrive 
at  the  possibility  of  survival  from  an  acute 
attack  of  coronary  thrombosis. 

Serial  tracings  are  usually  taken  on  pa- 
tients who  have  had  an  acute  coronary 
thrombosis.  Here  again,  there  is  nothing  ab- 
solute in  the  sequence  of  changes  which 
take  place  on  the  electrocardiograph,  to  in- 
dicate when  the  patient  can  safely  be  allowed 
out  of  bed,  or  when  he  can  be  allowed  to  re- 
turn to  his  customary  occupation.  Clinically, 
on  the  other  hand,  the  indications  are  reason- 
ably clear.  It  is  good  medical  practice  to  take 
follow-up  basal  metabolic  tests  on  patients 
who  have  had  a thyroidectomy  because  of  a 
severe  thyrotoxicosis.  It  is  equally  good 
practice  to  take  repeated  electrocardio- 
graphic tracings  on  patients  who  have  had 
acute  coronary  thrombosis.  In  both  in- 
stances the  results  must  be  evaluated  in 
terms  of  the  previous  episode,  and  corollated 
with  the  clinical  status  of  the  patient,  and 
not  evaluated  as  an  unrelated  phenomenon. 

In  spite  of  the  lack  of  confidence  in  the 
electrocardiograph  on  the  part  of  many 
physicians  in  the  past,  the  electrocardio- 
graph is  today  the  most  accurate  and  reliable 
precision  reading  for  detecting  certain  car- 
diac diseases  and  disorders.  The  electro- 
cardiogram records  an  exact  registration  of 
the  rhythm  and  the  timing  mechanism  of 
the  heart.  Any  disturbances  in  rhythm,  or 
in  the  timing  impulse,  are  accurately  marked 
on  the  electrocardiographic  tracing.  With 
proper  interpretation  one  is  able  to  treat  and 
advise  patients  suffering  from  alterations  in 
conduction  and  rhythm  more  effectively  than 
was  possible  in  the  past. 

The  electrocardiogram  reflects  changes  in 
the  myocardium.  Some  of  these  changes  can 
be  interpreted  in  terms  of  coronary  circula- 
tion. In  fact,  some  of  the  electrocardio- 
graphic patterns  are  so  classically  charac- 
teristic that  we  are  able  to  say,  with  a fair 
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degree  of  accuracy,  which  particular  coro- 
nary branch  is  thrombosed.  We  are  able  to- 
day, with  the  aid  of  the  electrocardiogram,  to 
make  diagnoses  of  coronary  and  myocardial 
involvement  which  in  many  instances  could 
not  have  been  detected  previously  by  the 
most  precise  clinical  methods.  This  informa- 
tion has  improved  our  diagnosis  and  treat- 
ment of  patients  who  present  changes  in  the 
myocardium. 

There  is  another  interesting  point  concern- 
ing myocardial  changes  recorded  on  the  elec- 
trocardiograph. Of  the  patients  whose  elec- 
trocardiographic tracings  show  evidences  of 
myocardial  defects  as  a result  of  impaired 
coronary  circulation  it  can  be  said  that  statis- 
tically they  are  not  expected  to  live  out  their 
normal  span  of  life.  In  each  age  group  of 
the  persons  whose  heart  tracings  have  shown 
evidences  of  impaired  coronary  circulation,  a 
high  percentage  will  die  of  heart  disease  at 
an  earlier  than  normal  age.  These  conclu- 
sions are  based  solely  on  the  electrocardio- 
graphic findings,  without  reference  to  the 
clinical  data.  The  electrocardiogram  there- 
fore makes  it  possible  to  identify  a large 
group  of  persons  of  whom  it  can  positively 
be  said  that,  as  a group,  they  will  not  live  out 
their  normally  anticipated  span  of  life,  and  a 
high  percentage  will  die  of  heart  disease.  At 
the  present  time  it  is  impossible  to  make  any 
distinctions  in  respect  to  the  degree  of 
changes  or  the  type  of  electrocardiographic 
pattern  in  the  given  age  group  which  would 
enable  us  to  say  that  this  group  is  more 
promising  than  the  other.  However,  it  is 
anticipated  that  as  more  material  is  accumu- 
lated it  will  be  possible  to  break  down  the 
electrocardiographic  patterns  in  each  age 
group  and  arrive  at  a reasonable  expectancy 
for  each  group.  It  is  impossible  to  predict 
individually,  but  we  might  be  able  to  arrive 
at  a reliable  prediction  for  the  group.  Data 
of  this  type  should  be  an  aid  in  advising 
and  rehabilitating  patients  with  coronary 
heart  disease. 
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Subacute  Bacterial  Endocarditis  Treated 
with  Penicillin  and  Dicumarol 

GEO.  H.  MISKO,  M.D.,  F.A.C.P. 

Lincoln,  Nebraska 


Miss  M.  S.,  age  47,  single,  white,  was  seen  on 
March  16,  1944,  with  the  following  complaint:  Pa- 
tient became  ill  with  onset  of  chills  and  fever, 
dyspnea,  and  extreme  weakness.  She  had  been  feel- 
ing well  and  was  working  when  the  present  illness 
began.  On  the  first  day  she  had  three  or  four 
separate  chills  and  was  extremely  exhausted.  She 
was  sent  in  to  the  hospital  the  next  day.  She  had 
been  fatigued  and  had  tired  easily  since  January, 
1944. 

Inventory:  No  pain,  vertigo  or  headaches.  Has 

fever  and  chills.  Tires  easily.  Sleeps  poorly. 
Bowels  regular.  Appetite  good.  Ankles  swollen 
at  the  end  of  each  day.  Some  coughing.  Sight  and 
hearing  are  normal. 

Past  History:  Both  breasts  were  removed  in  1927, 
due  to  malignancy.  Tonsillectomy  in  1925.  Face 
and  arms  burned  in  1933.  Had  been  in  the  hospital 
each  year  for  a week  or  two  since  1937  with  decom- 
pensation. 

Examination:  Nutrition,  fair.  Blood  pressure, 

systolic,  90;  diastolic,  70.  Pulse,  irregular,  fair 
quality.  Head  and  neck,  essentially  normal.  Thor- 
ax, long  and  slender.  Moist  rales  at  the  base  of 
each  lung,  posteriorly.  Heart,  enlarged  to  the  left. 
Systolic  thrill  over  apex.  Mitral  murmur  transmit- 
ted to  the  axilla.  Abdomen,  liver  and  spleen  not 
enlarged.  No  fluid.  No  tumors.  Genito-urinary, 
not  examined.  Extremities,  normal.  Reflexes, 
normal. 

Special  Examinations:  March  18,  1944.  Electro- 

cardiogram disclosed  auricular  fibrillation  and  myo- 
cardial damage.  Hemoglobin,  80%  (11  gm.).  Leu- 
cocytes, 8,300.  Urine,  normal. 

March  21,  1944.  X-ray  of  chest.  Lungs  showed 
passive  congestion.  The  heart  showed  cardiac  en- 
largement, mitral  configuration,  the  rheumatic  type. 
Fluroscopic  and  radiographic  examinations,  pos- 
tero-anterior  and  left  oblique  positions,  72  " dis- 
tance. The  chest  was  symmetrical  and  the  lung 
fields  clear,  except  for  the  heavy  hilar  shadows 
which  extended  out  into  the  middle  zones  of  the 
lungs.  There  were  no  obvious  signs  of  broncho- 
pneumonia. The  pleural  sacs  were  not  remarkable. 
The  heart  showed  the  same  configuration  as  seen 
at  the  previous  examinations  (12-27-40).  There  was 
a general  enlargement  of  all  chambers.  The  con- 
figuration was  that  of  a dilated  heart  indicative 
of  advanced  mitral  regurgitation.  The  left  auricle 
was  very  prominent  as  was  the  pulmonary  conus. 
The  findings  have  been  compared  with  those  of 
the  last  examinations,  12-27-40.  The  cardiac  en- 
largement had  progressed,  and  the  myocardial  re- 
serve was  not  great.  During  the  period  of  observa- 
tion the  rate  was  normal,  but  the  rhythm  was  ir- 
regular. 

The  measurements  of  areas  were  as  follows: 


Postero-anterior  position : 

Interothoracic  diameter  27 

Transverse  arch 4 cm. 

Right  heart 5.5 


Left  heart - 10.5 

Interothoracic  diameter 27 

Index  27/16  equals  1.7  (a  low  index). 

Left  Oblique: 

Aorta: 

Length  9 cm. 

Interthoracic  diameter 19 

Index  19/9  equals  2 (a  normal  index). 
Heart: 

Right 6 cm. 

Left  8 

Interthoracic  diameter 19 

Index  19/14  equals  1.3  (a  very  low  index). 


March  22,  1944 — I saw  the  patient  for  the  first 
time.  Blood  culture  was  positive  for  strepococcus 
viridans.  A diagnosis  was  made  of  subacute  bac- 
terial endocardidis,  decompensation,  and  mitral  in- 
sufficiency. 

March  25,  1944 — Hemoglobin,  72%,  10.5  gm.  Leu- 
cocytes, 8,500.  Erythrocytes,  3,410,000. 

March  30,  1944 — Hemoglobin,  78%,  10.9  gm.  Leu- 
cocytes, 7,350.  Erythrocytes,  3,950,000. 

April  6,  1944 — Hemoglobin,  78%,  10.8  gm.  Leu- 
cocytes, 27,850.  Erythrocytes,  3,540,000.  Urine 
showed  1 plus  albumin. 

TREATMENT 

She  had  received  sulfadiazine  from  the  beginning 
of  the  illness.  On  March  20  the  sulfadiazine  was 
discontinued  because  of  nausea.  On  March  20  sulfa- 
merazine, gm.  2,  followed  by  .5  gm.  every  6 hours, 
was  given.  She  was  kept  on  sulfamerazine  until 
April  5.  During  this  time  the  blood  sulfa  level 
ranged  from  7 to  12.5  mg.  per  cent,  and  the  blood 
culture  remained  positive. 

On  April  6,  100  mg.  of  dicumarol  was  given.  The 
prothrombin  time  was  25  seconds.  The  coagulation 
time  was  10  minutes  (Lee  and  White  method).  The 
evening  of  April  6,  she  was  given  25,000  units  of 
penicillin  intravenously.  April  7 the  coagulation 
time  was  4 minutes.  The  prothrombin  time  was  25 
seconds. 

Penicillin  was  given,  25,000  units  intravenously, 
every  three  hours  for  the  following  two  weeks.  On 
April  7,  8,  and  10,  dicumarol,  100  mg.  was  given. 

(The  accompanying  chart  shows  the  prothrombin 
time,  coagulation  time,  and  bleeding  time,  which 
were  taken  daily). 

Regardless  of  the  sulfamerazine,  three  positive 
blood  cultures  were  obtained  before  the  use  of 
penicillin.  The  blood  cultures  have  been  consistent- 
ly negative  since  the  use  of  dicumarol  and  penicillin. 

On  April  8 the  lungs  became  more  moist,  and  the 
liver  enlarged  to  three  fingers’  breadth  below  the 
costal  margin.  This  decompensation  responded 
rapidly  to  digitalis  therapy. 

Embolic  manifestations  occurred  on  April  10. 
The  dorsum  of  the  right  foot  became  swollen,  tender 
and  red,  as  did  the  middle  finger  of  the  left  hand. 
There  were  at  no  time  any  other  petechiae  or 
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other  skin  or  joint  manifestation  of  the  disease. 
The  foot  and  finger  emboli  responded  to  the  use 
of  hot  packs  and  splinting,  and  the  swelling  sub- 
sided in  one  week. 

On  April  15,  when  the  prothrombin  time  was  high, 
there  were  several  days  when  she  produced  a 
bloody  sputum.  This  gradually  disappeared  with 
the  decrease  of  the  prothrombin  time. 

Before  the  use  of  penicillin,  the  patient  had 
chills  every  third  or  fourth  day,  at  which  times 
the  temperature  would  rise  to  103  and  105  degrees. 
After  the  use  of  penicillin,  her  maximum  tempera- 
ture was  101  degrees,  attained  on  the  second  and 
third  days  following  the  start  of  the  treatment  with 
penicillin.  There  was  gradual  reduction  of  tempera- 
ture, pulse  and  respiration,  and  the  patient  went 
home  on  the  forty-fifth  day  after  admission. 


TO  SUMMARIZE 

A case  of  subacute  bacterial  endocarditis  is  pre- 
sented. It  shows  the  following  four  essential  re- 
quirements for  diagnosis: 

1.  Clear-cut  evidence  of  organic  valvular  dis- 
ease. 

2.  Clinical  evidence  of  infection;  fever,  leucocy- 
tosis,  and  rapid  sedimentation  rate. 

3.  Embolic  manifestations. 

4.  Repeated  isolation  of  streptococcus  viridans 
by  blood  culture. 

The  patient  responded  to  the  use  of  penicillin, 
25,000  Oxford  Units,  intravenously  every  three 
hours  for  two  weeks.  At  the  present  date,  Decem- 
ber 18,  1944,  she  is  fever-free,  and  working  half 
days. 


❖ * * 


IN  THIS  ISSUE 


THE  MAY  number  of  our  Journal  is  spon- 
sored by  the  Committee  on  Cardiovascular 
Disease  of  the  Nebraska  State  Medical  Asso- 
ciation, Dr.  Lucien  Stark,  Chairman.  The 
issue  is  devoted  to  a discussion  of  Heart 
Disease  with  main  emphasis  on  the  rheu- 
matic fever.  Thus  we  present: 

A DISCUSSION  on  “The  Rheumatic  Fev- 
er Program”  under  the  State  Crippled  Chil- 
dren Division.  Dr.  Ilenske  presents  a clear 
picture  of  the  aims  and  operations  of  this 
program.  You  will  find  a great  deal  of  in- 
formation on  what  is  and  what  can  be  accom- 
plished in  the  field  of  rheumatic  fever.  You 
will  find  the  paper  on  page 160 

FEW  OF  US  consider  rheumatic  fever  a 
public  health  problem.  The  public  health 
phases  of  this  discussion  are  convincingly 
described  by  Dr.  E.  J.  Kirk  of  Omaha.  The 
paper  appears  on  page 165 

THERE  have  been  many  advances  in  the 
study  of  rheumatic  fever.  Some  of  these  ad- 


vances are  discussed  by  Dr.  John  M.  Thomas 
on  page 167 

RHEUMATIC  FEVER  too  frequently  in- 
volves cardiac  changes.  These  may  be  in  the 
form  of  valvular  disease,  or  all  the  anatomical 
structures  of  the  heart  may  be  involved.  The 
electrocardiograph  is  frequently  used  in  the 
study  of  cardiac  disease.  The  role  of  this  in- 
strument in  the  diagnosis  and  prognosis  of 
heart  disease  is  discussed  clearly  by  Dr. 
M.  C.  Andersen  on  page 169 

ONE  SWALLOW  does  not  make  a sum- 
mer and  one  case  does  not  prove  the  ef- 
fectiveness of  a therapeutic  agent.  Dr. 
George  Misko  of  Lincoln  presents  a case 
report  of  Subacute  Bacterial  Endocarditis 
Treated  with  Penicillin  and  Dicumarol. 
Whether  this  method  of  treatment  will  prove 
successful  in  other  cases,  Dr.  Misko  does  not 
predict.  He  merely  presents  this  as  an  in- 
teresting and  instructive  case.  You  will  find 
it  on  page 171 


Treatment  of  Burns — General  Care 
of  the  Burned  Patient" 

HENRY  N.  HARKINS,  M.D.,  Ph.D. 
Department  of  Surgery,  Johns  Hopkins  Hospital 
and  University 
Baltimore,  Maryland 


The  general  care  of  the  burned  patient  is 
of  extreme  importance.  It  is  of  little  use 
to  end  up  with  a well  dressed  burn  wound 
but  a dead  patient.  General  care  should  al- 
ways be  carefully  correlated  with  local  care 
and  the  two  should  be  carried  on  conjointly 
and  concurrently  without  intervening  delays. 

For  simplicity,  general  care  can  roughly 
be  divided  into  three  phases  as  follows : 

I.  EARLY  GENERAL  CARE  IN  THE 
SHOCK  PHASE 

(Period  of  hemoconcentration ; first  two 
or  three  days  after  burn;  stage  where  at 
least  60  per  cent  of  burn  deaths  occur). 

During  this  phase  prevention  and  treat- 
ment of  shock  is  of  prime  importance.  Ade- 
quate local  care  (pressure  dressings)  will 
minimize  plasma  loss  and  reduce  the  ten- 
dency to  shock.  At  the  same  time  asepsis 
plus  sulfonamides  (and  more  recently,  peni- 
cillin) will  prevent  subsequent  infection  and 
prevent  any  possible  septic  factor  in  burn 
shock. 

Shock  develops  early  and  is  diagnosed  by 
the  usual  accompanying  signs  (low  blood 
pressure,  etc.),  the  clinical  appearance  of  the 
patient  (cold,  clammy,  peripheral  veins  col- 
lapsed, etc.),  and  by  the  presence  of  hemo- 
concentration. Morphine  (adult  dose,  0.015 
to  0.030  gm.)  should  be  given  on  admission, 
but  if  pain  continues,  care  should  be  used  in 
repeating  large  morphine  doses  as  the  lack  of 
response  may  be  due  to  poor  absorption  in 
the  shock  state.  After  improvement  from 
the  latter  with  better  circulation,  all  the  mor- 
phine may  be  absorbed  at  once  with  disas- 
trous results.  In  severe  burns,  marked  shock 
may  develop  within  less  than  a couple  of 
hours  and  the  hematocrit  may  rise  to  over 
70  in  this  period  of  time  (normal  45;  maxi- 
mum, usually  compatible  with  life,  80). 
Shock  treatment  essentially  consists  in : 

1.  Plasma  (intravenously;  albumin  may 
be  used  as  a plasma  substitute). 

2.  Crystalloid  solutions  (saline,  glucose, 
etc.,  to  be  used  in  equal  quantities  or  less 
with  plasma,  but  not  as  a substitute  for  it). 

^Reprinted  from  J.A.M.A.  on  recommendation  of  the  Council 
on  Industrial  Medicine. 


3.  Sodium  lactate  (by  mouth  or  intra- 
venously may  reduce  acidosis,  but  should  be 
used  in  conjunction  with  plasma,  not  as  a 
substitute  for  it). 

4.  Whole  blood  (can  be  used  in  limited 
quantities  in  minor  burns  if  plasma  is  not 
available) . 

5.  Oxygen. 

6.  Conserve  patient’s  body  heat  but  do 
not  furnish  additional  heat  such  as  hot  water 
bags,  etc. 

Calculation  of  plasma  dosage: 

1.  For  every  point  the  hematocrit  ex- 
ceeds the  normal  of  45,  give  100  cc.  of  plas- 
ma. (Optional  rules:  For  every  point  the 
hemoglobin  exceeds  the  normal  of  100,  give 
50  cc.  of  plasma.  For  every  100,000  the  red 
count  exceeds  the  normal  of  5,000,000  give 
50  cc.  of  plasma). 

2.  Reduce  dose  proportionately  accord- 
ing to  body  weight  in  children. 

3.  Such  rules  apply  only  to  the  time  of 
testing;  in  severe  burns  continued  plasma 
leakage  may  cause  hemoconcentration  to 
continue  for  thirty-six  to  forty-eight  hours 
and  repeated  testings  every  three  hours  or 
more  piay  be  necessary.  Continued  and  re- 
peated observation  of  a severely  burned  pa- 
tient is  essential  during  the  shock  phase. 

4.  If  no  laboratory  facilities  are  available, 
give  plasma  according  to:  (a)  clinical  state 
of  patient,  and  (b)  extent  of  the  burn.  In 
the  latter  instance,  50  cc.  of  plasma  for  every 
per  cent  of  the  body  surface  (Berkow)  in- 
volved by  a deep  burn  will  be  sufficient  in 
most  cases  for  the  first  twelve  hours  after 
the  burn.  More  may  be  needed  later. 

II.  GENERAL  CARE  OF  MIDDLE  PHASE  OF 
TOXEMIA  AND  SEPSIS 

(Period  of  beginning  anemia;  third  to 
tenth  day  after  burn  or  longer;  stage  where 
deaths  are  due  to  liver  death,  anuria,  sepsis, 
or  other  toxic  factors). 

Treatment  includes: 

1.  Sulfonamides  (and  m ore  recently, 
penicillin) . 
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2.  Prevention  of  hypostatic  pneumonia 
and  bed  sores  by  frequent  changes  in  posi- 
tion. 

3.  Control  of  anuria  by  adequate  fluids. 

4.  Prevention  of  liver  damage  by  ade- 
quate protein  and  carbohydrate. 

5.  Prevention  of  acidosis  by  sodium  lac- 
tate. 

6.  If  hemoconcentration  perists,  con- 
tinued plasma  (or  albumin)  transfusions. 
Otherwise  a shift  should  be  made  to  whole 
blood  transfusions. 

III.  LATE  GENERAL  CARE  IN  THE 
HEALING  PHASE 

(Period  of  anemia,  hypoproteinemia,  avita- 
minosis and  sepsis;  second  week  after  burn 
to  time  when  last  granulating  surface  is 
healed;  stage  where  deaths  are  due  to  de- 
bilitation or  sepsis). 

Control  of  fluid  balance  is  no  longer  a 
problem,  but  maintenance  of  nutrition  may 
become  increasingly  more  difficult.  Treat- 
ment includes: 

1.  Blood  transfusions  to  control  anemia 
(Rh  sensitivity  may  develop  in  Rh  negative 
cases  with  repeated  transfusions  and  in  such 
instances  Rh  negative  donors  are  prefer- 
able) . 

2.  Adequate  protein  (by  mouth,  by  oro- 
jejunal  tube,  and  by  vein  in  the  form  of 
plasma  or  amino  acids). 

3.  Correlation  with  local  treatment  so 
that  skin  grafting  may  be  accomplished  as 
soon  as  possible  and  the  main  cause  of  the 
sepsis  and  debilitation  eliminated.  In  certain 
cases  homologous  grafts  may  be  used  as  a 
life  saving  measure. 

4.  Sulfonamides  (and  more  recently, 
penicillin) . 

5.  Adequate  sulfur  (eggs,  etc.)  to  pro- 
mote epithelization. 

6.  Iron  to  control  anemia. 

7.  Adequate  vitamins  to  prevent  avita- 
minosis (especially  Bt,  B,  and  C). 


Tuberculosis  Abstracts 

Joseph  Conrad  once  said,  “A  word  car- 
ries far  — very  far  — deals  destruction 
through  time  as  the  bullets  go  flying  through 
space.”  Medicine  has  a few  such  words.  Too 
often  these  are  used  when  a serious  or  po- 
tentially serious  condition  must  be  explained 
to  an  apprehensive  patient.  When  words 
treacherously  lull  either  the  patient  or  the 


physician  into  a false  sense  of  security 
then  words  may  ultimately  maim  or  destroy 
as  surely  as  if  they  were  bullets. 

A SPOT  ON  THE  LUNG 

It  is  futile  to  search  in  dictionaries  or 
medical  text  books  for  a definition  of  the 
term  “a  spot  on  the  lung.”  But  the  term  is 
being  used  with  great  frequency  by  physi- 
cians, nurses  and  laymen  alike.  If  this  term 
is  subjected  to  scrutiny,  it  is  found  that  it 
may  mean  anything  and  everything  that  pro- 
duces either  a shadow  or  an  area  of  de- 
creased density  in  a chest  roentgenogram  or 
anything  and  everything  that  causes  ab- 
normal physical  signs  over  the  lungs.  If, 
then,  this  expression  has  no  meaning  that 
cannot  be  stated  more  precisely  in  other 
terms,  it  remains  to  be  found  out  why  it  is 
being  used.  If  this  is  one  of  the  terms  that 
does  not  express  a definite  meaning,  does  it 
possibly  obscure  a meaning? 

Nobody  who  has  searchingly  studied  the 
histories  of  patients  with  pulmonary  disease 
can  doubt  that  the  real  function  of  the 
phrase,  “a  spot  on  the  lung,”  is  to  cloud  the 
facts.  It  is  a cloak  for  a great  variety  of 
pulmonary  diseases,  a protective  screen  for 
the  inability  of  unwillingness  of  the  physi- 
cian to  arrive  at  a diagnosis  acceptable  to 
himself,  a disguise  for  a bitter  truth  that  the 
physician  hesitates  to  tell  the  patient,  an 
escape  for  the  patient  who  tries  to  elude  fur- 
ther diagnostic  work  and  necessary  treat- 
ment. After  all,  one  does  not  die  of  “a  spot 
on  the  lung,”  but  one  can  die  of  bronchial 
carcinoma  and  one  might  die  of  pulmonary 
tuberculosis.  Along  with  much  other  eva- 
sive, medical  double-talk,  “a  spot  on  the 
lung”  is  a verbal  mechanism  of  escape  from 
reality.  In  the  same  category  belongs  the 
term  “a  touch  of  tuberculosis”  and,  im- 
properly applied,  “nothing  but  a little  thick- 
ened pleura.” 

No  physician  needs  to  be  told  that  “a  spot 
on  the  lung”  is  no  diagnosis.  He  realizes  that 
it  is  evidence,  on  the  one  hand,  of  healed  dis- 
ease which  calls  neither  for  treatment  nor 
for  alarming  its  bearer,  or,  on  the  other,  of 
active  disease  in  need  of  treatment.  The 
physician  sometimes  uses  the  term  in  pa- 
tients in  whom  he  has  failed  to  establish, 
with  a certainty  that  carries  conviction  for 
himself,  the  difference  between  active  dis- 
ease and  obsolete  scar.  “A  spot  on  the  lung” 
has  a pleasantly  innocent  sound.  It  lulls  into 
inertia  and  indifference  whatever  doubts  or 
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curiosity  the  patient,  and,  even  in  some  cases, 
the  doctor  may  have.  But  still  it  is,  for  the 
physician,  a mental  reservation.  It  seems 
to  beckon  as  a safe  place  to  stand  if  “a  spot 
on  the  lung”  later  turns  out  to  be  carcinoma, 
tuberculosis  or  bronchiectasis. 

Admittedly,  this  judgment  may  be  harsh. 
But  I dare  say  that  it  will  be  resented  only 
by  those  who,  with  the  instrumentality  of 
this  ambiguous  term,  neglect  their  obliga- 
tion of  presevering  until  “a  spot  on  the  lung” 
has  been  accurately  diagnosed.  No  person 
need  be  told  that  he  has  “a  spot  on  the  lung.” 
If  the  condition  is  as  clinically  insignificant 
as  the  term  suggests,  the  patient  should  be 
told  that  he  has  a scar  from  a previous 
tuberculous  infection — one  that  needs  an  oc- 
casional check-up  or  one  that  needs  no  fur- 
ther observation.  Or  when  the  diagnosis  is 
certain,  the  patient  should  be  told  that  his 
lungs  are  normal.  For,  while  “a  spot  on  the 
lung”  is  often  the  obscured  beginnings  of  de- 
structive disease,  it  is,  in  other  cases,  the 
starting  point  for  tuberculophobia  and 
anxiety  neuroses,  conditions  that  are  no  less 
crippling  and  hardly  more  easily  curable 
than  tuberculosis  itself. 

But,  though  every  reflecting  physician 
knows  that  “a  spot  on  the  lung”  is  a mean- 
ingless and  dangerous  term,  the  utter  con- 
venience of  the  expression — and  others  like 
it — militates  against  their  prompt  extinction. 
Past  experience  justifies  a pessimistic  out- 
look. No  amount  and  intensity  of  medical 
education  are  likely  to  eliminate  entirely  the 
term  from  medical  parlance.  Medical  educa- 
tion however  is  being  overtaken  by  the  in- 
formation that  the  public,  including  the 
prospective  patient,  is  acquiring.  People 
are  learning  to  realize  fully  the  confusing 
ambiguity  of  the  term,  they  are  beginning 
to  refuse  its  acceptance  just  as  an  enlight- 
ened consumer  protests  againsts  ambiguous 
and  misleading  labels  on  packaged  goods. 
And  the  comparison  is  eminently  proper:  for 
all  intents  and  purposes,  “a  spot  on  the  lung” 
is  ambiguous  and  misleading  labeling.  It 
may  well  be  that  through  the  protest  of  the 
consumer,  by  the  refusal  of  every  layman  to 
be  satisfied  with  the  pseudo-diagnosis  of  “a 
spot  on  the  lung”  the  term  will  eventually 
disappear. 

It  is  high  time  for  the  medical  and  nurs- 
ing professions  and  everyone  engaged  in 
tuberculosis  work  to  bury  a medical  term 


that  has  quite  literally  buried  so  many  pa- 
tients. 

— A Spot  on  the  Lung,  Max  Pinner,  M.D.,  The 
NTA  Bulletin,  January,  1945. 


GIVING  PENICILLIN  BY  MOUTH 

Trisodium  citrate,  a sodium  salt  formed  from  cit- 
ric acid,  has  been  found  effective  in  the  administra- 
tion of  penicillin  by  mouth  when  given  simultaneous- 
ly with  the  drug,  according  to  studies  reported  by 
Paul  Gyorgy,  M.D.,  H.N.  Vandegrift,  M.D.,  William 
Elias,  Ph.D.,  and  L.  G.  Colio,  B.A.,  of  Philadelphia; 
F.  M.  Barry,  M.D.,  and  J.  D.  Pilcher,  M.D.,  of  Cleve- 
land, in  The  Journal  of  the  American  Medical  Asso- 
ciation for  March  17. 

Penicillin  is  sensitive  to  acid  and  alkaline  juices  of 
the  stomach.  It  is  for  this  reason  that  the  diffi- 
cult administration  by  injection  into  a muscle  or 
vein  is  necessary.  Where  penicillin  is  taken  by 
mouth,  trisodium  citrate  acts  as  a buffer.  This  main- 
tains a balance  between  the  acid  and  base  concen- 
tration, thus  protecting  the  penicillin  from  chemical 
destruction  and  aiding  its  absorption  in  the  gastro- 
intestinal tract.  The  rate  and  degree  of  absorption 
can  be  measured  by  the  appearance  of  penicillin  in 
the  blood  and  the  amount  of  penicillin  excreted 
through  the  kidneys  into  the  urine. 

“Trisodium  citrate,”  the  investigators  report,  “was 
found  by  Charney,  Alburn  and  Bemhart  to  be  a suit- 
able buffer  with  the  proper  buffering  range.  . . .Ad- 
ministration of  . . . trisodium  citrate  . . . and  . . . 
penicillin  by  mouth  given  two  hours  after  breakfast 
resulted  in  appreciable  increase  in  the  urinary  ex- 
cretion of  penicillin  when  compared  with  control  ex- 
periments in  which  no  buffer  was  used.  The  figures 
for  urinary  excretion  of  penicillin  given  by  mouth 
on  a fasting  stomach  were  only  slightly  increased 
by  the  simultaneous  administration  of  buffer  and 
were  higher  than  in  the  experiments  in  which  peni- 
cillin was  given  after  breakfast.  . . . 

“Figures  of  urinary  excretion  of  penicillin  are  not 
an  accurate  yardstick  of  the  therapeutic  effect  peni- 
cillin might  exert  which  passing  through  the  body. 
On  the  other  hand,  the  fact  that  penicillin  by  mouth 
appears  in  the  urine  proves  it  is  absorbed  from  the 
gastrointestinal  tract. 

“Gonorrhea  offered  the  best  approach  for  the  thera- 
peutic evaluation  of  penicillin  when  given  my  mouth. 
The  rapid  cure  of  gonorrhea  by  injected  penicillin 
gave  a reliable  basis  of  comparison.  If  it  is  effective 
at  all,  rapid  therapeutic  effects  would  be  expected 
after  oral  administration  of  penicillin.  Even  an  un- 
successful attempt  would  cause  no  significant  delay 
or  harm  and  could  be  quickly  followed  by  well  es- 
tablished therapeutic  procedures.” 

They  report  that  the  majority  of  the  cases  of 
gonorrhea  in  this  study  was  resistant  to  treatment  by 
the  sulfonamides.  “In  all  these  case,”  they  say, 
cure  was  achieved  in  one  to  three  days  and  with 
doses  (by  mouth)  of  penicillin  which  appear  to  be 
comparable  to,  and  not  out  of  line  with,  the  custo- 
mary doses  of  penicillin  when  given  by  injection.  It 
appears,  therefore,  that  penicillin  at  least  in  combi- 
nation with  a buffer  such  as  sodium  citrate,  is  an 
effective  therapeutic  agent  against  gonorrhea,  even 
when  given  by  mouth.” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


Business  Meeting  of  House  of  Delegates 
and  Council,  Lincoln,  Nebraska,  Tuesday, 
May  8,  1945,  at  Hotel  Cornhusker.  Meeting- 
called  to  order  at  9 a.  m. 


Gamma  globulin  for  immunization  against 
measles  is  available  to  physicians  according 
to  an  announcement  by  the  State  Health  De- 
partment. The  serum  is  furnished  by  the 
American  Red  Cross  and  is  distributed  free 
through  physicians  on  application  to  the 
State  Health  Department,  Capitol  Building, 
Lincoln,  Nebr. 

At  the  Annual  Meeting  of  the  Omaha- 
Douglas  County  Medical  Society,  May  8, 
8 p.  m.,  Medical  Arts  Auditorium,  the  fol- 
lowing program,  under  the  sponsorship  of 
Doctors  Hospital,  will  be  presented: 

“Federal  Legislation:  Trends,”  by  Mr.  J. 
W.  Holloway,  Jr.,  Director  of  the  Bureau 
of  Legal  Medicine  and  Legislation,  American 
Medical  Association,  Chicago. 

“Postwar  Problems  and  Plans  in  Medical 
Education,”  by  Victor  Johnson,  M.D.,  Secre- 
tary Council  on  Medical  Education  and  Hos- 
pitals, American  Medical  Association. 

Physicians  attending  the  meeting  of  the 
House  of  Delegates  in  Lincoln  have  been 
invited  to  attend  this  meeting. 

AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  general  oral  and  pathology  examinations 
(Part  II)  for  all  candidates  will  be  conducted  at 
Atlantic  City,  New  Jersey,  by  the  entire  Board  from 
Wednesday,  June  13,  through  Tuesday,  June  19, 
1945.  The  Hotel  Shelburne  in  Atlantic  City  will  be 
the  headquarters  for  the  Board.  Formal  notice  of 
the  exact  time  of  each  candidate’s  examination  will 
be  sent  him  several  weeks  in  advance  of  the  exam- 
ination dates.  Hotel  reservations  may  be  made  by 
writing  direct  to  the  Hotel. 

Candidates  for  reexamination  in  Part  II  must 
make  written  application  to  the  Secretary’s  Office 
not  later  than  April  15,  1945. 

The  Office  of  the  Surgeon-General  (U.  S.  Army) 
has  issued  instructions  that  men  in  Service,  eligible 
for  Board  examinations,  be  encouraged  to  apply  and 
that  they  may  request  orders  to  Detached  Duty  for 
the  purpose  of  taking  these  examinations  whenever 
possible. 

Candidates  in  military  and  naval  service  are  re- 
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quested  to  keep  the  Secretary’s  Office  informed  of 
any  change  in  address. 

Deferment  without  time  penalty  under  a waiver 
of  our  published  regulations  applying  to  civilian 
candidates,  will  be  granted  if  a candidate  in  service 
finds  it  impossible  to  proceed  with  the  examinations 
of  the  Board. 

Applications  are  now  being  received  for  the  1946 
examinations.  For  further  information  and  applica- 
tion blanks,  address  Dr.  Paul  Titus,  Secretary,  1015 
Highland  Building,  Pittsburgh  (6),  Pennsylvania. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertusis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  brought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise 
of  ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever 6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 


CHEST  PHYSICIANS  CANCEL  MEETING 

The  American  College  of  Chest  Physicians,  with 
a membership  in  23  countries,  has  cancelled  its  an- 
nual meeting  scheduled  to  be  held  at  Philadelphia, 
June,  1945. 

The  Executive  Council  of  the  College  voted  to 
hold  a business  meeting  of  the  Board  of  Regents 
at  Chicago,  June  17th. 


NEWS  a+t<£  VIEWS 


The  Box  Butte  County  and  Custer  County 
Medical  Societies,  in  March,  sponsored  x-ray 
examinations  of  the  chest,  under  the  pro- 
gram of  the  State  Health  Department.  Dr. 
Kling  was  in  charge  of  the  work. 


The  Wartime  Graduate  Committee  for  this 
(17)  region,  is  holding  monthly  programs  in 
the  several  Army  hospitals.  These  programs 
while  primarily  designed  for  military  medi- 
cal personnel,  are  of  a nature  which  should 


appeal  to  civilian  physicians.  Commanding 
officers  have  been  cooperating  with  repre- 
sentatives of  the  Councillor  District  and  in 
many  installations  the  Army  and  the  respec- 
tive Councilor  District  are  joint  sponsors. 
As  a rule  the  afternoons  are  given  over  to 
the  medical  officers  with  clinic  and  ward 
rounds  at  the  hospital.  The  evening  meet- 
ings are  devoted  to  papers  before  the  joint 
meetings. 

The  Committee  is  composed  of:  Warren 
Thompson,  Omaha,  chairman ; Herman  Jahr, 
secretary;  other  members  are  Drs.  Charles 
McMartin  of  Omaha,  George  Covey  and  Clay- 
ton Andrews  of  Lincoln,  and  Angus  L.  Cam- 
eron of  Minot,  North  Dakota. 

Thus  far  the  following  programs  have  been 
presented : 

February  7,  1945 — Mary  Lanning  Hospital,  Hast- 
ings, Nebr.  “New  Drugs  in  1943  and  1944,”  Lynn  T. 
Hall;  “Non-Tuberculous  Diseases  of  the  Chest,” 
Francis  L.  Simonds;  “The  Cancer-Ulcer  Problem  of 
the  Stomach,”  J.  Dewey  Bisgard. 

February  19 — Army  Air  Field,  Grand  Island. 
“Examination  and  Treatment  of  Common  Shoulder 
Disabilities,”  W.  R.  Hamsa;  “Management  of  Mas- 
sive Hemmorhage  in  Gastric  Ulcer,”  M.  C.  Howard; 
“The  Treatment  of  Chronic  Arthritis,”  Eugene  E. 
Simmons. 

February  20 — Army  Air  Field,  McCook.  “Funda- 
mental Principles  and  Management  of  Compound 
Fractures,”  W.  L.  Sucha;  “Penicillin,”  Herbert  F. 
Gerald;  “Care  of  Patient  with  Heart  Disease,”  M. 
C.  Andersen. 

February  27 — Army  Air  Field,  Sioux  Falls,  S.  D. 
“Electrostethography : The  Possible  Clinical  Value 
of  Visualizing  Chest  and  Heart  Sounds,”  F.  Lowell 
Dunn;  “Gastric  Surgery,”  Earl  A.  Connolly;  “Physi- 
ological and  Clinical  Implications  of  Blood  Frac- 
tions,” Alfred  C.  Andersen. 

March  13 — Army  Air  Field,  Lincoln.  “Experi- 
mental Basis  of  Psychosomatic  Medicine,”  Chas.  M. 
Wilhelmj;  “When  Is  Surgery  Indicated  in  Gastric 
and  Duodenal  Ulcer?”  John  VI.  Duncan;  “Herniated 
Intervertebral  Disc,”  J.  J.  Keegan. 

March  19 — Army  Air  Field,  Kearney.  “Hyper- 
tension,” Chester  Thompson;  “Routine  Use  of  Pro- 
tein Digest  Intravenously  Following  Major  Surgical 
Procedures,”  Herbert  H.  Davis;  “Fractures,”  James 
Martin. 

March  20 — Army  Air  Field,  McCook.  “The  Use 
of  Thiouracil  in  Graves  Disease,”  George  W.  Covey, 
Lincoln;  “The  Lumbro-sacral  Joint,”  Fritz  F.  Teal, 
Lincoln;  “Radiological  and  Pathological  Aspects  of 
Gastric  Lesions,”  Orvis  Neely  and  Frank  Tanner, 
Lincoln. 

March  27 — Army  Air  Field,  Sioux  Falls.  “Par- 
oxysmal Rapid  Heart  Action,”  R.  L.  Traynor;  “The 
Encephalogram,”  A.  E.  Bennett;  “The  Physiology 
and  Pharmacology  of  Curare,”  A.  Ross  McIntyre. 
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April  10 — Army  Air  Field,  Lincoln.  “Sarcoidosis,” 
Olin  J.  Cameron;  “Electrostethography : The  Pos- 
sible Clinical  Value  of  Visualizing  Chest  and  Heart 
Sounds,”  F.  Lowell  Dunn;  “Clinical  Pathologic  Con- 
ference,” James  P.  Tollman. 

April  17 — Army  Air  Field,  McCook.  “Melena, 
Those  Obscure  Hemorrhages  from  the  Bowel,”  Julius 
B.  Christenson;  “Gross  Urinary  Hemorrhage,”  Le- 
roy W.  Lee;  “Blood  and  Its  Derivatives,”  Raymond 
L.  Borchers,  Ph.D. 


CASE  CONFERENCE  IN  PSYCHOSO- 
MATIC MEDICINE  ESTABLISHED  AT 
CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

A weekly  case  conference  on  psychoso- 
matic medicine  has  been  started  for  the 
senior  students  in  the  Creighton  University 
School  of  Medicine.  The  conference  is  under 
the  direction  of  the  Department  of  Medicine. 
Suitable  cases  are  selected  from  the  Medical 
Clinic  of  the  Dispensary.  A particular  effort 
is  made  to  secure  patients  who  have  no  or- 
ganic disease.  The  case  is  assigned  to  two 
students.  The  usual  history,  physical  and 
laboratory  examination  are  carried  out  to 
eliminate  or  confirm  the  presence  of  organic 
disease.  The  patient  is  then  referred  to  the 
Department  of  Psychiatry.  A thorough 
study  is-  made  of  the  patient’s  emotional 
status,  with  emphasis  on  causes  of  emotional 
factors  and  conflicts.  Following  the  investi- 
gation, the  student  in  charge  makes  several 
calls  at  the  home  of  the  patient ; and  working 
under  the  instruction  of  Dr.  Streitwieser,  en- 
deavors to  obtain  the  complete  picture  of  the 
patient’s  background,  particularly  with  re- 
gard to  cultural  environment,  financial 
status,  and  other  factors  which  might  be 
responsible  for  the  anxiety  states. 

While  the  patient  is  under  investigation, 
a thorough  study  is  made  by  a social  worker 
of  the  Omaha  Catholic  Charities.  In  many 
instances,  the  patients  are  well  known  to 
them,  and  a complete  and  well-established 
social  history  is  available.  Where  indicated, 
the  social  worker  may  obtain  a detailed  biog- 
raphy of  the  patient’s  life. 

When  the  studies  have  been  completed,  the 
case  is  brought  up  at  conference.  The 
student  in  charge  presents  the  medical,  psy- 
chological, and  social  aspects.  A social  serv- 
ice worker  adds  the  details  of  his  investiga- 
tion. Dr.  Slutzky  and  Dr.  Streitwieser  lead 
the  discussion  pertaining  to  the  medical  and 
psychiatric  aspects.  Mrs.  C.  W.  Hamilton, 


Jr.,  discusses  the  psychological  factors  and 
presents  the  results  of  psychometric  tudies. 
Dr.  C.  M.  Wilhelmj,  Professor  of  Physiology, 
presents,  whenever  possible,  experimental 
work  which  may  explain  the  establishment 
and  progress  of  the  patient’s  present  condi- 
tion. After  the  diagnosis  has  been  agreed 
upon,  therapeutic  approach  is  discussed  in 
detail. 

In  these  conferences  particular  effort  is 
made  to  stress  the  following  points:  1.  That 
tire  emotions  may  produce  disturbances  in 
function,  which  without  organic  disease, 
may  bring  about  true  illness  and  incapacitate 
a patient  just  as  completely  as  organic  dis- 
ease. 2.  That  it  is  the  duty  of  the  physician 
to  obtain  the  confidence  of  the  patient  and 
make  every  effort  to  understand  the  patient 
in  relation  to  his  environment.  3.  That  the 
physician  is  not  fulfilling  his  entire  obliga- 
tion when  he  dismisses  these  patients  with 
the  comment,  “There  is  nothing  wrong  with 
you ; forget  it,”  and  tags  them  with  the  label 
“neurotic.”  4.  That  a physician  and  a so- 
cial worker  must  often  cooperate  in  their  ef- 
forts to  secure  complete  information  and 
that  therapy  must  often  be  carried  out  with 
the  help  of  competent  social  workers.  5.  Par- 
ticular emphasis  is  placed  upon  the  fact  that 
much  needless  surgery  is  done  on  patients 
whose  symptoms  are  due  to  anxiety  states 
and  tensions  rather  than  to  organic  disease. 
6.  That  numerous  operations  serve  only  to 
accentuate  the  condition. 


FROM  THE  OFFICE  OF  THE  SURGEON 
GENERAL 

HOW  “MEDICAL  INTELLIGENCE”  PROTECTS 
ARMY’S  HEALTH 

History  has  shown  that  most  of  the  dis- 
eases which  tend  to  occur  in  massive  out- 
breaks in  time  of  war  are  infectious  dis- 
eases, and  many  of  them  fellow  certain  geo- 
graphical patterns  of  distribution.  To  pre- 
vent such  outbreaks  among  our  armies  by 
forewarning  them  of  the  local  conditions 
they  will  meet  is  the  work  of  “medical  intel- 
ligence.” 

Major  Saul  Jarcho,  MC,  Chief  of  the 
Analysis  Branch  of  the  Medical  Intelligence 
Division,  Preventive  Medicine  Service,  Office 
of  The  Surgeon  General,  speaking  at  Mt. 
Sinai  Hospital,  N.  Y.,  cited  the  following 
example  of  the  need  for  precise  information 
concerning  each  individual  area : “An  island 
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may  be  bisected  by  a tall  range  of  mountains 
which  intercepts  the  prevailing  winds  and 
the  moisture  conveyed  by  the  winds.  If  this 
occurs,  one  side  of  the  island  will  be  windy 
and  rainy  while  the  other  may  be  dry  and 
waterless.  The  result  may  be  a complete 
difference  in  the  occurence  of  disease.” 

lie  then  went  on  to  explain  that  the  latest 
accurate  information  available  is  supplied 
our  armed  forces  by  means  of  surveys  con- 
ducted by  Medical  Intelligence  Officers.  This 
information,  he  said,  includes  a brief  descrip- 
tion of  climatic  and  geographical  factors  and 
detailed  accounts  of  the  public  health  organi- 
zation, and  medical  facilities;  also  environ- 
mental factors  such  as  water  supply,  the  dis- 
posal of  wastes,  flora,  fauna  and  food  sup- 
plies; and  information  regarding  diseases  of 
military  importance,  potential  military  im- 
portance and  those  which  affect  the  native 
population  generally.  Specific  recommenda- 
tions for  the  prevention  and  control  of  dis- 
ease in  the  area  are  also  included. 

GLIDERS  CARRY  WOUNDED  TO  HOSPITALS 

A glider  service  was  inaugurated  in  the  European 
theater  this  month  to  evacuate  our  wounded  from 
Remagen.  Observers  reported  that  the  shock  inci- 
dent to  being  “snatched”  into  the  air  was  absorbed 
by  an  improved  towing  device.  It  is  now  possible 
that  gliders  may  almost  eliminate  ambulances  for 
hauling  our  battle  casualties  long  distances  over 
shell  torn  roads — giving  them  a faster,  smoother 
ride  to  the  hospital. 

The  gliders  serve  a dual  purpose.  Coming  into 
the  battle  area  they  can  carry  twelve  litter  patients 
or  nineteen  walking  wounded. 

Ambulance  gliders  were  first  used  experimental- 
ly by  the  British  in  Burma  and  New  Guinea. 

COMBAT  BADGE  FOR  MEDICAL  PERSONNEL 

A special  badge  has  been  authorized  for 
Medical  Department  personnel  who  daily 
share  with  the  infantry  the  hazards  and 
hardships  of  combat.  Made  of  silver,  the 
Medical  Badge  is  elliptical  in  shape  with  the 
caduceus  and  the  Geneva  Cross  superimposed 
on  a litter  surrounded  by  a wreath  of  oak 
leaves.  It  is  to  be  worn  on  the  left  breast 
above  decorations  and  service  ribbons. 

The  badge  was  established  in  recognition 
of  “the  important  role  being  performed  by 
medical  personnel  on  duty  with  infantry 
units,  especially  infantry  battalions.”  En- 
listed and  officer  personnel  below  field  grade 
(major)  and  regimental  surgeons  regardless 
of  rank  are  eligible  for  the  badge  if  they 
have  seen  combat  service  with  the  infantry 
since  December  7,  1941. 


193,000  PINTS  OF  BLOOD  FLOWN  TO 
WOUNDED 

Combined  figures  on  East  and  West  coast 
flights  of  whole  blood  to  the  war  theaters 
reached  193,000  pints  this  month  according 
to  the  Office  of  the  Surgeon  General.  Since 
the  start  of  the  blood-flying  program  over 
the  Atlantic  last  August,  150,000  pints  of 
whole  blood  have  been  flown  from  the  East 
coast  to  the  European  theater.  This  service 
lias  made  it  possible  for  a wounded  man  to 
get  blood  within  24  hours  after  it  was  drawn 
from  a donor  here.  Shipments  now  average 
about  1,200  pints  a day — which  provides 
transfusions  for  three  to  four  hundred  aver- 
age cases. 

Whole  blood  shipments  being  flown  from 
the  West  coast  to  the  Pacific  Ocean  area 
have  totaled  43,000  pints  since  the  inaugura- 
tion of  the  service  last  November. 

Continued  donations  of  type  “O”  whole 
blood  are  necessary  to  maintain  this  life- 
saving service. 

ARMY  ACHIEVING  SPEEDY  EXPANSION 
OF  HOSPITALS 

The  Army’s  expansion  of  its  general  hos- 
pitals by  70,000  beds  is  being  rapidly  accom- 
plished through  the  conversion  of  existing 
buildings  on  hospital  grounds  rather  than 
through  new  construction,  according  to  the 
Office  of  the  Surgeon  General. 

“At  many  of  the  general  hospitals,”  said 
Brigadier  General  Raymond  W.  Bliss,  USA, 
Assistant  Surgeon  General,  “there  are  well- 
constructed  barracks,  built  with  an  eye  to  the 
future,  which  were  used  to  house  overseas 
hospital  units  during  their  training  period. 
These  barrack's  are  now  being  turned  into 
wards  for  patients.  Permanent  barracks, 
built  to  house  the  hospital  staff,  are  also  be- 
ing converted  into  wards  and  are  being  re- 
placed with  temporary  barracks  which  can 
be  quickly  constructed.” 

Over  50,000  more  patients  are  being  cared 
for  in  the  Army’s  general  hospitals  than  was 
the  case  three  months  ago.  During  the  past 
month  about  1,200  casualties  arrived  from 
overseas  daily. 

MAXILLO-FACIAL  INJURIES 

A survey  of  the  North  African  and  Sicilian  cam- 
paigns showed  that  of  the  total  admissions  to  hos- 
pitals 0.5  per  cent  were  for  maxillo-facial  injuries. 
Of  these,  forty-two  per  cent  were  battle  casualties. 

The  incidence  of  maxillo-facial  injuries  compared 
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to  total  battle  casualties  was  about  2.2  per  cent.  In 
the  cases  reported,  there  were  no  deaths  caused  pri- 
marily by  battle-incurred  maxillo-facial  injury. 


Success  of  the  fight  against  venereal  disease 
among  the  troops  of  the  Panama  Canal  Department 
is  reflected  in  the  annual  report  for  1944  recently 
issued  by  Col.  Wesley  C.  Cox,  Department  Surgeon 
and  Venereal  Disease  Control  Officer,  which  shows  a 
new  low  rate  of  2.09  per  cent.  This  rate  is  less  than 
one-half  of  the  previous  annual  low  of  4.27  estab- 
lished in  1943  and  considerably  under  one-third  of 
the  6.6  per  cent  recorded  in  1940,  the  first  year  in 
which  large-scale  control  campaigns  became  neces- 
sary. Contributing  to  the  1944  record  low  was  a 
rate  of  1.4  per  cent  attained  in  the  final  month  of 
the  year. 

Reports  for  the  first  two  months  of  the  present 
year  show  a still  further  decline  to  a rate  of  1.8 
per  cent,  which  gives  Army  venereal  disease  control 
officers  a basis  for  setting  the  goal  for  1945  at 
two  per  cent  or  less. 

Contributing  to  this  favorable  average,  which  is 
substantially  lower  than  that  for  the  continental 
U.  S.,  is  the  cooperation  between  Army  and  Re- 
public of  Panama  health  officers  in  a thorough 
program  which  eliminates  sources  of  infection. 


NEBRASKA  SURGICAL  PLAN 

Surgical  Plan  is  continuing  to  make  ex- 
cellent progress — the  organization  is  func- 
tioning in  a very  smooth  manner.  Claims 
for  surgical  and  x-ray  services  are  beginning 
to  come  in.  These  claims  are  reviewed  by 
the  Board  of  Directors  and  are  promptly 
acted  upon. 

As  of  March  17,  1945,  1,382  persons  have 
been  enrolled  in  Surgical  Plan.  They  repre- 
sent 53  groups.  The  gross  income  for  Janu- 
ary and  February,  1945,  was  $1,462.25.  The 
gross  expense  was  $1,498.38.  $287.00  of  this 
amount  was  used  to  pay  claims  for  surgical 
and  x-ray  services. 

The  two  months’  operation  showed  a loss 
of  $36.13,  which  is  considered  very  nominal 
for  an  organization  in  the  early  months  of  its 
development.  Several  large  groups  are  ex- 
cellent prospects  for  enrollment  in  the  near 
future. 

ONLY  GROUPS  MAY  BE  ENROLLED 

It  might  be  well  to  re-emphasize  at  this 
point  that  only  groups  may  be  enrolled  in 
Surgical  Plan.  Individuals  cannot  be  en- 
rolled. This  is  group  insurance  and  can  only 
be  sold  to  groups. 

Again  we  urge  the  members  of  the  Omaha- 


Douglas  County  Medical  Society  to  actively 
support  Surgical  Plan.  This  you  can  do  in 
many  ways: 

1.  Discuss  Surgical  Plan  with  employers 
and  urge  them  to  enroll  their  employees  in 
Surgical  Plan. 

2.  Discuss  Surgical  Plan  before  your  staff 
meeting,  luncheon  club,  service  club,  and  etc. 

3.  Distribute  Surgical  Plan  folders  from 
your  reception  room  desk.  Discuss  it  with 
your  patients. 

4.  Read  the  Certificate  and  Schedule  of 
Benefits  of  Surgical  Plan  carefully,  in  order 
that  you  may  properly  fill  out  the  medical 
report  and  request  for  payment  for  services 
rendered  to  the  certificate  holders  of  Surgi- 
cal Plan.  We  particularly  call  your  attention 
to  the  six  month  waiting  period  for  certain 
conditions  such  as  appendicitis,  hernia, 
chronic  tonsilitis  in  children,  pre-existing 
conditions  such  as  superficial  cysts,  etc. 
Read  paragraph  X B in  the  Schedule  of  Bene- 
fits carefully. 

At  the  February  10,  1945,  meeting  of  the 
Council  of  Prepayment  Medical  Service  Plans 
of  America  in  Chicago,  much  enthusiasm 
was  shown  by  the  representatives  of  the 
many  plans.  All  plans  presented  excellent 
growth  in  enrollment  and  strength  in  finan- 
cial position. 

Prepayment  Medical  Plans  are  the  con- 
structive answers  to  the  requests  for  more 
and  better  medical  care.  It  is  our  best 
weapon  in  the  fight  against  regimentation 
and  state  medicine.  Let  us  all  recognize  our 
responsibility  and  our  opportunity  by  sup- 
porting Surgical  Plan  in  a whole  hearted,  un- 
selfish manner.  Prepayment  Surgical  Plans 
will  succeed  beyond  our  fondest  expectations 
if  we  can  awaken  the  doctors  to  their  respon- 
sibility and  opportunity. 

Again  I repeat: 

The  fate  of  American  medicine  and  the 
interest  of  the  American  people  hangs  in  the 
question  of  who  reaches  the  goal  first  and 
gains  control  of  the  vast  field  of  Medical 
Practice.  The  Medical  Profession — or  the 
Politicians. 

There  is  yet  time. 

ARTHUR  J.  OFFERMAN,  M.D., 
President,  Nebr.  Surgical  Plan. 
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Fremont,  Nebr. 

Historian- 


Second  Vice-President — Mrs.  Harry 

Lincoln,  Nebr. 

Secretary — Mrs.  W.  B.  Moody 

533  So.  53rd  St.,  Omaha,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 

Mrs.  Floyd  Rogers 


3015  Stratford,  Lincoln,  Nebr. 


E.  Flansburg 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Underwood 
Ave.,  Omaha,  State  Chairman  for  the  Bulletin. 


MESSAGE  FROM  THE  STATE  PRESIDENT 

Due  to  O.D.T.  regulations,  the  Annual 
Meeting  of  the  Nebraska  State  Medical 
Auxiliary  will  not  be  held  this  year.  This 
is  a distinct  regret  to  your  president  who 
looked  forward  to  greeting  and  thanking 
personally  the  many  members  all  over  the 
state  who  have  contributed  to  the  success 
of  this  year’s  work.  The  annual  board 
meeting  will  be  held  as  usual,  following 
which  the  full  reports  of  the  County  Aux- 
iliaries and  the  State  will  appear  in  the 
Journal.  Today  appear  highlights  of  three 
auxiliaries  as  they  have  been  received  by 
your  president. 

ADAMS  COUNTY 

Adams  county  ended  their  year  with  a 
paid  membership  of  thirteen.  At  their  re- 
cent annual  meeting  the  following  officers 

were  elected  for  the  year,  1945:  President, 
Mrs.  L.  F.  Egan ; Vice  President,  Mrs.  C.  W. 
Guildner;  Secretary-Treasurer,  Mrs.  L.  W. 
Rork.  Congratulations  to  the  retiring  presi- 
dent, Mrs.  L.  J.  De  Backer,  for  an  excellent 
year,  and  all  good  wishes  to  the  new  officers. 

TRI-COUNTY  NO.  1 

At  a meeting  held  February  26,  the  resig- 
nation of  Mrs.  K.  F.  McDermott  who  has  left 
Grand  Island  to  join  her  husband,  was  ac- 
cepted. Mrs.  G.  H.  DeMay  was  elected  to  the 
presidency  in  her  place  and  Mrs.  Frederick 
Fonts  was  made  secretary  - treasurer.  A 
membership  tea  was  held  at  the  home  of  the 
new  president;  twenty-three  paid  members 
attended.  Upon  the  request  of  the  Sister 
Superior  of  St.  Francis  Hospital,  the  organi- 
zation voted  to  sponsor  the  local  recreation 
activities  of  the  Cadet  Nurses.  This  has  met 
with  enthusiastic  support  and  the  first  party 
was  held  on  St.  Patrick’s  Day.  Fifty  nurses 
and  their  escorts  attended.  It  was  a great 
success,  and  all  anticipate  the  next  event. 
This  is  an  excellent  project,  and  one  especial- 
ly stressed  in  the  National  Program.  Best 


wishes  for  continued  success  to  you  in  this 
fine  undertaking. 

OMAHA-DOUGLAS  AUXILIARY 

Congratulations  to  Mrs.  J.  J.  O’Hearn, 
President,  and  her  membership  chairman, 
Mrs.  S.  J.  Carnazzo,  for  bringing  in  the 
largest  membership  since  the  founding  of 
the  Auxiliary.  This  in  war  time  is  truly 
an  accomplishment.  Membership  this  year 
numbers  122 ; the  record  until  this  year  was 
held  in  1933.  Cooperation  with  the  National 
Program  has  been  the  keynote  of  Douglas 
County  this  year.  Evidence  of  this  was 
again  noted  at  the  last  meeting  when  last 
minute  word  came  from  National  to  partici- 
pate in  the  Child  Delinquency  Program.  Im- 
mediately Mrs.  O’Hearn  and  her  able  Pro- 
gram Chairman,  Mrs.  L.  A.  DeLanney,  ar- 
ranged for  a speaker  on  the  subject,  Mrs. 
Flora  Potter,  for  twenty  years  associated 
with  the  Juvenile  Court.  Before  adjourning, 
a letter  was  read  from  the  Cancer  Control 
Headquarters  asking  for  assistance  during 
April — Cancer  Control  Month.  The  Aux- 
iliary responded  with  many  members  signing 
up  to  volunteer. 

FISCAL  YEAR  CLOSES 

With  the  closing  of  the  fiscal  year  of  the 
National  Auxiliary,  our  state  membership 
drive  closes.  This  year,  our  treasurer,  Mrs. 
J.  G.  Woodin  sent  in  a check  for  $54.00  rep- 
resenting a paid  membership  for  the  state  of 
216.  Nebraska  is  again  going  forward. 

AUXILIARY  TEMPORARILY  LOSES  TWO 
MEMBERS  TO  HUSBANDS 

Earlier  this  year  our  first  vice  president, 
Mrs.  D.  B.  Wengert  of  Fremont,  left  Nebras- 
ka for  Florida  to  join  her  husband  who  re- 
turned from  overseas.  And  now  Mrs.  How- 
ard Royer  of  Grand  Island,  our  president- 
elect, is  leaving  with  her  two  daughters  to 
join  Dr.  Royer  in  Maryland  after  a long  sep- 
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aration.  The  Auxiliary  will  miss  these  two 
valued  members,  but  wishes  them  all  joy 
in  these  cherished  reunions. 

OLGA  M.  DAVIS, 
State  President. 


COUNCIL  ON  MEDICAL  SERVICE  AND  PUBLIC 
RELATIONS  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

WASHINGTON  FORECAST 

Introduction  of  the  Wagner  Bill  may  be  expected 
almost  any  time  now.  However  rumor  says  Senator 
Wagner  may  not  present  his  measure  until  after 
President  Roosevelt  makes  a special  report  on  the 
health  of  the  nation  that  is  said  to  be  scheduled  now 
that  he  has  returned  from  the  Big  Three  Confer- 
ence. 

Watch  development  of  S.  191 — the  Hill-Burton 
Bill  authorizing  a national  survey  of  hospital  fa- 
cilities and  providing  for  the  construction  of  hos- 
pitals— special  attention  is  called  to  the  sections  of 
this  measure  having  to  do  with  the  establishment 
of  health  centers.  Hearings  on  this  bill  started 
February  26  before  the  Senate  Committee  on  Edu- 
cation and  Labor.  This  legislation  is  sponsored  by 
the  American  Hospital  Association  and  has  been 
approved  in  principle  by  the  Board  of  Trustees  of 
the  American  Medical  Association.  Opinion  is  that 
this  is  the  first  real  scientific  approach  by  means 
of  national  legislation  toward  the  problem  of  the 
distribution  of  medical  care,  where  the  need  can  be 
shown.  Significant  point:  control  is  left  in  the 
hands  of  the  local  communities. 

Also  look  for  continuation  of  the  hearings  of  the 
Subcommittee  on  Wartime  Health  and  Education  of 
which  Senator  Claude  Pepper  is  chairman.  Many, 
many  more  hearings  are  expected  before  Senator 
Pepper  and  his  Committee  may  be  ready  to  recom- 
mend legislation.  Apparently  this  Committee  really 
is  attempting  to  obtain  best  possible  medical 
opinion  before  making  final  recommendations.  If 
you  have  not  already  done  so,  read  the  Interim 
Reports  of  this  Subcommittee  on  Wartime  Health 
and  Education,  particularly  the  third  (released  some 
time  ago)  and  the  fourth  report  (released  February 
26).  Copies  of  these  reports  may  be  obtained  by 
writing  your  Senators  or  Congressmen. 

These  reports  are  a far  cry  from  the  same  old 
compulsory  federal  sickness  insurance  that  the  So- 
cial Security  Board  has  offered  as  its  only  answer 
to  the  medical  care  problem. 

FORTNIGHTLY  NEWS  LETTER 

This  is  the  first  of  a series  of  biweekly  news 
letters  which  you  as  a doctor  who  is  interested  in 
medical  economics,  and  public  relations  will  receive 
from  the  Council.  These  bi-weekly  letters  are  in- 
tended to  be  timely,  informative,  objective,  readable. 
To  those  who  are  maintaining  public  relations  on 
the  home  front,  the  Council  hopes  by  these  letters 
to  provide  information  as  to  what  is  new  in  the 
medical-economic  field 


PREPAYMENT  PLANS 

Prepayment  medical  care  planning  is  receiving 
much  attention  now.  Iowa’s  House  of  Delegates 
approved  a non-profit  service  plan  at  a special  ses- 
sion several  months  ago  and  is  working  out  a de- 
tailed plan;  the  Council  of  the  Ohio  State  Medical 
Association  has  approved  the  formation  of  a stock 
indemnity  company  by  members  of  the  state  so- 
ciety. Write  to  Dr.  Robert  E.  S.  Young,  who  spoke 
at  the  last  A.M. A.  Secretaries’  Conference,  or  to 
Charles  Nelson,  the  executive  secretary  of  the  Ohio 
State  Medical  Association,  for  details.  Doctor 
Young’s  address  is  9 Buttles  Avenue,  Columbus, 
Ohio.  Charles  Nelson’s  address  is  79  East  State 
Street,  Columbus,  Ohio.  Connecticut  is  working  on 
a plan  and  a detailed  announcement  may  be  ex- 
pected. After  a vigorous  session  at  the  special  meet- 
ing of  the  House  of  Delegates  of  the  Indiana  State 
Medical  Association,  the  House  voted  (1)  to  “ap- 
prove a plan;”  (2)  to  approve  “an  indemnity  plan;” 
(3)  to  have  a committee  appointed  to  bring  in  a def- 
inite indemnity  plan  at  a second  special  meeting  of 
the  House  of  Delegates,  for  final  approval  or  rejec- 
tion. A committee  of  twenty-one  has  been  ap- 
pointed and  is  at  work  on  a plan. 

A visit  to  Michigan  Medical  Service  in  Detroit 
provides  an  adequate  idea  as  to  the  “big  business” 
involved.  Dr.  A.  S.  Brunk,  president  of  the  Michi- 
gan Medical  Society,  and  Jay  Ketchum,  executive 
vice  president  of  Michigan  Medical  Service,  will 
supply  information.  (Soon  we’ll  send  a comparative 
chart,  drawn  up  by  the  Iowa  group,  giving  in  handy 
form  some  details  in  regard  to  various  plans). 

PHYSICAL  FITNESS  PROGRAM 

This  is  one  of  the  important  subjects  in  the  1945 
medical  program.  Leadership  should  be  in  the 
hands  of  the  profession.  Special  committees  on 
Physical  Fitness  have  been  appointed  by  some  so- 
cieties. Watch  for  details  in  the  A.M. A.  Journal. 

This  subject  of  physical  fitness  is  spotlighted  as 
a result  of  the  statements  that  4,00,000  Americans 
were  claseed  in  4-F  by  Selective  Service.  And  this 
figure  is  being  used  by  advocates  of  the  federal 
control  of  medicine  as  a reason  for  the  socialization 
of  medicine.  Joe  Lawrence,  Director  of  the  Wash- 
ington Office  of  the  Council  on  Medical  Service  and 
Public  Relations,  suggests  that  all  interested  obtain 
the  two  pamphlets  covering  the  “Hearings”  of  the 
Pepper  Committee,  officially  entitled,  “The  Sub- 
committee of  the  Committee  on  Education  and  Labor, 
United  States  Senate,  Upon  Wartime  Health  and 
Education.”  (These  are  different  from  the  Interim 
Reports).  Write  your  congressmen  for  these 
pamphlets,  Part  5 and  Part  6.  Your  attention  is 
especially  called  to  statements  by  Surgeon  Generals 
Mclntire  and  Parran,  and  Colonel  Rowntree  in  re- 
gard to  those  rejected  for  military  service.  Dr.  R. 
L.  Sensenich,  one  of  the  A.M. A.  representatives  on 
the  National  Physical  Fitness  Committee,  says  that 
this  4,000,000  figure  must  be  broken  down  to  get 
the  true  slant  on  the  situation.  For  the  breakdown 
of  these  figures,  see  the  July  22  and  subsequent 
issues  of  the  A.M. A.  Journal. 

As  new  things  develop  in  medical  economics  or 
public  relations  in  your  county  or  state  write  them 
to  the  Council.  What  you  are  doing  may  help  the 
other  fellow  solve  his  problems. 


Volume  30 
Number  5 


COUNCIL  ON  MEDICAL  SERVICE 


185 


SCHOOL  FOR  INSURANCE 

Doctors  are  becoming  insurance  conscious.  Meet- 
ings throughout  the  nation  buzz  with  prepayment 
health  insurance  talk.  “Indemnity,”  “service,” 
“mutual,”  “non-profit,”  “payroll  deduction,”  “ca- 
tastrophic illness”  and  “coverage”  are  rapidly  be- 
coming familiar  terms,  and  even  the  most  casual 
passer-by  can’t  help  but  notice  that  often  the  dis- 
cussion is  not  only  factual — but  heated,  and  that 
although  almost  as  many  varied  shades  of  opinion 
exist  as  there  are  discussers,  generally  the  groups 
divide  themselves  into  three  schools  of  thought: 

First — Those  favoring  non-profit  service  plans. 

Second— Those  favoring  cash  indemnity  plans. 

Third — Those  who  do  not  want  anything  at  all  to 
do  with  any  kind  of  insurance  plan. 

Many  physicians  still  feel  that  they  do  not  know 
enough  about  the  subject.  Most  doctors  are  too  busy 
these  days  to  read  long,  detailed  accounts  of  the 
various  plans  now  in  force  or  under  consideration. 
Dr.  Martin  Olsen,  Chairman  of  the  Committee  on 
Health  Insurance  of  the  Iowa  State  Medical  Society, 
together  with  Mary  McCord,  Executive  Secretary 
of  that  society,  prepared  a chart  largely  from  fig- 
nres  contained  in  Social  Security  Board  Bureau 
Memorandum  55,  Prepayment  Medical  Care  Organ- 
izations. This  chart  which  is  enclosed  is  not  com- 
plete— figures  are  more  than  a year  old  but  are 
used  as  a basis  for  correction  and  additional  in- 
formation in  regard  to  plans  covered  in  the  chart 
or  those  plans  not  listed.  Increases  in  membership 
in  these  plans  within  the  past  year  have  been  dra- 
matic. An  example  of  this  is  that  the  chart  shows 
Michigan  to  have  had  467,717  members  in  1943  while 
Michigan  spokesmen  state  that  number  is  772,534  as 
of  January  31,  1945.  The  Washington  State  plans 
some  18  in  number  and  among  the  oldest  in  the 
country,  were  among  those  not  listed.  These  Wash- 
ington plans  report  some  250,000  subscribers. 

MEDICAL  CONSIDERATIONS  IN  WASHINGTON 

Representatives  of  the  American  Medical  Asso- 
ciation appearing  at  the  recent  hearing  on  the  Hill- 
Burton  Bill  report  a friendly  reception  and  con- 
structive and  worthwhile  discussions  before  the 
Senate  Committee  on  Education  and  Labor. 

TOO  MUCH  STATIC 

Apparently  too  much  artificially  created  “static” 
has  been  generated  in  the  ranks  of  those  physi- 
cians practicing  physical  medicine,  and  has  devel- 
oped fear  that  F.C.C.  will  act  forthwith  against 
users  of  diathermy  equipment  and  deprive  the  pub- 
lic of  benefits  of  physicial  therapy.  The  Council 
on  Physical  Medicine  maintains  such  fear  is  un- 
founded and  such  claims  exaggerated.  It  is  under- 
stood that  the  Council  feels  the  question  is  a broad 
one  of  public  relations  and  sound  medical  care.  The 
Council  on  Physicial  Medicine  has  been  in  constant 
touch  with  the  F.C.C.,  we  are  informed,  and  has 
asked  that  physicians  receive  at  least  five  years  to 
liquidate  their  diathermy  equipment  that  may  cause 
interference.  F.C.C.  ruling  has  no  effect  on  surgical 
diathermy  equipment. 

A few  commercial  firms  have  written  physicians 
•asking  them  to  oppose  F.C.C.  regulations.  The 
Council  on  Physical  Medicine  will  publish  a state- 


ment clarifying  the  situation  and  suggests  that 
physicians  and  public  withhold  final  judgment  until 
possessing  all  facts. 

HOSPITAL  CONSTRUCTION  BILL  (S-191) 

Analysis  of  Hill-Burton  Bill  is  available  from  the 
Bureau  of  Legal  Medicine  and  Legislation.  See 
March  17  Journal  A.M.A.  for  editorial  (page  652) 
and  summary  of  statements  made  by  A.M.A.  repre- 
sentatives to  Senate  Committee  on  Education  and 
Labor,  February  28,  in  Organization  Section  of 
Journal  A.M.A. 

INSURANCE  PLAN  LEGISLATION 

The  Council  has  been  informed  by  the  Bureau  of 
Legal  Medicine  and  Legislation  on  the  basis  of  ad- 
vice from  its  legislative  reporting  service  that  so 
far  in  1945  laws  authorizing  organization  and  oper- 
ation of  non-profit  medical  service  plan  corpora- 
tions have  been  enacted  in  Tennessee,  Iowa,  and 
North  Dakota.  Similar  bills  are  in  process  of  en- 
actment in  Kansas,  Minnesota,  and  South  Dakota. 
In  addition  a law  permitting  a non-profit  service 
corporation  to  operate  a supplementary  medical 
service  plan  in  conjunction  with  a hospital  service 
plan  has  been  enacted  in  West  Virginia.  No  other 
similar  bills  are  pending  today,  according  to  avail- 
able information. 

SENATOR  ELLENDER’S  BILL  (637) 

Senator  Allen  J.  Ellender  of  Louisiana  introduced 
into  the  Senate  on  February  26  Senate  Bill  637 
which  includes  provisions  for  the  deferment  of  ade- 
quate numbers  of  premedical  students  and  further 
provides  for  the  deferment  of  medical  students  as 
will  be  sufficient  to  supplement  civilian  sources  of 
students  for  the  maintenance  of  full  classes.  This 
bill  has  been  referred  to  the  Committee  on  Mili- 
tary Affairs  of  the  Senate.  This  legislation  seeks 
to  carry  out  the  recommendations  of  the  House  of 
Delegates  and  should  receive  the  wholehearted  and 
active  support  of  the  medical  profession.  A copy 
of  the  bill  as  introduced  appears  in  the  March  10 
issue  of  The  Journal  of  the  A.M.A.  on  page  599  and 
an  editorial  comment  on  page  592. 
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AUDITORY  INTROVERTS 

Psychologists  have  long  talked  about  “introverts,” 
those  people  who  are  shy,  retiring  and  hermit-like 
in  their  social  life.  Some  are  born  with  the  intro- 
vert nature;  others  acquire  it. 

Now  the  scientists  of  Sonotone  research  labora- 
tories, ElmsforJ,  N.  Y.,  report  that  impaired  hear- 
ing tends  to  change  people  into  introverts.  Men 
and  women  who  cannot  hear  well  have  a difficult 
time  in  carrying  on  conversation.  They  become 
poor  talkers,  and  worse  listeners.  This  often  causes 
them  to  crawl  into  their  shell  and  become  “auditory 
introverts.” 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
Weber,  C.  R.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak.  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
CUSTER  COUNTY 

Koefoot,  Ted,  Jr.,  Broken  Bow 
Leonard,  Patrick,  Broken  Bow 
DAWES  COUNTY 

McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 
Coe,  C.  Max,  Wakefield 

DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H..  Fremont 
Sobota,  J.  E.,  North  Bend 

DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 


As  of  April  15,  1945 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartlord,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 
Heywood,  Leo.  T. 
Hirschman,  J.  H.,  Int. 
Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 
Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley.  Wm.  E. 

Kemp,  Wm.  T. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 
Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 
Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 
Mangiameli,  Carl  L. 
Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 
Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 
Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 
O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar.  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  .T.  P. 

Reiner,  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 
Shamberg,  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand.  Clarence  Johnson 
Tamisiea,  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young,  Geo.  Alex.,  Jr. 
FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 


FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch.  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 
KNOX  COUNTY 

Carrig,  M.  H.,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Everett,  H.  H.,  Jr. 

Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Greer,  Rex  E. 

Haentzschel,  L.  E. 

Haley,  Robert  R. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton.  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J 
Royal,  Paul 
Sharrar,  Lynn  E. 

Stein,  Robt.  .1. 

Still,  Richard  M 


* Killed  in  action 
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Taborsky,  A.  F. 

Teal,  Philip 
Underwood,  G.  R. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Huagel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
NEMAHA  COUNTY 
Tushla,  F.  M.,  Auburn 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 


Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 

PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 

RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 

RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest.  Falls  City 
Youngman,  R.  A.,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 


SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 

SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Ohme,  K.  W.,  Mitchell 
Rosenau,  John  A.,  Scottsbluff 

SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 

SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 

THURSTON  COUNTY 
Bradley,  J.  D.,  Pender 

WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 

VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilg'ore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Capt.  Jack  M.  Hayes  of  Omaha  is  at  Fort  Ord, 
Calif. 

Lt.  Eugene  A.  Abts  of  Humphrey  is  stationed  at 
Glencoe,  111. 

Lt.  Col.  Clifford  Hansen  of  Omaha  is  stationed 
near  Longview,  Tex. 

Capt.  D.  A.  Richter  of  Sutton  is  serving  with  a 
field  hospital  in  Germany. 

Lt.  Howard  Royer  of  Grand  Island  is  back  after 
two  years  service  in  the  South  Pacific. 

Lt.  Col.  W.  A.  Rush  of  Beatrice  is  in  charge  of 
radiology  at  Ft.  Leonard  Wood  Hospital,  in  Missouri. 

Major  Theodore  Winship,  liberated  from  Bilibid 
Prison  in  Manila  last  February,  is  home  in  Omaha 
on  leave. 

Lt.  Col.  R.  Russel  Best  following  two  and  a half 
years  service  in  the  Mediterranean  area,  is  home  on 
leave  in  Omaha. 

Captain  Frank  J.  Klabenes  was  recently  trans- 
ferred to  Station  Hospital,  Walla  Walla  Army  Air 
Base,  Walla  Walla,  Wash. 

Dr.  John  A.  Prochaska  of  Crete  was  honorably 
discharged  from  the  Army  Medical  Corps  in  March, 
and  has  resumed  practice. 

Dr.  Kenneth  Wolf  of  Hyannis  was  recently  pro- 
moted from  major  of  lieutenant  colonel  in  the  med- 
ical Corps  of  the  United  States  army. 

Capt.  M.  M.  Musselman  who>  had  been  freed  from 
the  Prison  Camp  by  MacArthur’s  Rangers  in  the 
Philippines,  is  back  in  Omaha  on  leave. 

Fourth  Marine  Division  surgeon  on  Iwo,  in  the 
Volcano  Islands,  is  Comdr.  R.  S.  Silvis,  a graduate 
of  the  University  of  Nebraska  Medical  College. 

Lt.  George  S.  Tyner,  MC.  USNR,  following  serv- 
is  as  flight  surgeon  in  a marine  fighter-bomber 
squadron  operating  in  the  Pacific,  has  returned 
home  on  leave. 


In  charge  of  opthalmology  in  the  Crile  General 
Hospital,  Cleveland,  under  army  auspices,  is  Lt.  Col. 
Gilbert  Struble,  formerly  of  Fremont,  a graduate 
of  the  University  of  Nebraska. 

Lt.  Clare  C.  Wiley,  a graduate  of  University  of 
Nebraska  Medical  College  in  1941,  recently  received 
a citation  from  Fleet  Admiral  Chester  Nimitz  of  the 
U.  S.  Navy.  The  citation  was  for  meritorious  con- 
duct in  action  against  the  Japanese  forces  on  Guam 
from  July  ’41  to  August  10,  1944. 

Dr.  Lloyd  N.  Kunkel  of  Weeping  Water  was  re- 
cently promoted  to  the  rank  of  major  in  the  Army 
Medical  Corps.  Major  Kunkel  is  serving  as  port 
medical  inspector  of  the  Eighth  Port  of  Embarka- 
tion. According  to  a communication  from  headquar- 
ters this  base  is  an  important  supply  in  service  or- 
ganization for  the  5th  Army  and  for  the  Air  Force 
gTound  crews  and  naval  elements  in  the  Mediterra- 
nean section. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  J.  C.  Kildebeck,  following  fourteen  years  prac- 
tice in  Emerson,  has  moved  to  California. 

Dr.  and  Mrs.  J.  A.  Waggener  of  Humboldt  cele- 
brated their  sixty  seventh  wedding  anniversary  in 
March. 

Following  a back  injury  which  required  a long 
hospital  stay,  Dr.  T.  L.  Weeks  of  Nebraska  City,  is 
recuperating  in  California. 


BOOK  RECEIVED 

My  Second  Life,  an  Autobiography.  Thomas  Hall 
Shastid,  A.M.,  M.D.,  LL.B.,  Se.D.,  F.A.C.S.,  F.A.C.P. 
Over  1000  pages — numerous  illustrations.  Price, 
postpaid,  $10.00.  Ragston  Permanent  Paper  Edition, 
postpaid  $12.00.  George  Wahr,  Publisher  and  Book- 
seller to  the  University  of  Michigan,  Ann  Arbor, 
Michigan. 
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DEATHS 

Harry  E.  Potter,  M.D.,  Fairbury,  born  in  Illinois 
in  1876,  graduated  from  the  Kansas  City  Medical 
School  in  1900.  He  started  to  practice  medicine  at 
Broken  Bow  where  he  remained  for  two  years,  fol- 
lowed by  five  years  of  practice  in  Endicott.  From 
there  he  moved  to  Fairbury  and  remained  in  active 
practice  until  1935  when  because  of  ill  health  he 
retired.  Dr.  Potter’s  civic  and  professional  life  was 
both  active  and  interesting.  He  was  interested  in  all 
phases  of  professional,  civic,  and  political  affairs. 
He  was  particularly  active  in  politics  and  was  a 
delegate  to  three  national  Republican  conventions. 
For  many  years  he  served  as  chairman  of  the  county 
representing  the  Republican  party.  His  presence 
at  medical  meetings  had  become  an  institution.  He 
served  in  many  capacities  within  his  councillor  dis- 
trict as  well  as  in  the  State  Medical  Association. 
For  years  he  was  councilor.  In  1927  he  was  elected 
president  of  the  Nebraska  State  Medical  Association. 
Death  occurred  on  February  27,  1945.  Surviving  are 
his  wife  and  two  children. 


Mackechnie,  Win.  Duncan,  Indianola,  born  in  Can- 
ada in  1877,  graduated  from  Western  University, 
London,  Ontario,  1899.  He  came  to  Indianola  the 
same  year  and  remained  in  practice  until  shortly  be- 
fore his  death.  Doctor  Mackechnie  was  a popular 
physician  in  the  southwestern  part  of  the  state,  ac- 
tive in  civic  and  professional  affairs.  He  was  a 
member  of  the  Presbyterian  church  and  was  also 
active  in  Masonic  affairs.  Died  March  4,  1945. 


John  Julius  Loomis,  M.D.,  Lincoln,  born  in  Massa- 
chusetts in  1893,  came  to  Nebraska  in  early  child- 
hood, and  lived  at  Hay  Springs;  graduated  from 
Loyola  University,  Chicago,  in  1922  and  following 
his  internship  spent  some  time  in  post  graduate 
work  on  the  continent  in  Europe.  He  returned  to 
the  United  States  and  located  in  Lincoln  where  he 
became  immediately  active  in  various  phases  of  civic 
and  professional  life.  For  twelve  years  he  was 
chairman  of  the  department  of  obstetrics  of  Bryan 
Memorial  Hospital.  Because  of  ill  health,  Dr.  Loo- 
mis moved  to  Colorado  in  1941  and  died  there  March 
21,  1945.  He  is  survived  by  his  wife. 


THE  SCHOOL  CHILD’S  BREAKFAST 

Many  a child  is  scolded  for  dullness  when  he 
should  be  treated  for  undernourishment.  In  hun- 
dreds of  homes  a “continental”  breakfast  of  a roll 
and  coffee  is  the  rule.  If,  day  after  day,  a child 
breaks  the  night’s  fast  of  twelve  hours  on  this 
scant  fare,  small  wonder  that  he  is  listless,  nervous, 
or  stupid  at  school.  A happy  solution  to  the  problem 
is  Pablum.  Pablum  furnishes  protective  factors 
especially  needed  by  the  school-child — especially 
calcium,  iron  and  the  vitamin  B complex.  The 
ease  with  which  Pablum  can  be  prepared  enlists  the 
mother’s  cooperation  in  serving  a nutritious  break- 
fast. This  palatable  cereal  requires  no  further  cook- 
ing and  can  be  prepared  simply  by  adding  milk 
or  water  of  any  desired  temperature. 

— Mead  Johnson  & Company,  Evansville,  Ind. 


NATIONAL  DRUG  EXPANDS  RESEARCH 
STAFF 

Following  out  the  expanded  research  program 
which  was  announced  sometime  ago  by  The  National 
Drug  Company,  several  new  members  have  been 
added  to  the  Research  Department:  Dr.  L.  J.  Lewis, 
who  has  been  associated  with  Sharp  & Dohme  and 
is  a graduate  of  the  University  of  Pittsburgh;  Dr. 
J.  C.  Eck,  who  has  been  affiliated  with  the  U.  S. 
Industrial  Chemical  Corporation  of  Stamford,  Conn., 
and  who  received  his  Ph.D.  from  the  University  of 
Illinois;  Dr.  Souren  Avakian,  who  has  been  working 
on  an  O.S.R  D.  contract  on  antimalarials  for  the 
past  two  years  and  who  received  his  training  at 
Iowa  State;  Dr.  Harold  Urist,  who  has  been  af- 
filiated with  National  Oil  Products  Corporation  and 
who  took  graduate  training  at  the  University  of 
Michigan  and  the  University  of  Minnesota;  Dr. 
Morton  Beiler,  who  is  a graduate  of  Fordham  Uni- 
versity and  Miss  Hope  Hastorf,  who  has  been  with 
E.  R.  Squibb  & Sons,  Calco  Chemical  Corporation 
and  Columbia  University. 

Dr.  G.  J.  Martin,  Research  Director  of  The  Na- 
tional Drug  Company,  states  that  with  the  addi- 
tion of  this  group  of  research  workers,  the  greatly 
expanded  program  for  The  National  Drug  Company 
will  rapidly  get  under  way.  Even  now,  a number 
of  new  products  are  ready  for  announcement. 


EAR  MORE  VERSATILE  THAN  THE  EYE 

The  range  of  appreciation  of  the  ear  is  far  greater 
than  that  of  the  eye,  and  for  that  reason  there  are 
greater  individual  variations  in  hearing  than  in  see- 
ing, according  to  the  Sonotone  research  laboratories. 

“The  eye  functions  in  only  one  octave  of  rays  in 
the  electro-magnetic  spectrum.  But  the  average  ear 
hears  sounds  extending  over  about  10  octaves.  While 
light  waves  and  sound  waves  are  not  strictly  com- 
parable, there  is  no  question,”  asserts  the  Sonotone 
research  laboratories,  “that  the  range  of  versa- 
tility of  the  human  ear  is  far  greater  than  that  of 
the  human  eye.” 

“Lowest  musical  notes  that  can  be  perceived  by 
the  average  human  ear  have  vibrations  of  about  24 
to  30  per  second,  although  some  sharp  ears  can 
distinguish  sounds  having  vibrations  as  low  as  16 
per  second.” 

“High  limit  of  audibility  is  generally  placed  at 
about  20,000  vibrations  per  second  for  the  average 
person  with  good  hearing.  However,  because  of 
individuaul  differences,  sounds  of  more  than  20,000 
vibrations  per  second  are  audible  to  some  persons.” 

“Because  of  the  wide  range  of  sound  waves  over 
which  the  ear  functions,  the  proper  fitting  of  a 
hearing  aid  in  a deafened  person  invariably  calls 
for  considerable  skill  and  experience.  If  we  com- 
pare the  ear  with  a piano,  which  has  seven  octaves, 
then  it  is  evident  whole  octaves,  or  parts  of  octaves, 
of  the  auditory  apparatus  may  not  be  tuned  for  best 
hearing.  To  determine  these  individual  differences, 
the  hearing  of  a person  is  tested  at  points  through- 
out the  range  of  hearing.  Usually  it  is  found  that 
loss  of  hearing  is  not  uniform  throughout  the  scale 
and  that  for  best  hearing  the  aid  to  the  ears  must 
supply  greater  amplification  to  certain  notes  in 
speech  and  music.” 
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EDITORIAL 


THE  CONFLICT  AT  KEARNEY 

Recent  accounts  in  the  Nebraska  public 
press  featured  the  resignation  of  Dr.  J.  C. 
Albertson,  Medical  Director  at  the  Hospital 
for  Tuberculous  at  Kearney.  An  analysis  of 
the  reports  indicates  that  the  resignation 
is  the  result  of  a conflict  between  the  medi- 
cal director  and  the  Board  of  Control  over 
policy  in  administration.  Charges  of  inter- 
ference on  the  one  hand  were  countered  by 
charges  of  lack  of  cooperation  on  the  other. 
Statements  by  the  Board  of  Control  were 
challenged  by  letters  to  the  Public  Pulse  by 
patients  sympathetic  to  their  doctor.  And  in 
the  midst  of  these  accusations  and  counter- 
accusations there  came  a report  of  a threat- 
ened walkout  by  the  nursing  staff.  Again 
from  the  newspaper  reports  we  learn  that  the 
State  Health  Department  saved  the  situation 
by  sending  physicians  from  its  staff,  and  by 
appealing  to  the  Visiting  Nurse  Association 
and  the  Nebraska  Tuberculosis  Association, 
to  supply  temporary  nursing  relief  to  avoid 
a complete  breakdown  in  the  service. 

As  a general  rule  newspapers  are  more  in- 
terested in  presenting  the  story  of  an  event 
than  they  are  in  the  critical  analysis  of  the 
principles  and  the  background  which  lead  to 
the  culmination  of  the  story.  This  state- 
ment is  not  made  in  criticism  of  journalism 
as  an  institution.  Rather  do  we  make  this 
assertion  in  defense  of  our  present  policy  of 
not  taking  sides  in  this  unfortunate  dilemma. 
For  how  can  we  state  an  opinion  in  the  ab- 
sence of  factual  knowledge?  To  the  cynic 
who  asks  “Why  should  we  state  our  opin- 
ion?,” we  reply  that  the  public  looks  to  us 


as  a medical  group,  for  an  expression.  And 
if  we  are  to  maintain  the  confidence  of  our 
public  in  leadership  on  matters  of  health  and 
the  many  phases  relating  thereto,  we  cannot 
escape  the  responsibility  in  this  problem. 
The  hospital  is  a public  institution,  and  the 
people  who  built  it  and  are  supporting  it 
have  a right  to  an  impartial  and  unbiased 
opinion. 

Our  position  at  this  time  is  complicated 
by  the  peculiar  fact  that  the  hospital  in  the 
past  few  years  had  gained  an  enviable  repu- 
tation both  for  physical  equipment  and  pro- 
fessional achievement.  The  pride  which  the 
Board  of  Control  has  taken  in  the  institution 
is  equalled  only  by  the  satisfaction  felt  by 
Dr.  Albertson  in  the  care  he  was  able  to 
supply  the  patients  of  that  institution.  It  is 
our  conviction  that  the  Board  of  Control  is 
eager  to  maintain  the  high  standards  which 
it  took  many  years  to  achieve.  As  to  Dr. 
Albertson,  he  was  an  integral  part  of  the 
organization  responsible  for  these  accom- 
plishments. To  us  the  whole  conflict  appears 
as  a paradox.  • 

Dr.  Albertson  has  left  Kearney,  and  in 
time,  we  hope,  a successor  will  be  appointed, 
who  will  be  able  to  maintain  the  present 
standards  and  carry  the  hospital  to  constant- 
ly progressive  heights.  In  the  meantime 
we  believe  that  it  would  be  fitting  for 
our  State  Association  to  assume  an  active 
interest  not  only  in  Kearney  but  as  well  in 
other  public  institutions  dealing  with  health 
in  its  many  ramifications.  We  predict  that 
the  Board  of  Control  would  welcome  such  a 
step.* 

*Since  the  time  of  writing  this  editorial  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Association,  at  its  meeting 
in  Lincoln  on  May  8,  passed  a resolution  requesting  the  Plan- 
ning Committee  of  our  Association  to  confer  with  the  Board 
of  Control  regarding  the  various  problems  of  our  state  insti- 
tutions, particularly  on  the  problems  of  hospitals.  The  Journal 
wishes  to  congratulate  the  House  of  Delegates  on  this  action. 
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POLIOMYELITIS 

With  the  coming  of  summer  our  attention 
again  turns  to  poliomyeloencephalitis.  In 
view  of  the  unusual  incidence  of  this  disease 
last  year  we  may  hope  that  there  will  not  be 
many  cases  this  season.  That  there  will  be 
some  we  must  expect.  We  must  also  be  ready 
to  evaluate  the  symptoms  in  the  individual 
case  and  try  to  avoid  diagnostic  pitfalls. 

Poliomyelitis  is  an  infectious  disease  in 
which  a variable  number  of  motor  cells  in  the 
spinal  cord  and  the  medulla  are  killed  or  dam- 
aged, with  resulting  flaccid  paralysis  of  the 
muscles  supplied  by  these  cells.  The  virus 
invades,  and  becomes  fixed  in  the  nerve  cells 
very  early  in  the  disease,  and  there  is  no  evi- 
dence that  any  form  of  treatment  can  limit 
the  extention  of  the  disease  in  the  central 
nervous  system  or  alter  the  pathologic  se- 
quence thereof  without  self  limitation. 

We  emphasize  this  statement  because 
there  has  been  some  confusion  in  the  past 
few  years  over  therapeutic  methods  em- 
ployed in  poliomyelitis.  The  confusion,  in 
our  opinion,  is  the  result  of  a controversy  be- 
tween the  proponents  and  the  opponents  of 
the  Kenny  system.  That  the  controversy  is 
unnecessary  and  undesirable  is  obvious.  The 
basic  pathologic  process  remains.  Concepts 
may  come  and  go,  but  as  long  as  there  is  no 
effective  method  of  prevention  of  the  dis- 
ease, there  will  be  deaths  and  deformities; 
but  fortunately  in  the  large  majority  of  the 
cases,  complete  recoveries. 

All  authorities  agree  that  in  the  acute 
stage  of  poliomyelitis  the  prime  objective  is 
the  relief  of  symptoms.  Whether  relief  is 
achieved  through  general  medical  measures 
or  through  special  procedures  as  recommend- 
ed by  Sister  Kenny  is  so  far  as  we  are  con- 
cerned, only  of  academic  interest.  Those  who 
accept  the  claims  of  the  Kenny  adherents 
that  these  special  procedures  prevent  or  cor- 
rect deformities,  should  by  all  possible  means 
employ  these  procedures.  By  the  same  token 
it  is  only  fair  to  assume  that  since  many  of 
the  best  qualified  workers  in  this  field  re- 
main unconvinced  of  the  advantages  of  the 
newer  method  over  the  old,  the  practising 
physician  who  remains  skeptical  toward,  or 
has  no  access  to  these  special  procedures  may 
continue  on  his  daily  rounds  untouched  by 
a sense  of  guilt,  heplessness,  or  an  inferiority 
complex.  He  will  do  best  to  employ  those 
therapeutic  methods  with  which  he  is  most 
familiar  and  those  which  he  understands 
best. 


AN  APPEAL  FROM  THE  OPA 

A recent  communication  from  the  Office 
of  Price  Administration  to  secretaries  of 
County  Medical  Societies  indicates  that 
there  is  still  some  confusion  among  house- 
wives as  to  the  merits  of  the  different  brands 
of  condensed  or  evaporated  milks  used  in 
infant  feeding.  This  confusion  arises  from 
the  fact  that  physicians  in  some  instances 
recommend  specific  brands.  The  result  is 
that  too  frequently  the  best  advertised 
brands  are  prescribed  which  the  dealer  can- 
not always  supply. 

According  to  the  OPA  this  practice  causes 
many  inconveniences  to  customers  and 
merchants  alike.  In  addition  it  occasions 
waste  of  valuable  food  supply.  Mothers  fre- 
quently, when  stocks  arrive,  buy  up  large 
quantities  of  the  popular  brand  only  to  find 
that  after  a month  the  cans  of  milk  are  unfit 
for  ordinary  use.  The  OPA  recommends  that 
in  prescribing  evaporated  milks  for  infant 
feeding  no  specific  brands  be  recommended, 
and  that  patients  be  advised  to  purchase 
whatever  brand  may  be  available.  Pediatri- 
cians have  been  following  this  policy  for  sev- 
eral years. 


SULFADIAZINE  OF  NO  VALUE  IN  PREVENT- 
ING RELAPSES  OF  MALARIA 

Sulfadiazine  has  not  proved  to  be  of  any  value 
in  preventing  relapses  of  malaria  that  has  been 
naturally  acquired  in  the  South  Pacific,  nor  does  it 
have  any  value  in  the  treatment  of  malaria,  three 
physicians  report  in  The  Journal  of  the  American 
Medical  Association  for  May  5. 

The  authors,  L.  T.  Coggeshall,  M.D.,  Chair- 
man, Department  of  Tropical  Diseases,  University 
of  Michigan,  School  of  Public  Health,  Ann  Arbor, 
Mich.;  Col.  Walter  B.  Martin,  Medical  Corps,  Army 
of  the  United  States,  and  Capt.  Robley  D.  Bates  Jr., 
Medical  Corps,  Army  of  the  United  States,  point  out 
that  the  importance  of  developing  new  methods 
of  treatment  has  become  emphasized  by  the  recog- 
nized failure  of  the  three  drugs,  quinine,  atabrine 
and  plasmochin  to  affect  materially  the  relapse  rate 
of  malaria.  Also,  with  the  reduced  amount  of 
quinine  available,  a search  for  more  satisfactory 
compounds  continues.  “The  evidence  thus  far  indi- 
cates,” the  authors  say,  “that  both  quinine  and  ata- 
brine are  more  efficient  than  any  other  drug  so 
far  tested  in  the  treatment  of  naturally  acquired 
Plasmodium  vivax  infection.  The  suggestion  that 
sulfonamide  compounds  might  be  capable  of  eradi- 
cating an  infection  which  was  already  clinically  sup- 
pressed by  a previous  course  of  one  of  the  other 
drugs  resulted  in  the  trial  of  such  a program  in 
treatment  of  a group  of  patients  whose  infection 
originated  in  the  Southwest  Pacific  area.  . . .” 
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The  treatment  of  cancer  requires  discrim- 
inating- judgment  in  evaluation  of  curability 
and  in  selection  of  the  best  surgical,  radio- 
logical or  medical  therapeutic  procedures  for 
each  particular  case.  The  extent  of  the  dis- 
ease and  the  general  health  of  the  patient 
form  a basis  for  grouping  the  cases  accord- 
ing to  those  which  merit:  (1)  an  aggressive 
attempt  to  eradicate  or  control  the  neoplasm 
by  resection,  cautery  or  intensive  irradia- 
tion; (2)  restraint  of  neoplasm  and  palliation 
of  symptoms  by  conservative  radiotherapy 
or  surgery;  or  (3)  restriction  of  therapy  to 
symptomatic  treatment  by  medical  proce- 
dures. The  primary  essential  in  the  treat- 
ment of  curable  malignancies  is  eradication 
or  control  of  cancer  in  order  to  halt  the  pro- 
gressive invasion  of  healthy  tissues  and  to 
preserve  the  life  of  the  patient.  The  thera- 
pist attempts  to  maintain  subsequent  de- 
formity, pain  and  disability  to  a minimum, 
but  in  so  doing  he  must  not  jeopardize  con- 
trol of  the  cancer.  More  or  less  deformity 
and  occasional  complications  are  inevitable 
following  surgical  resection,  cautery  or  in- 
tensive radiotherapy. 

The  oncologist  must  choose  that  type  of 
treatment,  which  in  his  opinion,  offers  the 
most  certain  control  of  each  particular  can- 
cer, and  with  the  fewest  probable  untoward 
effects.  Surgical  resection  has  proved  most 
valuable  in  those  lesions  which  are  subject 
to  complete  removal  without  undue  deform- 
ity or  interference  with  function.  For  ex- 
ample, resectable  carcinoma  of  the  breast 
can  be  more  effectively  eradicated  by  surgi- 
cal resection  and  with  less  morbidity  than 
would  follow  intensive  radiotherapy  to  the 
entire  mammary  region.  Furthermore,  tu- 
mors inaccessible  to  radiotherapy  and  yet 
susceptible  to  surgical  removal,  such  as  car- 
cinoma of  the  lung,  stomach,  bowel  and  kid- 
ney, can  occasionally  be  cured  by  surgical 
removal,  whereas  radiotherapy  is  very  rare- 
ly able  to  control  these  deeply  located  neo- 
plasms. Relatively  benign,  noninfiltrating 
tumors,  such  as  osteochondromas,  meningi- 
omas, fibromas  and  lipomas  are  well  adapted 
to  surgical  removal  and  respond  ineffective- 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1944. 
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ly  to  radiotherapy.  Carcinomas  of  the  skin 
or  mucous  membranes  with  infiltration  of 
bone  or  cartilage  can  be  managed  by  surgical 
resection  more  expeditiously  and  with  less 
morbidity  than  by  radiotherapy.  The  car- 
cinoma can  be  eradicated  by  radiotherapy 
quite  effectively,  but  postirradiation  osteo- 
myelitis and  chondritis  may  be  persistently 
troublesome  for  months  or  a few  years.  Car- 
cinoma occurring  in  areas  subject  to  macer- 
ation and  irritation  and  infection  by  urine 
and  feces,  as  in  the  case  of  carcinoma  of  the 
rectum,  carcinoma  of  the  vulva,  and  mod- 
erately advanced  carcinoma  of  the  penis,  is 
more  readily  and  painlessly  eradicated  by 
surgical  resection  than  by  radiotherapy.  The 
continued  irritation  and  infection  of  the  area 
interferes  with  healing  of  the  properly  ir- 
radiated area  with  resulting  persistent  ulcer- 
ation, pain  and  disability.  Metastatic  car- 
cinoma within  lymph  nodes  restricted  to 
one  or  a few  movable  nodes  warrants  surgical 
resection,  whereas,  extensive  metastases 
with  fixation  of  nodes  are  better  treated  by 
radiotherapy.  In  general,  surgical  resection 
is  preferred  in  those  lesions  which  have  been 
previously  ineffectively  treated  by  radio- 
therapy and  in  neoplasms  occurring  in  rela- 
tively avascular  areas.  Radio-therapy  of 
sufficient  intensity  to  eradicate  carcinoma 
from  such  areas  frequently  leads  to  persist- 
ent ulceration. 

Carcinomata  are  rendered  suitable  for 
eradication  by  radiotherapy  through  their 
accessibility  to  intensive  treatment  by  x-ray 
or  radium  or  by  individual  inherent  radio- 
sensitive vulnerability.  Radiotherapy  is  pre- 
ferred to  surgery  in  those  areas  in  which 
preservation  of  surface  contours  and  re- 
gional function  would  be  sacrificed  or  im- 
paired by  surgical  resection.  In  general, 
small  localized  accessible  lesions  which  are 
most  easily  resected  are  likewise  those  le- 
sions which  are  most  readily  eradicated  by 
radiotherapy  and  with  minimal  subsequent 
scarring.  Radiotherapy  has  largely  super- 
seded surgical  resection  in  the  treatment  of 
a great  majority  of  operable  carcinomata, 
such  as  cancer  of  the  skin  and  lip  and  cancer 
of  the  cervix.  Radiotherapy  has  been  of 
great  value  in  the  control  of  certain  non- 
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resectable  neoplasms,  such  as  carcinoma  of 
the  nasopharynx  and  tonsil,  inoperable  neo- 
plasms of  the  corpus  and  cervix  uteri,  infil- 
trating fibrosarcomas  and  some  inoperable 
carcinomas  of  the  breast.  Certain  tumors 
exhibit  a remarkable  radiovulnerability 
which  permits  their  eradication  even  after 
alarming  dissemination  of  the  neoplasms  has 
occurred.  The  more  anaplastic  carcinomas 
of  the  testis  and  an  occasional  medullo- 
blastoma of  the  adrenals  or  brain  may  re- 
main controlled  or  eradicated  for  many  years 
following  intensive  deep  x-ray  therapy.  Good 
vascularization  of  the  tumor  and  tissue  bed 
about  any  tumor  are  favorable  to  eradica- 
tion of  the  tumor  and  promote  prompt,  dur- 
able, postirradiation  healing.  Neoplasms 
complicated  by  infarctive  necrosis  and  infec- 
tion, most  commonly  seen  in  carcinomas  of 
the  cervix  and  intra-oral  carcinoma,  require 
treatment  of  the  infection  before  proceeding 
with  intensive  radiotherapy. 

Recent  developments  in  radiotherapy  have 
been  toward  the  greater  utilization  of  x-ray, 
and  limitation  of  radium  to  those  lesions 
not  accesible  to  x-ray  therapy.  X-ray  thera- 
py is  more  satisfactory  than  radium  in  the 
treatment  of  accessible  lesions  because  of 
greater  accuracy  in  calibration  of  x-ray  dos- 
age, a more  even  homogeneity  of  intensity, 
and  more  flexibility  in  the  control  of  depth 
of  penetration.  The  shock-proof  x-ray  tube 
has  provided  a means  of  delivering  x-ray 
therapy  directly  into  open  cavities,  such  as 
the  mouth  or  vagina,  without  fear  of  elec- 
trical shock.  X-ray  therapy  can  be  delivered 
into  the  bladder  in  the  treatment  of  car- 
cinoma by  way  of  a lead  foil  cylinder  intro- 
duced through  cystotomy  opening.  In  the 
treatment  of  cancer  of  the  cervix,  some  ra- 
diotherapists have  replaced  intravaginal  and 
intra-uterine  radium  by  transvaginal  deep 
x-ray  therapy  delivered  through  special 
vaginal  specula.  We  still  prefer  placement 
of  radium  along  the  cervical  and  uterine 
canal  and  in  the  lateral  vaginal  fornices 
rather  than  employment  of  transvaginal 
x-ray  therapy  for  the  local  treatment  of  car- 
cinoma of  the  cervix.  Carcinoma  of  the 
palate,  pharynx  and  larynx  are  being  treat- 
ed by  intensive  deep  x-ray  therapy  rather 
than  by  radium,  due  to  the  more  homo- 
geneous dosage  administered.  Carcinomas 
of  the  floor  of  the  mouth,  cheek,  gums  and 
anterior  half  of  the  tongue  are  accessible  for 
treatment  by  x-ray  treatment  administered 
perorally  through  individually  fashioned  lead 


foil  tubes.  X-ray  therapy  is  definitely  pre- 
ferable to  radium  in  the  treatment  of  car- 
cinoma of  the  eyelid,  because  the  eyeball  can 
be  fully  protected  against  superficial  x-ray 
by  means  of  a lead  screen  inserted  over  the 
eyeball  beneath  the  lid.  The  eyeball  cannot 
be  effectively  shielded  against  the  more 
penetrating  radium  rays,  with  a resulting 
predisposition  to  cataract  formation.  Spe- 
cial equipment  is  available  for  the  genera- 
tion of  relatively  nonpenetrating  x-rays ; 
namely,  the  Chaoul  and  Phillips  intracavi- 
tary units  and  the  Grenz-ray  generator.  In 
our  opinion,  these  special  units  are  rarely  ad- 
vantageous and  their  effects  can  be  largely 
duplicated  by  application  of  low  voltage,  un- 
filtered x-rays  at  a short  distance.  Too  su- 
perficial irradiation  fails  to  eradicate  the 
more  deeply  lying  carcinoma  cells. 

Radium  therapy  is  most  useful  in  intra- 
cavitary treatment  of  carcinoma  of  the  cor- 
pus uteri  and  in  the  treatment  of  subcu- 
taneous neoplasms  and  metastatic  lymph 
nodes  which  are  not  accessible  to  direct  x-ray 
therapy.  Radium  needles  inserted  evenly 
through  the  subcutaneous  tissues  permit  the 
administration  of  radiation  directly  within 
the  neoplastic  tissue  and  its  immediate  vi- 
cinity with  relatively  less  irradiation  of  the 
skin  and  surrounding  uninvolved  tissues. 
The  needles  most  generally  employed  provide 
a filtration  of  1/2  mm.  platinum  which  screens 
out  the  more  caustic  rays.  The  radium  con- 
tent of  such  needles  is  only  about  .6  to  1 mg. 
per  linear  centimeter  and  the  time  required 
for  cancerocidal  dosage  is  about  five  to 
seven  days.  Radon  seeds  are,  in  general, 
less  satisfactory  than  radium  needles,  be- 
cause of  the  more  spotted  distribution  of  in- 
tensity and  lack  of  flexibility  after  place- 
ment has  once  been  made.  Radon  seeds  pre- 
sent the  advantage  of  small  size  which  per- 
mits their  introduction  into  bladder  tumors 
through  a cystoscope,  although  the  result- 
ing disposition  is  rarely  satisfactory  with 
overtreatment  in  some  areas  and  under- 
treatment in  other  areas.  We  advocate  that 
the  placement  of  radium  needles  or  radon 
seed  should  always  be  checked  by  an  x-ray 
film  whenever  there  is  any  doubt  regarding 
the  accuracy  of  spacing  and  placement.  Ra- 
dium needles  or  capsules  can  be  readily 
changed  or  shifted  to  permit  a more  homo- 
geneous and  effective  distribution  of  dosage. 
We  have  found  the  direct  transdermal  intro- 
duction of  radium  needles  preferable  to  the 
introduction  of  such  needles  through  a con- 
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tinuous  incision,  and  the  subsequent  removal 
of  needles  is  also  less  troublesome. 

Radiotherapy  and  surgery  should  be  cor- 
related in  the  treatment  of  selected  malig- 
nant neoplasms.  Preoperative  radiotherapy 
has  various  applications.  An  apparently 
fixed,  inoperable  neoplasm  of  the  breast, 
kidney  and  uterus  frequently  shrinks  in  size 
and  gains  mobility  permitting  surgical  re- 
moval. In  our  opinion,  carcinoma  of  the 
body  of  the  uterus  is  most  effectively  treated 
by  pre-operative,  moderately  intensive  deep 
x-ray  therapy  and  intracavitary  radium 
therapy  followed  by  hysterectomy  six  to  ten 
weeks  later.  Postoperative  radiotherapy  is 
very  much  less  effective,  being  limited  to 
deep  x-ray  therapy  and  placement  of  radium 
in  the  vaginal  vault.  Histological  examina- 
tion of  the  removed  uterus  will  disclose  no 
residual  carcinoma  in  the  majority  of  cases, 
although  residual  carcinoma  will  be  found  in 
a number  sufficient  to  warrant  postirradia- 
tion hysterectomy  in  those  patients  who  are 
good  operative  risks,  and  particularly  in 
those  with  rather  large  and  irregular  uteri. 
Postirradiation  hysterectomy  is  of  little  or 
no  benefit  in  carcinoma  of  the  cervix  uteri. 
Pre-operative  x-ray  therapy  may  be  em- 
ployed for  eradication  or  devitalization  of  a 
highly  malignant  sarcoma  or  carcinoma,  in 
order  to  reduce  the  possibility  of  hemato- 
genous dissemination  of  metastases  during 
the  manipulation  at  surgical  removal.  This 
application  is  being  employed  in  the  pre- 
operative x-ray  therapy  of  osteogenic  sar- 
coma and  Ewing’s  sarcoma.  Surgical  am- 
putation or  resection  should  have  been 
agreed  to  by  the  patient  prior  to  administer- 
ing radiotherapy.  In  case  pulmonary  meta- 
stases appear  during  the  interval  of  six  to 
ten  weeks  following  radiotherapy,  the  oper- 
ative procedure  is  withheld  unless  indicated 
for  control  of  pain  or  infection.  It  might  be 
well  to  similarly  eradicate  or  destroy  malig- 
nant melanomas  by  caustic  x-ray  therapy 
prior  to  their  surgical  excision,  with  the 
idea  of  decreasing  the  possibility  of  dissem- 
ination of  viable  malignant  cells  at  the  time 
of  surgical  excision. 

Postoperative  radiotherapy  may  be  ad- 
ministered for  eradication  of  residual  non- 
resectable  carcinoma,  for  the  eradication 
of  postoperative  recurrences  or  regional 
metastases,  for  the  direct  restraint  of 
neoplastic  growth  and  for  fibrosis  of  lym- 
phatic channels.  Postoperative  radio- 


therapy is  most  commonly  applied  in  car- 
cinoma of  the  breast.  In  case  there  are 
no  evident  metastases  to  the  regional  nodes 
and  the  primary  neoplasm  is  of  low  to  mod- 
erate malignancy,  sub-intensive  treatment  is 
adequate,  or  no  radiotherapy,  whatever,  may 
be  given.  In  case  metastases  to  the  regional 
nodes  are  evident,  intensive  radiotherapy  is 
warranted  and  the  patient  should  be  followed 
carefully  for  subsequent  developments.  In- 
terstitial radium  needles  in  the  region  of  the 
lymph  nodes,  together  with  diffuse  intensive 
x-ray  therapy  throughout  the  regional  area, 
appear  most  effective  in  the  control  of  meta- 
stases to  lymph  nodes.  The  possible  develop- 
ment of  postirradiation  osteochondritis  and 
pleuropneumonitis  must  be  accepted,  al- 
though it  is  not  usually  troublesome.  Edema 
of  the  arm  is  most  often  seen  following  a 
thorough  dissection  along  the  axillary  vein, 
and  in  those  patients  who  develop  metastases 
high  in  the  axilla.  Persistent  or  recurrent 
carcinoma  of  the  breast,  particularly  if  asso- 
ciated with  pulmonary  metastases  or  bony 
metastases,  warrants  production  of  a radia- 
tion menopause  by  treatment  over  the 
ovaries.  Regression  of  the  neoplasm  and  im- 
provement in  general  health  for  a period 
of  months  to  a few  years  has  been  noted  in 
about  half  of  our  patients.  Postoperative 
radiotherapy  for  carcinoma  of  the  corpus 
uteri  is  much  less  effective  than  pre-opera- 
tive x-ray  therapy,  as  outlined  above.  Post- 
operative radiotherapy  for  carcinoma  of  the 
ovaries  appears  to  control  the  disease  in  a 
small  percentage  of  cases,  which  seems  to 
warrant  its  continued  application.  The  post- 
operative irradiation  of  carcinomas  of  the 
gastro-intestinal  tract  or  bronchus  is  of 
relatively  little  value,  in  our  experience.  The 
postoperative  irradiation  of  gliomas  of  the 
brain  rarely,  if  ever,  eradicates  the  residual 
neoplasm.  All  cases  of  medulloblastoma  of 
the  brain  are  entitled  to  at  least  one  course 
of  thorough  radiotherapy  over  the  brain  and 
spinal  cord,  and  in  some  cases  the  disease  will 
remain  under  control  for  many  years.  Pitui- 
tary tumors,  with  impairment  of  visual 
field  are  benefited  by  postoperative  radio- 
therapy and  radiotherapy  is  at  times  given 
without  operation. 

Preradiation  surgery  applies  to  surgery 
employed  to  facilitate  radiotherapy.  Local- 
ized, resectable  carcinoma  of  the  bladder  is 
best  treated  by  surgical  removal.  In  case 
surgical  removal  is  impossible,  the  cystotomy 
wound  is  employed  for  intracavitary  appli- 
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cation  of  x-ray  therapy,  or  if  the  lesion  is 
inaccessible  to  x-ray  therapy,  for  the  intro- 
duction of  radium  needles.  A polypoid,  fun- 
gating  carcinoma  can  be  treated  entirely  by 
radiotherapy  providing  the  dose  is  calculated 
at  the  base  of  the  tumor.  The  tumor  mass 
may  be  transected  at  its  base  and  the  base 
of  the  neoplasm  then  eradicated  by  radio- 
therapy. In  our  experience,  this  practice 
has  proved  unwise  in  the  treatment  of  car- 
cinoma of  the  cervix,  being  too  frequently 
complicated  by  infection  and  hemorrhage. 
Biopsy  of  all  neoplasms  is  desirable  prior  to 
institution  of  radiotherapy,  although  this 
may  be  foregone  in  those  areas  where  the 
scar  from  biopsy  would  be  unduly  disfigur- 
ing. Some  radium  therapists  recommend 
surgical  incision  preliminary  to  the  intro- 
duction of  radium  needles,  but  our  experi- 
ence does  not  endorse  the  wisdom  or  advis- 
ability of  this  procedure.  The  placement  of 
needles  is  more  difficult  to  control  and  the 
subsequent  incidence  of  draining  sinuses  is 
far  higher  than  in  the  case  of  a patterned 
transdermal  implantation  of  radium  needles. 

Postirradiation  surgery  is  applied  to  plas- 
tic repair  done  following  the  eradication  of 
carcinoma  by  radiotherapy.  This  combined 
plan  of  attack  is  permitting  us  to  control 
large  and  infiltrating  neoplasms  which  have 
previously  been  uncontrollable  by  irradiation 
or  surgery  alone.  The  combined  method 
permits  the  most  certain  eradication  of  neo- 
plasm with  a minimum  of  subsequent  de- 
formity and  interference  with  function.  Le- 
sions susceptible  to  treatment  by  this  meth- 
od are  infiltrating  carcinomas  on  the  dorsum 
of  the  hand,  fibrosarcomas  of  the  extremi- 
ties or  body,  infiltrating  carcinomas  of  the 
neck,  and  selective  carcinomas  of  the  ear, 
nose,  and  skin  in  general. 

The  radiotherapist  charts  a precarious 
course  between  the  deep  sea  and  the  devil. 
On  the  one  side  there  is  disease  and  death 
from  uncontrolled  cancer,  and  on  the  other 
side,  or  sometimes  straight  ahead,  lies  the 
devil  of  postirradiation  ulceration  and  dis- 
ability. The  occasional  occurrence  of  per- 
sistent cutaneous  ulceration  is  inevitable  and 
is  to  be  accepted  as  incident  to  eradication  of 
cancer  in  a tissue  bed  of  inadequate  recuper- 
ability.  Necrosis  results  from  the  combined 
effect  of  numerous  constitutional,  regional 
and  local  factors  and  from  many  agents 
other  than  x-ray  and  radium.  Many  of  these 
factors  are  not  subject  to  control  by  the 


radiotherapist,  and  necrosis  in  itself  is  not 
evidence  of  faulty  radiotherapy.  The  bio- 
logical mechanisms  producing  tissue  necro- 
sis, regardless  of  the  causative  agents,  are 
circulatory  deficiency,  infection  and  trauma. 
Irradiated  areas  must  be  carefully  guarded 
against  these  deleterious  influences.  Defec- 
tive regenerative  capacity  of  tissue,  noted 
particularly  in  the  case  of  extensive  lesions 
and  in  those  involving  cartilage  and  bone, 
prevents  healing  and  thus  promotes  infec- 
tion. In  our  opinion,  an  ulceration  or  cu- 
taneous defect  persisting  eight  to  ten  weeks 
past  completion  of  radiotherapy  merits  con- 
sideration of  closure  by  excision  and  approxi- 
mation or  repair  by  a skin  graft  as  an  ac- 
cepted part  of  complete  treatment.  Plastic 
surgical  repair  is  always  a necessary  after- 
math  of  surgical  resection  of  carcinoma.  In 
the  case  of  carcinoma  eradicated  by  radio- 
therapy, plastic  repair  is  indicated  in  only 
about  2%  of  cases.  Furthermore,  intensive 
radiotherapy  provides  deeper  control  of  in- 
filtrating neoplasms  due  to  effective  penetra- 
tion into  the  underlying  tissues. 

Conservative  radiotherapy  insufficient  for 
eradication  of  malignant  neoplasm  may  cause 
sufficient  recession  of  the  growth  for  allevi- 
ation of  symptoms  resulting  from  pressure 
on  nerves  or  vessels.  Nerve  root  pain  and 
bone  pains  may  be  relieved.  Lymphedema, 
ascites,  and  fluid  in  the  chest  may  recede. 
This  response  is  particularly  apparent  in 
the  case  of  lymphosarcoma,  Hodgkin’s  dis- 
ease, and  the  leukemias.  Radiotherapy 
causes . a rather  dramatic  recession  of  the 
various  malignant  lymphomas  with  amelior- 
ation of  symptoms,  some  prolongation  of  life, 
although  rarely,  if  ever,  complete  eradica- 
tion of  the  disease.  Obstruction  of  the  pas- 
sageways of  the  body,  such  as  esophagus, 
larynx,  nasopharynx  may  open  with  shrink- 
age of  the  encroaching  tumor.  The  shrink- 
age of  fungating,  necrotic  tumor  masses 
lessens  infection  and  hemorrhage.  Areas  of 
bone  destruction  may  undergo  repair  three 
to  six  months  after  conservative  radio- 
therapy. The  nursing  care  of  many  patients 
is  aided,  and  some  patients  return  for  a time 
to  comfortable  and  useful  living.  Restraint 
of  growth  and  retardation  in  extension  of  the 
neoplasm  prolongs  life.  The  therapist  has 
the  occasional  satisfaction  of  transferring  a 
borderline  case  from  the  palliable  to  the  cur- 
able group.  Unfortunately,  it  is  more  often 
necessary  to  transfer  advancing  cases  from 
the  curable  to  the  palliable  group,  as  the  un- 
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disclosed  extent  of  their  disease  gradually 
becomes  apparent. 

We  recommend  that  the  cancer  patient  be 
enlightened  regarding  the  general  nature  of 
his  disease,  the  proposed  treatment,  and  the 
probability  of  response  to  treatment,  and  the 
possible  complications  before  any  intensive 
radiotherapy  is  given.  In  our  experience, 
this  insight  and  understanding  has  instilled 
a confidence  and  respect  in  the  patient  which 
avoids  subsequent  misunderstanding  and 
trouble.  Enlightened  forebearance  and  in- 
telligent cooperation  permit  more  adequate 
treatment  of  the  cancer,  and  better  manage- 
ment of  any  ensuing  complications.  The 
medical  profession  has  been  awarded  too 
little  credit  for  the  cure  of  cancer,  and  un- 


justly criticized  for  cancer  deaths  and  com- 
plications, due  to  our  lack  of  adequately  in- 
forming cancer  patients  and  their  families 
concerning  the  nature  of  their  disease. 

The  curability  of  cancer  depends  primari- 
ly upon  the  state  of  the  disease  at  the  time 
treatment  is  instituted.  The  first  treatment 
administered,  to  be  effective,  must  complete- 
ly eradicate  the  malignant  neoplasm.  Treat- 
ment becomes  increasingly  difficult  as  the 
disease  progresses  and  the  opportunity  of 
eradicating  the  cancer  and  preserving  the  life 
of  the  patient  rapidly  vanishes.  The  pri- 
mary responsibility  in  the  control  of  cancer 
rests,  therefore,  with  the  doctor  first  con- 
sulted. 


* * * 
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Experience  with  the  Beck  Two  Flap  Low 
Transperitoneal  Cesarean  Section* 

CHARLES  F.  MOON,  M.D. 

Omaha,  Nebraska 


Since  ancient  times  the  proper  technique 
for  Cesarian  section  lias  been  the  problem 
of  the  medical  profession.  Long  before  anti- 
septic surgery  was  discovered  Cesarians 
were  done,  a few  successfully,  but  on  the 
whole  there  was  no  appalling  mortality. 
Gradually  success  began  to  reward  the  oper- 
ator and  the  classical  operation,  or  Saenger 
method,  came  into  common  use.  Still  in  the 
potentially  infected  case,  the  very  one  where 
section  was  most  necessary  as  an  emergency 
operation,  the  deaths  from  peritonitis  were 
too  high.  There  were  two  prime  reasons  for 
this  condition.  1.  The  incision  was  in  the 
contractile  portion  of  the  uterus,  causing  in 
some  cases  a leak  into  the  peritoneal  cavity. 
Even  in  those  cases  where  the  patient  lived 
there  remained  a weak  scar  in  the  womb 
which  ruptured  in  subsequent  pregnancies. 

2.  The  tendency  of  omentum  and  bowel  loops 
to  adhere  to  the  uterine  scar.  This  condi- 
tion brought  on  the  search  for  safer  methods. 

Frank  of  Bohn  in  1906  did  a low  Cesarean, 
opening  the  peritoneal  cavity  just  above  the 
pubis,  uniting  the  parietal  to  the  peritoneum 
of  the  lower  uterine  segment,  thus  shutting 
off  the  peritoneal  cavity  after  which  de- 
livery was  effected.  Latzko  of  Vienna 
pushed  the  bladder  to  the  right  side,  some- 
one else  pushed  the  bladder  to  the  left 
side,  and  in  all  more  than  twenty  different 
varieties  of  low  operations  have  been  pro- 
posed. 

DeLee  says  Sellheim,  with  whom  I had 
the  honor  to  study,  clarified  the  surgical 
anatomy  of  the  parts,  demonstrated  the  ad- 
vantages of  delivery  of  the  child  through 
the  zone  of  dilitation  (the  upper  cervix)  or 
exit  passage  rather  than  through  the  con- 
tracting portion  of  the  uterus,  and  he  advised 
several  methods  of  approach  to  the  lower 
uterine  segment.  His  work  is  fundamental 
to  all  later  modifications.  DeLee  in  this 
country  described  and  popularized  his  laparo- 
trachelotomy  which  is  based  on  Sellheim’s 
third  method.  It  has  several  advantages 
over  the  classical  in  that  it  is  in  the  non- 
contracting portion  of  the  uterus  and  is  rare- 
ly followed  by  adhesions  and  even  in  frankly 

*Read  before  the  Omaha  Mid-West  Clinical  Society. 


infected  cases  the  peritoneum  is  well  shut  off 
from  the  uterus. 

The  technique  is  difficult,  requires  ade- 
quate skilled  help,  and  many  operators  at- 
tempting to  do  a laparotrachelotomy  do  not 
make  their  incision  in  the  cervical  portion 
at  all.  Another  disadvantage  is  that  great 
skill  is  required  in  not  injuring  the  bladder 
as  it  is  pushed  downward. 

Beck  of  Long  Island  Hospital  College  of 
Medicine  devised  the  Beck  Two  Flap  Trans- 
peritoneal Cesarean.  It  has  the  following 
advantages. 

1.  Any  spill  that  occurs  at  the  time  of  the 
operation  is  confined  to  the  lower  abdomen. 
If  the  peritoneal  cavity  is  contaminated,  the 
infection,  therefore,  is  less  liable  to  become 
generalized. 

2.  The  danger  of  perintonitis  is  also  di- 
minished by  the  fact  that  the  bladder  and 
peritoneal  flaps  completely  seal  the  wound 
in  the  uterus.  Should  the  latter  become 
infected  they  prevent  the  discharge  of 
purulent  material  into  the  peritoneal  cavity. 
The  location  of  the  wound  in  the  cervix  and 
lower  uterine  segment  likewise  favors  local- 
ization of  infection  within  the  pelvis. 

3.  Hemorrhage  is  less,  for  the  reason 
that  the  placental  site  usually  is  above  the 
line  of  incision. 

4.  The  convalescence  is  smoother.  Be- 
cause the  intestines  and  omentum  seldom 
are  seen  in  a low  Cesarean  section,  distention 
is  infrequent. 

5.  Abdominal  adhesions  are  minimized 
by  the  low  situation  of  the  uterine  wound 
and  its  more  perfect  peritonealization. 

6.  The  scar  in  the  uterus  is  stronger  and 
rupture  in  subsequent  pregnancies  and  labors 
seldom  occurs.  Because  the  incision  is  in  the 
passive  segment,  the  wound  heals  better 
than  when  it  is  in  the  contractile  portion 
of  the  uterus. 

Because  of  the  foregoing  advantages,  the 
low  flap  Cesarean  section  is  preferable  in 
all  cases,  excepting  those  which  require  a 
more  rapid  operation. 
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The  advantages  of  the  classical  operation 
are  as  follows: 

1.  It  is  the  simplest  of  all  the  Cesarean 
section  techniques. 

2.  It  can  be  done  more  quickly  than  any 
other  type  of  operation. 

For  these  reasons,  it  should  be  the  method 
of  choice  whenever  the  condition  of  the  pa- 
tient is  such  that  a very  rapid  operation 
must  be  done. 

The  disadvantages  of  the  classical  opera- 
tion are: 

1.  Greater  danger  of  peritonitis  should 
infection  be  present  in  the  uterus. 

2.  The  greater  tendency  toward  post- 
operative adhesions. 

3.  A uterine  scar  which  is  somewhat 
more  liable  to  rupture  in  subsequent  preg- 
nancies and  labors. 

Because  of  the  danger  of  peritonitis  in  po- 
tentially infected  cases,  the  classical  technic 
should  be  restricted  to  only  those  cases  in 
which  the  operation  is  done  as  an  elected 
procedure,  i.e.,  before  or  soon  after  the  onset 
of  labor  while  the  membranes  are  still  intact 
or  have  recently  ruptured,  and  to  those  cases 
in  which  no  vaginal  examinations  or  manipu- 
lations have  been  attempted. 

The  technic  of  the  Beck  Two  Flap  Trans- 
peritoneal  Cesarean  Section  is  simple,  easily 
done,  and  requires  no  large  amount  of  skilled 
assistance.  About  a six-inch  incision  is 
made  from  the  pubis  in  midline  toward  the 

* 

CAUTION  NEEDED  IN  ADMINISTRATION  OF 
THIOURACIL  FOR  TOXIC  GOITER 

Physicians  must  exercise  caution  in  the  adminis- 
tration of  of  thiouracil  for  treatment  of  toxic  goiter 
until  satisfactory  methods  of  preventing  or  con- 
trolling the  toxic  properties  of  the  drug  are  de- 
veloped, Samuel  L.  Gargill,  M.D.,  and  Mark  Falcon 
Lesses,  M.D.,  Boston,  advise  in  The  Journal  of  the 
American  Medical  Association  for  April  7.  Thioura- 
cil is  a valuable  drug  for  the  treatment  of  thyro- 
toxicosis, but  it  is  also  an  unpredictably  toxic  drug 
which  may  produce  serious  and  uncontrollable  ef- 
fects, especially  on  the  bone  marrow  and  liver. 

"As  one  reviews  the  toxic  manifestations  of  thiou- 
racil,” the  two  doctors  report,  “a  noteworthy  analogy 
to  the  sulfonamides  emerges.  The  sulfonamides  pos- 
sess some  antithyroidal  and  goitrogenic  properties 
but  to  a lesser  extent  than  thiourea  derivatives.  In 
the  development  of  granulocytopenia  and  agranu- 


umbilicus.  The  patient  has  been  catheter- 
ized  and  an  indwelling  catheter  placed. 
Marked  Trendelenburg  position  and  the 
pushing  upward  of  the  uterus  help  consid- 
erably. Care  is  taken  to  open  the  abdominal 
wall  peritoneum  in  the  upper  portion  of  the 
incision  thus  avoiding  the  bladder.  About 
two  inches  above  the  bladder  an  area  on  the 
peritoneal  reflexion  of  the  uterus  is  injected 
with  a solution  from  20  cc.  syringe  and  a 
transverse  incision  through  this  peritoneum, 
only,  is  made.  A flap  downward  to  the  up- 
per portion  of  the  bladder  and  upward  for 
about  three  inches  are  made  under  the  peri- 
toneum. After  retracting  these  a longitudi- 
nal incision  is  made  in  the  contractile  por- 
tion or  lower  uterine  portion,  and  the  delivery 
accomplished  in  the  usual  way  with  the  help 
of  the  Sellheim  head  director. 

After  the  delivery  of  the  placenta,  the 
uterus  is  sutured  in  the  usual  way.  Then 
the  lower  edge  of  the  upper  flap  is  stretched 
downward  over  the  uterine  incision  and  su- 
tured. Second,  the  upper  edge  of  the  lower 
flap  is  brought  up  well  over  the  line  of  pre- 
vious sewing  and  sutured  into  place  about 
one-third  of  the  way  up  on  the  uterus.  We 
thus  have  two  layers  of  peritoneum  cover- 
ing the  uterine  incision,  have  no  leak  of  locia; 
therefore,  no  subsequent  peritonitis,  and  no 
raw  area  where  adhesions  can  form. 

My  experience  with  this  operation  dates 
back  18  years,  and  I have  found  that  it  is 
entirely  satisfactory  even  in  the  infected 
case,  easily  done;  and  leaks  from  the  uterus 
and  serious  subsequent  adhesions  do  not 
occur. 

: * 

locytosis,  dermatitis,  drug  fever,  jaundice  and  prob- 
ably anemia,  there  is  much  parallelism.  Both  are 
sensitizing  drugs,  and  this  is  the  likely  explanation 
of  their  similar  toxic  effects,  since  they  are  quite 
unrelated  in  chemical  structure. 

“Thiouracil  is  a potent  agent  in  the  treatment  of 
thyrotoxicosis,  but  it  has  dangerous  toxic  effects 
which  so  far  have  proved  unavoidable  and  unpre- 
dictable, thus  seriously  limiting  the  use  of  the 
drug ” 

The  toxic  effect  of  thiouracil  on  the  bone  mar- 
row is  characterized  by  the  disappearance  of  ma- 
ture granulocytes.  “As  evidence  of  this  destruc- 
tion, one  may  note  the  large  numbers  of  disintegrat- 
ing forms  seen  in  the  bone  marrow  smears.  It  is, 
of  course,  also  possible  that  similar  destruction  of 
granulocytes  may  have  occurred  in  the  peripheral 
blood,  adding  to  the  rapidity  of  onset  of  the  agranu- 
locytosis. . . .” 
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Hypertension  is  seen  as  a symptom  of, 
and  in  association  with,  several  pathological 
conditions:  in  endocrine  disorders,  such  as 
the  cashing  syndrone;  polycythemia;  in- 
creased intra-cranial  pressure ; coarctation  of 
the  aorta;  and  disorders  of  the  urinary  sys- 
tem. Accepted  among  the  reneal  conditions 
responsible  for  elevation  of  blood  pressure 
are  the  following:  affections  of  the  vessels, 
such  as  arterio-sclerosis,  periarteritis  nodo- 
sum and  others;  affections  of  the  paren- 
chyma of  the  kidney;  such  as  Bright’s  Dis- 
ease, acute  and  chronic;  and  pyelo-nephritis ; 
affections  of  the  perinephric  structures,  such 
as  perinephritis,  tumors,  etc. ; obstructions 
along  the  urinary  system. 

The  term,  essential  hypertension,  is  used 
to  designate  the  large  group  of  hyperten- 
sives who  have  no  definitely  known  patho- 
logical cause  for  their  high  blood  pressures. 
Essential  hypertension,  however,  may  be, 
and  probably  is,  a symptom  of  some  local  or 
systemic  disorder.  Certain  constitutional 
factors(1)  are  nearly  always  present: 

1.  The  element  of  heredity,  which  almost 
certainly  plays  a part.  In  most  cases  of  es- 
sential hypertension  there  is  a positive  his- 
tory in  the  families  of  one  or  both  parents. 

2.  Emotional  instability  of  some  degree  is 
present  in  a great  number  of  hypertensives. 

In  all  cases  of  hypertension* 2 > there  is  a 
decrease  in  the  average  diameter  of  the  lu- 
men of  the  arterioles,  as  compared  to  the 
average  width  of  the  vessel  walls.  In  the 
individual  with  normal  blood  pressure,  the 
average  ratio  width  of  wall  to  that  of  lumen 
is  1 :2.  This  may  be  decreased  in  hyperten- 
sion to  a ratio  of  1:1  or  less.  This  may  play 
a role  in  the  renal  ischemia  that  is  now  con- 
sidered of  importance  in  the  causation  of 
the  disease.  That  essential  or  malignant  hy- 
pertension is  of  renal  origin,  probably  due  to 
ischemia  of  the  kidney  substance,  is  a theory 
that  is  now  widely  accepted.  According  to 
this  theory,  in  the  normal  kidney,  a pressor 
substance  is  liberated  which  comes  into  con- 
tact with  an  activator  in  the  blood.  The  sub- 
stance produced  by  this  union  has  been  called 
angiotonin  and  hypertensen  by  different  in- 
vestigators. This  substance  then  must  ele- 

*Delivered  before  Twelfth  Annual  Assembly,  Omaha  Mid- 
West  Clinical  Society.  October,  1944. 


vate  arterial  blood  pressure  without  decreas- 
ing the  peripheral  blood  flow.  In  the  kidney, 
it  must  constrict  the  efferent  arterioles  de- 
creasing the  blood  flow  through  the  kidney 
without  decreasing  the  rate  of  glomerular 
filtration.  A normal  kidney  also  produces 
an  enzyme  which  inhibits  this  pressor  ac- 
tion. The  production  of  the  anti-pressor  sub- 
stance is  limited  if,  for  any  reason,  the  kid- 
ney is  ischemic  thus  maintaining  no  check  on 
the  pressor  substance. 

Where  hypertension  is  a symptom  of  a 
known  condition,  the  treatment  is,  of  course, 
the  treatment  of  that  condition.  In  essen- 
tial hypertension  our  knowledge  of  the  pos- 
sible causative  factor  is,  as  yet,  too  meager  to 
permit  this.  The  time-honored  method  of 
treatment  has  been  by  means  of  rest,  seda- 
tion, and  such  drugs  as  potassium  iodide  and 
the  nitrites.  Surgically,  the  treatment  is  in 
the  experimental  stages.  It  consists  of  renal 
denervation,  splanchnic  denervation,  partial 
adrenalectomy,  sympathectomy,  and  ne- 
phrectomy. 

In  the  last  few  years,  potassium  thiocya- 
nate has  come  into  quite  general  usage.  The 
use  of  potassium  sulfocyanate  to  produce  a 
fall  in  blood  pressure  is  not  new.  For  the 
last  forty  years  the  sulfocyanates(3)  have 
been  known  to  have  hypotensive  power.  Be- 
cause of  their  toxicity  they  did  not  come  into 
general  use  until  a method  of  estimating  the 
proper  dosage  was  devised  by  means  of  blood 
level  determinations.  Very  little  is  really 
known  about  the  pharmacology  of  the  sulfo- 
cyanates.  According  to  one  theory,  the 
ion(4)  has  two  major  actions  in  the  body: 
It  has  an  action  similar  to  that  of  the 
iodides ; it  also  has  an  action  similar  to  that 
of  the  nitrites.  It  may  produce  symptoms 
in  the  skin  or  mucosal  surfaces  similar  to 
those  of  the  iodides,  and  it  has  an  action  on 
smooth  musculature,  similar  to  that  of  the 
nitrites.  That  is,  smooth  muscle  is  relaxed. 
This  action  is  the  known  basis  for  its  thera- 
peutic use.  This  theory* 5),  however,  is  not 
completely  accepted.  One  investigator  states 
that  animal  experimentation  proves  that  the 
sulfocyanates  have  neither  vasodilator  nor 
vasoconstrictor  action,  and  offers  the  opinion 
that  its  hypotensive  power  may  be  due  to  de- 
pression of  metabolism  and  the  general  seda- 
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tive  properties  of  the  drug.  Other  theories 
advanced  have  to  do  with  possible  changes  in 
the  size  of  the  blood  corpuscles.  The  ion  is 
not  altered  in  the  body  when  it  is  ingested. 
It  is  distributed  to  all  the  body  fluids  except 
the  spinal  fluid.  It  is  excreted  in  the  urine 
in  the  same  form  that  it  is  ingested.  The 
excretion  is  relatively  slow  but  this  varies 
with  the  individual.  Because  of  this  slow 
excretion,  there  is  a tendency  towards  a 
cumulative  effect. 

Some  of  the  mild  toxic  manifestations  are 
weakness,  fatigue,  lethargy,  cramping  of  the 
muscles  of  the  leg,  nervousness,  irritability, 
gastro-intestinal  disturbances,  dermatitis, 
and  enlargement  of  the  thyroid  gland.  The 
more  severe  reactions,  some  of  which  result 
in  death  are,  in  addition  to  an  aggravation 
of  the  milder  conditions  mentioned,  vascular 
collapse,  cerebral  manifestations  with  con- 
vulsions, and  coma. 

It  is  because  of  the  toxicity (6)  that  one  re- 
port condemns  the  use  of  the  drug  entirely, 
stating  that  because  of  its  doubtful  value 
and  unquestioned  toxicity,  potassium  thio- 
cyanate, with  or  without  blood  level  controls, 
should  have  no  place  in  the  treatment  of  hy- 
pertension. Nearly  all  other  reports  agree 
that  the  sulfocyanates  have  a certain  hypo- 
tensive action  on  both  the  systolic  and  the 
diastolic  pressures.  The  different  reports 
vary  as  to  the  effectiveness  of  this  hypoten- 
sive power.  Some  state  that  it  is  seen  in 
less  than  fifty  per  cent(7)  of  their  cases; 
others,  in  more  than  fifty  per  cent.(8) 

There  is  a more  general  agreement  regard- 
ing the  relief  of  certain  symptoms,  notably 
headache.  Most  writers  agree  that  this 
symptom  is  usually  relieved.  To  avoid  toxic 
reactions,  the  blood  level  should  be  main- 
tained at  about  eight  to  twelve  milligrams 
per  one  hundred  cc.  of  blood.  One  report  on 
a series  of  cases  states  that  a blood  level 
slightly  below  eight  milligrams  is  quite  as 
effective  in  lowering  blood  pressure  as  the 
higher  level. 

The  contraindications  to  the  use  of  the 
drug  are  renal  involvement,  as  indicated  by 
an  increased  NPN  and  other  laboratory  find- 
ings or  where  there  is  evidence  of  damage  to 
the  heart  musculature.  The  question  has 
also  been  raised  as  to  whether  or  not  it 
should  be  administered  to  individuals  over 
sixty  years  of  age. 

The  limited  series  of  fifteen  cases  covered 
by  this  report  were  seen  either  by  my  office 


associate  or  by  myself.  In  eleven  cases  the 
systolic  pressure  was  lowered.  In  three 
cases  reported  the  disatolic  pressure  was  low- 
ered. In  two  cases  the  diastolic  reading  was 
higher  after  medication.  All  but  two  of  the 
cases  in  this  group  had  constant  systolic 
pressures  of  over  two  hundred;  and  all  had 
constant  diastolic  pressures  of  one  hundred 
or  over  before  thiocyanate  treatment.  Be- 
cause of  the  small  number  of  cases  no  at- 
tempt was  made  to  classify  them  as  to  seri- 
ousness or  degree  of  hypertension.  No  cases 
with  serious  renal  involvement  or  myocar- 
dial damage  were  treated.  The  age  factor 
was  disregarded. 

The  most  common  complaint  of  the  group 
was  headache.  A number  complained  of 
very  severe  headaches.  Another  symptom 
frequently  mentioned  was  dyspnea.  Cramps 
in  the  muscles,  particularly  of  the  arms  and 
legs,  nervousness  and  palpitation  of  the 
heart  were  other  symptoms  mentioned.  The 
symptomatic  relief  was  proportionately 
greater  than  the  hypotensive  response.  The 
severe  headaches  were  relieved  in  all  the 
cases  in  this  series;  there  was  some  relief 
of  the  other  symptoms.  One  or  two  men- 
tioned a feeling  of  well-being,  experienced 
while  taking  the  drug,  that  disappeared  when 
the  drug  was  discontinued.  There  were  two 
cases  in  which  the  symptoms  were  relieved 
and  the  pressure,  to  a certain  extent,  lowered 
but  because  of  toxic  manifestations  the  drug 
was  discontinued.  Another  case  died  while 
under  treatment.  Three  others  were  in  no 
way  benefited  either  by  relief  of  symptoms 
or  by  lowering  of  blood  pressure.  The  re- 
maining nine  cases,  sixty  per  cent  of  the 
group,  are  being  continued  under  treatment 
with  relief  of  symptoms  and  some  reduction 
in  blood  pressure.  These  cases  had  all  been 
under  observation  and  treatment  prior  to  the 
use  of  the  sulfocyanates,  without  improve- 
ment. 

The  following  notes  taken  from  the  his- 
tories of  patients  in  this  group  serve  to  em- 
phasize the  toxicity  of  the  drug.  Most  of  the 
patients  complained  of  fatigue  and  lethargy 
at  some  time  during  the  course  of  treatment. 
This  did  not  entirely  depend  on  the  sulfo- 
cyanate  blood  levels,  although  it  was  more 
apt  to  occur  if  the  blood  level  was  high.  Thy- 
roid enlargement  was  noted  in  one  case.  A 
woman  was  taking  six  grains  daily  but  her 
blood  did  not  show  the  presence  of  any  sulfo- 
cyanate.  The  drug  was  discontinued.  At  a 
later  date  she  was  given  sulfocyanate  again, 
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with  the  same  result.  The  treatment  was 
discontinued. 

Lately  a number  of  articles  have  been 
written  on  the  goitr-genic  qualities  of  the 
sulfocyanates.  It  is  thought' 9)  that  the  drug 
blocks  formation  of  thyroid  hormone  by  the 
thyroid  gland.  The  lowering  of  thyroid  hor- 
mone in  the  blood  stimulates  the  pituitary 
gland  to  produce  more  thyro-trophic  hor- 
mones. This  causes  thyroid  enlargement, 
but  because  of  the  block  there  is  no  increase 
in  the  output  of  physiologically  active  thy- 
roid hormone.  Therefore,  there  is  enlarge- 
ment of  the  gland  with  symptoms  of  hypo- 
thyroidism such  as : low  basal  metabolic 
rates,  low  blood  iodine,  etc.  This  condition 
may  be  relieved  by  giving  desicated  thyroid 
with  the  potassium  thiocyanate. 

One  case  in  the  series,  although  relieved  of  severe 
headache  and  otherwise  feeling  better,  suddenly  de- 
veloped an  auricular  fibrillation.  The  sulfocyanate 
treatment  was  terminated  and  the  patient  was  giv- 
en digitalis;  the  fibrillation  promptly  ceased. 
Thinking  that  this  fibrillation  had  no  connection 
with  the  medication,  thiocyanates  were  given  again. 
The  patient  again  started  to  fibrillate.  This  pa- 
tient, at  the  time  of  the  first  attack  of  fibrillation, 
was  receiving  3 three-grain  tablets  daily;  but  only 
a trace  was  showing  in  the  blood.  At  the  onset  of 
fibrillation  the  second  time  she  was  taking  one 
tablet  twice  daily  and  there  was  no  trace  of  the 
drug  in  the  blood. 

Another  patient  under  treatment  is  a railroad 
man.  During  a routine  examination  he  was  found 
to  have  high  blood  pressure  and  was  told  by  the 
company  examiner  to  see  his  medical  attendant. 
His  blood  pressure  at  that  time  was:  220/140.  He 
had  no  complaints.  He  was  told  to  rest,  given 
iodides,  sedatives  and  nitrites;  his  pressure  remained 
about  the  same.  He  was  finally  requested  to  stay 
in  bed  for  a week  or  ten  days,  but  there  was  no 
hypotensive  result.  The  usual  routine  was  then 
stopped.  Potassium  thiocyanate  was  administered, 
three  grains  daily.  This  was  increased  to  six 
grains  daily,  and  finally  to  nine  grains,  and  at  the 
end  of  two  weeks  his  blood  level  was  found  to  be 
six  milligrams  per  100  cc.  The  blood  pressure  was 
150/90.  He  had  no  complaints.  In  another  week 
his  blood  level  was  found  to  be  fifteen  milligrams 
per  100  cc.  of  blood.  He  complained  of  being  tired; 
his  intake  was  decreased  to  six  grains  daily  and  in 
another  week  the  blood  reading  was  20  mg.  per 
100  cc.  He  complained  of  fatigue  and  lethargy,  but 
otherwise  felt  quite  well.  During  the  week  there 
had  been  an  actual  increase  in  the  blood  thiocyanate 
in  spite  of  the  fact  that  the  intake  had  been  de- 
creased. This  shows  the  cumulative  effect  of  the 
drug.  He  is  now  being  carried  on  about  4%  grains 
daily  and  although  at  times  he  complains  of  be- 
ing tired,  he  otherwise  feels  well.  His  blood  pres- 
sure range  is:  systolic,  between  160  and  170;  dias- 
tolic, between  90  and  100. 

The  blood  levels  from  which  the  best 
therapeutic  results  were  obtained  were  those 


ranging-  from  six  to  twelve  milligrams.  The 
amount  of  sulfocyanate  given  to  obtain  this 
blood  level  varied  with  the  individual.  The 
amount  of  drug  prescribed  was  usually  three 
grains  daily  for  one  week.  Then,  if  neces- 
sary, to  obtain  a working  blood  level,  another 
three-grain  tablet  daily  was  added.  If  a 
blood  level  reading  of  at  least  six  milligrams 
was  not  reached,  another  three-grain  tablet 
was  added.  In  a number  of  cases,  even  giv- 
en as  much  as  nine  grains  daily,  only  a trace 
was  found  in  the  blood.  In  others,  after  re- 
ducing the  amount  of  the  drug,  the  blood 
level  continued  to  rise,  again  demonstrating 
the  cumulative  action  of  the  drug.  The  most 
noticeable  drop  in  pressure,  both  systolic  and 
diastolic,  was  in  the  majority  of  cases  noted 
when  a blood  level  of  between  six  and  twelve 
milligrams  was  reached,  usually  during  the 
second  week  of  medication.  After  this,  even 
with  the  blood  maintained  at  the  same  level, 
there  would  be  a slight  rise;  then  the  pres- 
sure usually  would  remain  static  if  the  same 
dosage  of  the  drug  was  continued. 

SUMMARY 

There  was  reduction  of  blood  pressure  in 
about  sixty  per  cent  of  the  cases  in  this 
series.  There  was  relief  of  symptoms  in  an 
even  greater  percentage.  The  toxicity  of 
the  drug  was  demonstrated  in  a number  of 
cases  and  this  toxicity  did  not  altogether  de- 
pend on  the  amount  of  potassium  thiocya- 
nate in  the  blood  stream  — although  the 
higher  the  blood  level  the  greater  appeared 
the  likelihood  of  toxic  manifestation. 
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In  the  minds  of  the  medical  profession,  the 
association  of  urinary  disturbances  with 
those  in  the  upper  age  bracket  is  almost 
unanimous ; however,  with  this  thought  most 
prevalent,  with  the  history  and  symptoms 
definitely  given,  many  of  these  patients  are 
left  uninvestigated  and  quite  naturally  un- 
treated, as  the  condition  is  considered  simply 
a part  of  or  a symptom  of  some  systemic 
disease. 

With  the  increasing  span  of  life  due  to  the 
advance  in  the  social  changes  around  us  for 
the  betterment  of  the  aged,  it  is  only 
logical  to  suppose  that  the  life  span  will  still 
increase.  The  ravages  of  time,  it  is  self- 
evident,  will  in  proportion  to  other  diseases 
incident  to  old  age,  manifest  themselves  in 
increased  frequency  of  urinary  disturbances. 

A knowledge  of  the  nerve  supply  to  the 
bladder  and  perineum  is  of  prime  impor- 
tance, as  dulled  sympathetic  and  motor 
nerves  are  not  conducive  to  the  tonicity  of 
waning  muscles  and  an  ageing  circulatory 
system. 

**A11  these  muscles  derive  their  innerva- 
tion from  three  sources:  (1)  True  sympa- 
thetic fibers,  arising  from  the  third  and 
fourth,  sometimes  the  first  or  fifth,  lumbar 
segments,  and  pass  by  way  of  the  ganglia, 
lumbar  splanchnics,  inferior  mesenteric 
plexus,  and  hypogastric  nerves  to  the  vesical 
plexus.  Developmental^,  this  system  is  re- 
lated to  the  Wolffian  body,  which  arises  in 
the  lumbar  region,  and  the  fibers  go  espe- 
cially to  the  ureters,  trigonal  muscle,  veru- 
montanum,  prostate,  vesicles,  and  vasa  de- 
ferentia.  (2)  Autonomic  or  parasympa- 
thetic fibers,  arise  from  the  first,  second,  and 
third  sacral  segments,  leaving  the  sacral 
plexus  low  down  in  the  pelvis  by  the  pelvic 
visceral  nerve,  or  nervus  erigens  and  pass 
through  the  hemorrhoidal  (or  pelvic)  plexus, 
on  each  side  of  the  rectum,  to  the  vesical 
plexus.  These  provide  the  principal  innerva- 
tion for  the  detrusory  muscle,  and  also  send 
branches  to  the  posterior  urethra.  The 
fibers  from  these  first  two  systems  mingle  in 
the  vesical  plexus,  where  there  are  some 
ganglion-cells,  and  pass  directly  by  a multi- 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1944. 

**Young’s  Urology,  Vol.  I. 
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tude  of  small  trunks  to  the  ureters,  bladder, 
vesicles,  and  prostate  in  men.  Both  include 
vasomotor  fibers,  but  there  are  more  in  the 
nervus  erigens,  which  contains  the  main  vaso- 
dilators for  the  erectile  tissue  of  the  penis. 
(3)  Peripheral  and  autonomic  fibers  from  the 
sacral  segments,  separating  directly  from  the 
sacral  plexus  to  form  the  pudic  nerve  (nervus 
pudendus)  which  runs  through  the  perineum, 
giving  off  branches  to  the  membranous 
urethra,  external  sphincter,  corpora  caver- 
nosa, ischiocavernosus  and  bulbocavernous 
muscles,  and  skin  of  the  penis.  This  nerve 
innervates  the  striated  muscle  of  the  urethra 
and  provides  part  of  the  sensory  path  from 
the  penis.  The  spinal  centers  which  main- 
tain the  tone  of  these  muscles  are  at,  or  just 
below  the  fifth  lumbar  segment.  The  nervus 
erigens  contains  the  principal  sensory  fibers 
from  the  bladder,  while  there  is  little  evi- 
dence to  show  sensory  elements  in  the  hypo- 
gastric. 

HYPOGASTRIC  NERVES 
Stimulation  causes  contraction  only  in  the 
base  of  the  bladder  and  seminal  vesicles.  In 
some  animals  the  detrusory  relaxes,  in  only 
a few  does  it  contract  strongly.  The  invol- 
untary muscle  of  the  urethra  and  prostate 
usually  contracts.  This  nerve,  therefore, 
does  not  control  the  mechanism  leading  to 
micturition  but  there  is  reason  to  think  it 
contains  contractor  fibers  for  the  internal 
sphincter.  When  the  hypogastrics  are  sec- 
tioned no  change  of  importance  is  seen  in 
function  or  sensation. 

NERVI  ERIGENTES  (PELVIC  NERVES) 
Stimulation  causes  strong  contraction  of 
the  detrusor,  producing  a pressure,  in  dogs, 
as  high  as  150  cm.  of  water.  The  smooth 
muscle  of  the  urethra  relaxes.  The  arteries 
of  the  erectile  tissues  dilate,  causing  erec- 
tion. (This  shows  well  how,  in  normal  func- 
tioning, only  a part  of  the  fibers  in  a nerve 
trunk  are  active,  since  the  bladder  is  emptied 
without  an  erection,  or  if  present  it  rapidly 
disappears  during  urination.  This  should  be 
remembered  in  interpreting  stimulation  ex- 
periments). When  the  nervi  erigentes  are 
sectioned,  the  bladder  dilates,  although  it  still 
retains  some  slight  tone,  and  loses  its  sensa- 
tion. There  is  retention,  due  to  contraction 
of  some  of  the  urethral  muscles. 
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PUDIC  NERVES 

Stimulation  causes  vasoconstriction  in  the 
erectile  tissues,  the  penis  becoming  small 
and  flaccid.  The  striated  urethral  muscles 
contract.  When  the  nerve  is  sectioned,  how- 
ever, erection  does  not  occur.  Sensation  is 
lost  in  the  penis,  and  therefore,  mechanical 
stimulation  does  not  cause  erection  and 
ejaculation.  There  is  a tendency  to  inconti- 
nence and  dribbling,  even  if  the  other  nerves 
are  intact.  If,  however,  the  nervi  erigentes 
have  been  previously  sectioned,  the  retention 
with  paradoxic  or  overflow  incontinence  is 
replaced  by  a true  incontinence  when  the 
pudic  is  thrown  out  of  action. 

If  the  spinal  cord  is  cut  in  the  lumbar 
region,  the  bladder,  while  retaining  some 
tone,  cannot  empty  itself.  Centers  in  the 
cauda  equina  portion  of  the  spinal  cord,  be- 
low the  site  of  the  transection,  keep  up  a 
slight  but  much  reduced  tonus  in  the  de- 
trusor, and  apparently  give  rise  to  an  auto- 
matic voiding  reflex  when  the  bladder  be- 
comes distended.  This  reflex,  much  weaker 
than  the  normal  voiding  reflex,  may  be 
strengthened  by  stimulating  any  sensory 
nerve  which  reaches  the  cord  below  the 
transection  (stroking  the  leg,  swabbing  the 
penis,  etc.).  This  automatic  voiding  is  well 
observed  in  animals,  but  was  thought  not  to 
occur  in  man  until  demonstrated  by  Riddock 
and  Head.  Automaticity  may  begin  as  early 
as  two  weeks  after  injury.  The  weakness  of 
the  contraction  makes  it  easy  to  miss  if 
studied  by  means  of  a manometer  attached 
to  a catheter,  since  slight  pressure  will  di- 
late the  bladder  even  during  its  contraction. 
While  automatic  voiding  in  human  beings  is 
often  incomplete,  it  may  empty  the  bladder 
completely  (Head),  and  in  any  case  is  most 
important,  as  it  enables  many  of  these  unfor- 
tunate patients  to  get  along  without  cathe- 


terization, thus  diminishing  the  danger  from 
infection. 

The  classifications  given  for  urinary  ob- 
struction in  works  on  urology  and  gyne- 
cology are  well  known  but  only  passing  notice 
or  indifferent  remarks  are  made  of  those 
cases  under  the  headings  “Incontinence,  re- 
tention partial ; dysturia,  cause  undeter- 
mined, etc.”  To  deny  that  these  conditions 
exist  would  be  a fallacy,  but  to  admit  they 
are  as  prevalent  as  are  now  supposed  would 
be  equally  false. 

The  male  patient  may  have  had  a cerebral 
accident  but  the  major  part  of  his  inconti- 
nence may  also  be  the  result  of  a stricture, 
a prostatic  bar  or  true  hypertrophy  of  the 
prostate.  Wait  until  sufficient  time  has 
elapsed  and  then  institute  appropriate  treat- 
ment. Late  syphilitics  do  not  always  have 
neurogenitic  bladders.  It  is  true  that  many 
do,  but  not  all.  Vesicle  and  renal  calculi,  a 
common  occurence  of  the  bedridden  aged,  are 
not  gastric  crisis  even  though  the  subject 
be  an  institutional  charge.  Injuries  to  the 
nerves  or  cord  as  mentioned  before,  warrant 
insertion  of  a catheter  if  it  only  temporarily 
assists  in  the  treatment  of  other  wounds. 

In  the  female,  many  of  the  so-called 
cystitis  cases  respond  to  a simple  dilatation 
of  the  urethra.  Cystitis  in  these  cases  is 
often  due  to  contraction  of  the  vesicle  neck 
as  a result  of  old  age. 

The  medicaments  in  most  of  these  patients 
need  only  be  those  with  which  all  of  us  are 
well  acquainted.  Symptomatic  treatment, 
if  you  please,  but  treatment — even  though  it 
be  more  or  less  palliative.  I know  of  no 
other  class  of  patients  who  are  as  apprecia- 
tive of  minimal  relief  or  for  the  joy  of  a 
prolonged  rest  as  these  unfortunates. 


* * * 


RUMORS  OF  TUBERCULOSIS  REMEDY 

Many  letters  have  been  addressed  to  the  American 
Medical  Association  by  people  who  think  that  a 
remedy  has  been  found  for  tuberculosis.  “Unfor- 
tunately,” The  Journal  of  the  American  Medical  As- 
sociation for  May  5 points  out  editorially,  “the  col- 
umnist Ed  Suilivan,  in  his  syndicated  column  not 
long  ago,  made  this  statement:  ‘To  tuberculosis  pa- 
tients: Contact  American  Medical  Journal  on  Dr. 
Ashehov’s  Western  Ontario  U.  experiments’.” 

The  article  that  occasioned  this  notice  appeared 
in  Science  for  Feb.  2,  1945  by  Igor  Ashehov  and 
Frieda  Strelitz.  “In  this  article,”  The  Journal  ex- 


plains, “the  authors  report  experiments  performed 
at  the  University  of  Western  Ontario,  London, 
Canada,  with  a fungus  known  as  Aspergillus  fumi- 
gatus.”  Crude  preparations  with  substances  derived 
from  the  growth  of  this  fungus  indicate,  according 
to  the  authors,  that:  (1)  they  possess  a high  degree 
of  activity  against  staphylococci  bacteria;  (2)  their 
power  to  arrest  the  growth  of  a certain  strain  of 
tuberculosis  bacteria  is  higher  than  their  action 
against  staphylococci.  “Certainly,”  The  Journal 
says,  “this  work  is  hardly  sufficiently  advanced  even 
to  suggest  that  any  of  these  substances  are  effective 
in  the  treatment  of  tuberculosis.  . . .” 
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Extravasation  of  urine  by  definition  is  the 
passage  of  urine  outside  the  mucous  mem- 
brane lined  anatomical  confines  of  the 
urinary  tract.  However,  there  is  more  to 
the  condition  than  simple  diffusion  of  urine 
through  the  tissues.  Actually  there  is  asso- 
ciated infection  of  the  soft  tissues,  a gan- 
grenous cellulitis  due  to  anaerobic  bacteria. 

Extravasation  of  urine  is  secondary  to  and 
a sign  of  an  intrinsic  urinary  lesion.  The 
condition  may  occur  anywhere  along  the 
urinary  tract  from  the  renal  pelvis  on  down, 
but  it  is  most  commonly  seen  associated  with 
lesions  of  the  urethra,  particularly  as  a com- 
plication of  stricture  of  the  uretha.  Aside 
from  stricture  the  following  urethral  diseases 
have  been  seen  as  primary  causes  of  extrava- 
sation: trauma,  foreign  body,  urinary  stone, 
and  carcinoma  of  the  penis  or  urethra.  Trau- 
matic lesions  have  been  described  as  those 
caused  by  passage  of  a styletted  catheter, 
sound,  cystoscope,  bullet,  or  knife.  Fracture 
of  the  pelvis  and  direct  crushing  blows  to  the 
perineum  have  been  known  to  cause  urethral 
injury  and  extravasation. 

The  clinical  course  of  untreated  urinary 
extravasation  frequently  results  in  death.  It 
may  be  depicted  diagrammatically  as  fol- 
lows : 

Rupture  of  the  urinary  tract 

4 

l Subside  spontaneously 

Urinary  extravasation 

4 

l More  stricture  with  or 

Infection > without  multiple  peri- 

f neal  fistulae 

Gangrene 

4 

Death 

Extravasation  of  urine  from  sites  in  the 
lower  urinary  tract  has  been  classified  on 
the  basis  of  route.  Wesson’s**  dissections 
showed  the  important  fascial  planes  and 

*From  the  Philadelphia  General  Hospital,  Philadelphia,  Pa., 
and  the  Bishop  Clarkson  Memorial  Hospital,  Omaha,  Nebraska, 
Departments  of  Urology. 

**Wesson.  M.  B.  : “Fasciae  of  the  Urogenital  Triangle.” 

J.A.M.A.,  81:2024,  Dec.  15,  1923. 
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their  anatomical  relationships  to  the  extra- 
peritoneal  pelvic  structures  and  external 
genitalia.  Essentially  a classification  based 
on  route  is  as  follows: 

1.  Rupture  of  the  urethra  proximal  to 
the  triangular  ligament:  In  this  situation 
the  fascial  space  distribution  is  the  same  as 
in  extraperitoneal  rupture  of  the  bladder, 
that  is  into  the  perivesical  areolar  tissues 
between  the  prostate,  rectum,  and  bladder. 
The  extravasation  is  guided  by  the  trans- 
versalis  fascia  and  the  deep  pelvic  fascia. 
Anterior  to  the  bladder  and  prostate  this  area 
is  known  as  the  space  of  Retzius. 

2.  Rupture  of  the  urethra  distal  to  the 

triangular  ligament:  The  extravasation  is 

guided  by  Codes  fascia  which  extends  from 
the  central  tendon  of  the  perineum  over  all 
the  external  genitalia  and  is  continuous  with 
the  superficial  fascia  of  the  body  wall  as 
Scarpa’s  fascia. 

3.  Rupture  of  the  membraneous  urethra: 
In  this  case  the  extravasation  is  guided  by 
the  two  layers  of  deep  fascia  making  up  the 
urogenital  diaphragm.  The  extravasation 
first  points  on  the  perineum,  but  may  spread 
either  deep  as  in  rupture  of  the  urethra  prox- 
imal to  the  triangular  ligament  or  super- 
ficial as  in  rupture  distal  to  the  triangular 
ligament. 

The  route  of  the  extravasation  is  primarily 
dependent  upon  the  location  of  the  break  in 
continuity  of  the  lumen  of  the  urethra. 

The  patient  with  urinary  extravasation 
shows  as  the  most  obvious  finding  swelling 
of  the  penis,  scrotum,  perineum,  or  lower  ab- 
dominal wall.  There  may  be  local  pain. 
There  may  be  brawny  redness  of  the  skin 
with  actual  gangrene.  History  of  urethral 
bleeding,  difficult  urination,  or  actual  com- 
plete retention  may  be  obtained.  In  ad- 
vanced cases  there  are  signs  of  toxemia  such 
as  rapid  pulse  and  respiration,  fever,  dry 
tongue,  foul  breath,  and  delirium. 

In  the  differential  diagnosis  of  lower  urin- 
ary tract  extravasation  it  is  necessary  to 
take  into  consideration  extraperitoneal  rup- 
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ture  of  the  bladder,  periurethral  abscess,  and 
acute  epididymitis  with  scrotal  edema.  Care- 
ful history  and  physical  examination  will  aid 
in  this  differential  diagnosis.  In  ruptured 
urethra  with  extravasation  a catheter  is 
passed  with  difficulty,  if  at  all.  If  it  does 
pass  the  bladder  urine  is  usually  clear.  The 
bladder  is  usually  distended.  In  extraperi- 
toneal  rupture  of  the  bladder  a catheter 
passes  with  ease  and  may  obtain  a small 
amount  of  bloody  urine.  The  bladder  is 
usually  collapsed.  In  patients  with  peri- 
urethral abscess  a history  of  recent  gonor- 
rhea is  frequently  obtained.  In  these  cases 
the  swelling  does  not  extend  rapidly  and  the 
patient  is  usually  not  toxic.  In  patients  with 
acute  epididymitis  with  scrotal  edema  there 
is  history  of  recent  gonorrhea  and  marked 
tenderness  of  the  involved  testicle. 

Ideas  concerning  the  immediate  treatment 
of  urinary  extravasation  vary  among  differ- 
ent authors,  but  it  is  generally  agreed  that 
treatment  should  be  directed  toward  diver- 
sion of  the  urinary  stream,  incision  and 
drainage  of  the  involved  areas,  and  preven- 
tion or  control  of  infection.  The  urinary 
stream  may  be  diverted  by  catheter  in  ex- 
travasations of  minor  degree,  but  in  those 
of  major  degree  suprapubic  cystostomy  or 
external  urethrostomy  are  the  methods  of 
choice  by  most  authors. 

After  care  of  patients  with  urinary  ex- 
travasation consists  of  allowing  bladder 
drainage  until  the  soft  tissues  heal,  then  be- 
ginning urethral  dilatations.  Urethral  dila- 
tations are  necessary  until  there  is  no  fur- 
ther tendency  for  the  injured  tissues  to  con- 
tract. This  desired  condition  may  require 
many  months  treatment. 

During  the  years  1936  to  1943  there  were 
116  cases  of  acute  urinary  extravasation  ad- 
mitted to  the  urological  ward  of  the  Phila- 
delphia General  Hospital.  In  this  group  113 
had  urethral  stricture  from  gonorrhea,  one 
from  carcinoma  of  the  prostate,  one  from  a 
bullet  wound  of  the  urethra,  and  one  from 
the  trauma  of  impalement.  The  ages  of 
these  patients  varied  from  11  to  80,  but  most 
of  the  patients  were  in  the  decades  from 
30  to  60. 

As  may  be  seen  from  Table  I the  gross 
mortality  in  this  group  of  116  patients  was 
40.5%.  The  patients  were  divided  into  two 
categories  on  the  basis  of  severity  of  extrava- 
sation, those  with  extravasation  below  the 


level  of  the  pubis  and  those  having  extrava- 
sation so  extensive  that  it  continued  up  on 
the  abdominal  wall.  In  the  former  the  mor- 
tality was  30.9%  and  in  the  latter  54.1%. 

TABLE  I 

Philadelphia  General  Hospital 
Acute  Urinary  Extravasation  1936-1943 
Mortality 


No 

Abdominal  Abdominal 
All  Wall  Wall 

Cases  Extension  Extension 

Total  Cases 116  48  68 

Total  Dead 47  26  21 

Mortality 40.5%  54.1%  30.9% 


Table  II  gives  information  on  the  method 
of  treatment  used  in  these  patients.  Meth- 
ods of  treatment  elected  in  decreasing  order 
of  frequency  were  incision  and  drainage  with 
catheter  drainage  of  the  bladder,  incision 
and  drainage  with  external  urethrostomy, 
and  incision  and  drainage  with  suprapubic 
cystostomy. 

TABLE  II 

Philadelphia  General  Hospital 
Acute  Urinary  Extravasation  1936-1943 


Methods  of  Treatment 

Abdominal 
All  Wall 

Cases  Extension 

No 

Abdominal 

Wall 

Extension 

Total  Cases 
Incision  and  Drainage 
with  Urethral 

.116 

48 

68 

Catheter 

Incision  and  Drainage 
with  Suprapubic 

.101 

38 

63 

Cystostomy 
Incision  and  Drainage 
with  External 

. 3 

3 

Ureth,rostomy 

. 12 

7 

5 

Those  patients  not  responding  to  surgical 
treatment  commonly  showed  progressive 
anemia,  hypbproteinemia,  acidosis,  increased 
nitrogenous  retention  in  the  blood,  and  sep- 
sis. Postmortem  findings  were  those  of  ure- 
mic acidosis;  local,  renal,  and  blood  stream 
sepsis ; and  bronchopneumonia. 

The  classification  of  extravasation  on  the 
basis  of  point  of  rupture  and  anatomical 
route  has  been  previously  mentioned.  Ob- 
serving a number  of  these  patients  at  opera- 
tion and  post  mortem  examination  one  is  im- 
pressed with  the  fact  that  the  distribution 
of  the  extravasation  depends  a great  deal  on 
the  time  interval  between  rupture  of  the 
urethra  and  active  surgical  treatment  as  well 
as  on  the  point  of  rupture  of  the  urethra. 
The  importance  of  early  treatment  cannot 
be  over-emphasized.  Diversion  of  the  urinary 
stream  and  wide  incision  and  drainage  of  the 
involved  areas  should  be  carried  out  with  the 
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speed  that  is  attended  an  acute  appendicitis 
or  ruptured  viscus.  Procrastination  plays 
no  part  in  the  treatment  of  this  serious 
disease. 

CONCLUSIONS 

1.  Acute  urinary  extravasation  is  most 
commonly  seen  as  a complication  of  urethral 
stricture. 

2.  Acute  urinary  extravasation  is  a seri- 
ous disease  that  has  a high  mortality.  In 


this  series  of  116  cases  the  mortality  was 
40%.  Mortality  is  highest  in  those  cases 
that  have  widespread  extension  of  the 
process. 

3.  Early  and  adequate  surgical  treatment 
is  imperative  as  the  course  of  the  untreated 
case  results  almost  always  in  death. 

4.  Death  in  these  patients  is  due  to  sep- 
sis and  uremic  acidosis. 


* * * 


USE  OF  HUMAN  SERUM  REDUCES  DEATHS 
FROM  WHOOPING  COUGH 

The  mortality  rate  of  whooping  cough  now  may 
be  decidedly  lowered  by  the  use  of  a specific  serum, 
Harriet  M.  Felton,  M.D.,  Philadelphia,  reports  in 
The  Journal  of  the  American  Medical  Association  for 
May  5. 

Until  very  recently,  Dr.  Felton  observes,  there 
has  been  no  treatment  measure  which  has  been  able 
to  influence  the  clinical  course  of  whooping  cough 
to  any  great  degree,  especially  in  young  infants.  The 
development  of  this  particular  serum,  which  is  now 
called  hyperimmune  serum,  has  been  under  way  for 
less  than  ten  years.  Thus  far,  the  observations 
have  been  made  on  small  groups  and  without  un- 
treated control  cases.  The  efficiency  of  hyperim- 
mune human  serum  has  been  indicated  only  by  the 
dramatic  reduction  of  the  fatality  rate,  especially  in 
infants  in  the  first  six  months  of  life. 

This  serum  is  prepared  from  the  blood  of  adult 
donors  who  have  a history  of  whooping  cough  in 
childhood  and  who  receive  a series  of  injections  of 
whooping  cough  vaccine.  The  serum  is  separated 
from  the  whole  blood  and  usually  frozen  for  stor- 
age. 

“Severe  whooping  cough  in  infants,”  Dr.  Felton 
says,  “is  one  of  the  medical  conditions  before  which 
the  physician  of  today  often  feels  completely  inade- 
quate. The  incidence  of  this  disease  has  dropped 
significantly  during  the  past  five  years,  but  the 
mortality  rate  in  children  under  1 year  of  age  con- 
tinues to  be  very  high.  The  statistics  have  been 
difficult  to  evaluate  because  many  cases  have  not 
been  reported,  and  in  infants  death  is  frequently 
caused  by  the  complications  of  the  disease  rather 
than  by  the  actual  disease  itself.  It  has  been  esti- 
mated that  about  25  per  cent  of  the  infants  under 
6 months  of  age  who  contract  whooping  cough 
succumb.” 

Dr.  Felton  reviews  a report  made  in  1944  by 
herself  and  two  associates,  A.  C.  McGuinness  and 
J.  G.  Armstrong.  The  report  gave  the  results  of 
prophylaxis  and  treatment  with  the  hyperimmune 


human  pertussis  serum.  The  results  of  the  use  of 
this  serum  in  308  exposed  susceptible  infants  and 
children  showed  that  78.6  per  cent  did  not  contract 
whooping  cough.  Of  137  children  continuously  ex- 
posed 67.9  per  cent  escaped,  in  contrast  to  the  ex- 
pected 10  to  20  per  cent  in  unprotected  children.  In 
this  series  it  was  observed  that  the  duration  of  ex- 
posure was  a very  important  factor  since  44  (66.6 
per  cent)  of  the  cases  developed  after  continuous  in- 
timate exposure,  19  (28.8  per  cent)  after  short  in- 
timate exposure  and  3 (4.5  per  cent)  after  casual 
exposure. 

In  conclusion  Dr.  Felton  says:  “The  studies  re- 
viewed in  the  paper  indicate  that  in  treatment  it  is 
possible  to  lower  the  mortality  rate  of  whooping 
cough  decidedly  by  the  use  of  hyperimmune  human 
pertussis  serum  given  in  adequate  amounts.  Sig- 
nificant passive  protection  has  been  obtained  when 
the  recommended  dosage  has  been  used.” 


EVALUATE  METHODS  OF  TREATMENT 

Evaluation  of  the  various  forms  of  treatment  of 
infantile  paralysis  is  of  great  importance  in  deter- 
mining the  procedures  to  be  recommended  when  an 
epidemic  strikes,  emphasizes  a special  committee 
appointed  by  the  Scientific  Advisory  Board  of  the 
National  Foundation  for  Infantile  Paralysis  in  The 
Journal  of  the  American  Medical  Association  for 
May  5. 

Commenting  on  the  report  by  the  committee,  The 
Journal  says  editorially  that  “the  amount  of  dam- 
age done  to  the  nervous  system  primarily  and  to  the 
muscles  secondarily  in  this  disease  varies  from  one 
epidemic  to  another.  Certainly  mortality  rates  vary 
in  different  epidemics.  Even  the  portions  of  the 
body  that  are  primarily  affected  seem  to  differ; 
respiratory  paralysis  is  much  more  frequent  during 
some  outbreaks  than  during  others.  The  ultimate 
damage  seems  to  vary  according  to  the  methods 
of  treatment  followed,  yet  assessment  of  both  the 
immediate  and  the  ultimate  disability  is  exceedingly 
difficult.” 


Convulsions  in  Infancy  and  Childhood 
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Convulsions  may  occur  as  a symptom  in  a 
large  number  of  diseases  in  infants  and  chil- 
dren. In  the  study  and  treatment  of  any  pa- 
tient suffering  from  this  symptom,  it  is 
highly  important  to  approach  the  problem 
with  the  determination  to  find  if  possible 
the  underlying  cause.  Convulsions  must  not 
be  dismissed  as  a minor  symptom,  with  the 
thought  that  children  are  peculiarly  sus- 
ceptible to  seizures  because  their  brains  are 
not  fully  myelinated.  Such  an  attitude  will 
cause  one  to  overlook  a convulsive  attack 
for  which  specific  treatment  is  available. 

The  differential  diagnosis  of  convulsions 
in  infants  and  children  requires  the  consid- 
eration of  a great  number  of  etiological  pos- 
sibilities. For  practical  purposes,  however, 
the  various  causes  may  be  grouped  accord- 
ing to  the  age  of  the  patient.  By  so  doing, 
it  will  be  seen  that  for  any  group  it  is  highly 
probable  that  the  convulsion  will  be  caused 
by  a disease  which  will  fall  into  one  of  three 
or  four  main  groups.  A small  percentage  of 
the  seizures  may  be  caused  by  a variety  of 
conditions,  and  while  not  frequent,  must  be 
brought  into  consideration  whenever  the 
etiological  factor  is  not  clear  cut.  It  should 
be  remembered  that  often  a convulsive  at- 
tack is  the  product  of  two  factors  rather 
than  a single  one ; for  example,  a latent 
tetany  may  be  set  off  by  a febrile  illness. 

Obviohsly,  in  limited  discussion  on  this 
subject,  many  causes  of  convulsions  cannot 
be  covered.  In  this  presentation,  only  the 
more  common  and  more  important  etiological 
factors  will  be  mentioned. 

BIRTH  TO  ONE  MONTH  OF  AGE 

During  the  first  month  of  life,  a large  per- 
centage of  convulsions  are  caused  by  intra- 
cranial birth  injuries.  Babies  who  have 
been  subjected  to  difficult  labors  and  de- 
liveries are  apt  to  be  victims  of  this  type  of 
injury.  Symptoms  of  intracranial  hemor- 
rhage may  be  present  at  birth  or  may  not 
appear  for  several  days,  depending  upon  the 
severity  of  the  bleeding  and  its  position. 
Feeble  cry,  excessive  somnolence  or  irritabil- 
ity, and  failure  to  nurse  are  symptoms  to 
arouse  suspicion  of  this  condition.  Cyanosis, 
irregular  respirations  and  nystagmus  are 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1944. 


usually  present  before  convulsions  are  seen. 
Rigidity  of  the  spine  and  opisthotonus  are 
often  present  and  a tense  fontanelle  is  com- 
mon. Muscular  twitchings  and  paralyses 
may  be  seen  in  any  muscle  or  group  of 
muscles,  and  often  precede  a generalized  con- 
vulsion. Localizing  signs  are  not  too  great 
significance  in  early  life,  but  should  be  in- 
vestigated thoroughly  to  rule  out  a sub- 
dural hemorrhage. 

Examination  of  the  cerebrospinal  fluid  is 
often  an  aid  in  diagnosis.  Lumbar  puncture 
in  newborn  infants  is  difficult  to  perform 
without  producing  some  traumatic  bleeding. 
This  fact  should  be  kept  in  mind  or  some 
other  condition  will  be  overlooked  if  we  base 
our  diagnosis  on  the  gross  appearance  of  the 
fluid.  Cisternal  puncture  is  much  less  apt 
to  produce  traumatic  blood  in  the  fluid,  and 
while  somewhat  dangerous  is  definitely  su- 
perior to  lumbar  puncture.  The  cerebro- 
spinal fluid  in  intracranial  hemorrhage 
usually  shows  blood,  particularly  crenated 
red  blood  cells.  Xanthochromia  will  be  found 
after  centrifuging  the  bloody  spinal  fluid  if 
the  lesion  is  some  hours  old.  Clear  cere- 
brospinal fluid  does  not  rule  out  intracranial 
hemorrhage  for  the  bleeding  may  be  in  the 
ventricles,  in  the  brain  substance  or  sub- 
dural. 

Treatment  should  aim  at  controlling  fur- 
ther hemorrhage  and  at  reducing  increased 
intracranial  pressure  if  causing  definite 
pressure  symptoms.  The  former  may  be  ac- 
complished by  the  administration  of  vitamin 
Iv  and  by  intramuscular  injection  of  blood. 
A minimum  amount  of  handling  and  quiet 
are  requisites  for  lessening  bleeding.  Reduc- 
tion in  increased  intracranial  pressure  is 
favored  by  repeated  lumbar  punctures,  but 
it  should  be  realized  that  indiscriminate 
punctures  may  produce  further  bleeding 
after  it  had  been  stopped  by  the  increased 
pressure.  Sedatives  for  the  control  of  con- 
vulsions in  intracranial  hemorrhage  should 
be  used  judiciously  because  important  local- 
izing signs  or  symptoms  may  be  obscured. 
Needling  of  the  subdural  spaces  through  the 
lateral  angles  of  the  anterior  fontanelle  may 
produce  old  blood,  which  is  an  indication  for 
surgical  intervention. 

Infants  with  congenital  defects  of  the 
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brain  may  show  signs  which  simulate  intra- 
cranial hemorrhage.  Convulsions  may  or 
may  not  occur.  Clearly  defined  cases  of 
microcephalus,  hydrocephalus,  and  mon- 
golian  idiocy  are  usually  obvious  at  birth.  In 
others  the  diagnosis  may  be  in  doubt  until 
the  child  has  shown  by  its  abnormal  develop- 
ment that  a deficiency  or  a malformation  of 
the  brain  is  present.  Many  cases  of  con- 
genital malformation  of  the  brain  cannot  be 
definitely  differentiated  from  intracranial 
birth  injury.  Cases  showing  convulsions 
may  be  treated  with  sedative  drugs,  prefer- 
ably phenobarbital  in  small  repeated  doses. 

Third  in  importance  in  causing  convulsions 
during  the  first  month  of  life  is  the  group 
of  acute  infections.  At  this  period  of  life, 
upper  respiratory  infections  and  intestinal 
infections  head  the  list.  Urinary  infections 
are  often  overlooked  because  of  infrequent 
urine  examinations.  Many  other  acute  infec- 
tions obviously  occur  at  this  time  of  life  but 
they  are  not  common. 

In  the  miscellaneous  group  of  diseases 
causing  convulsions  during  the  first  month, 
may  be  mentioned  two  conditions  which  are 
seldom  thought  of.  Tetany  of  the  newborn 
is  probably  more  common  than  we  realize. 
During  pregnancy  hyperplasia  of  the 
mother’s  parathyroid  glands  may  occur, 
causing  a hypofunction  of  the  fetal  parathy- 
roids. After  birth  the  lack  of  parathyroid 
hormone  permits  a low  blood  calcium  to  de- 
velop with  ensuing  symptoms  of  tetany, 
particularly  convulsions.  Lack  of  urinary 
calcium,  which  can  be  readily  tested  for,  is 
suggestive  of  low  blood  calcium,  but  the 
diagnosis  must  rest  on  actual  blood  deter- 
minations indicating  a blood  calcium  level 
of  8 mgm.%  or  less. 

Hypoglycemia  of  the  newborn  occasional- 
ly produces  convulsions.  While  more  apt  to 
occur  in  infants  born  of  diabetic  mothers,  it 
may  occur  in  any  infant.  Studies  show  that 
the  blood  sugars  of  all  newborn  infants  drop 
to  low  levels  during  the  first  few  days  of 
life.  These  low  levels  ordinarily  do  not  pro- 
duce symptoms,  but  if  some  other  factor 
causes  further  depression  of  the  sugar  level, 
symptoms  can  readily  develop.  It  might  be 
well  to  keep  this  possibility  in  mind,  and,  in 
the  event  blood  sugars  cannot  be  determined, 
give  a convulsive  infant  glucose  solution 
either  by  mouth  or  parenterally. 

ONE  TO  FOUR  MONTHS  OF  AGE 

In  this  age  group  the  majority  of  convul- 
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sions  result  from  acute  infections.  Febrile 
illness  of  all  types  are  frequently  ushered 
in  by  convulsions.  The  convulsions  of  py- 
rexia are  as  a rule  transitory  and  not  of 
grave  significance.  The  diagnosis  of  febrile 
convulsions  depends  on  the  presence  of  fever, 
general  toxemia  and  signs  and  symptoms  of 
an  acute  infectious  process. 

Treatment  is  first  directed  toward  the 
seizure  and  as  a rule  simple  measures  are  ef- 
fective. A cool  or  tepid  sponge  bath  will 
usually  reduce  the  temperature  several  de- 
grees, as  will  also  a thorough  irrigation  of 
the  colon  with  lukewarm  water.  This  lat- 
ter procedure  also  may  remove  a source  of 
irritation  from  the  intestine.  If  the  reduc- 
tion in  fever  fails  to  stop  the  seizure,  seda- 
tives should  be  given.  Intramuscular  injec- 
tions of  a soluble  barbiturate  may  be  given, 
but  usually  one  of  the  barbiturates,  such  as 
seconal  or  nembutal,  given  rectally  will  suf- 
fice. These  barbiturates  are  conveniently 
and  quickly  given  in  capsule  form.  The  cap- 
sule should  be  perforated  at  both  ends, 
moistened  with  water  and  then  inserted  high 
into  the  rectum.  These  drugs  given  rectally 
usually  take  effect  within  10  to  20  minutes 
and  may  be  repeated  in  one  hour  if  neces- 
sary. A few  whiffs  of  ether  or  chloroform 
may  be  needed  to  control  severe  convulsions 
until  the  sedatives  are  effective.  After  the 
convulsions  are  under  control  the  cause 
should  be  sought  and  treated  appropriately. 

FOUR  MONTHS  TO  TWO  YEARS  OF  AGE 

Tetany,  while  much  less  common  today 
than  ten  years  ago,  is  still  an  important 
cause  of  convulsive  seizures  in  this  age 
group.  The  majority  of  tetany  cases  are  due 
to  rickets.  Less  common  causes  of  tetany 
are  excess  alkali  administration,  excessive 
vomiting,  hyperventilation  and  parathyroid 
insufficiency. 

The  characteristic  physical  sign  of  tetany 
is  carpopedal  spasm.  It  is  frequently  ac- 
companied by  laryngospasm.  Generalized 
convulsions  may  or  may  not  occur.  Chvos- 
tek’s  sign  (hyperirritability  of  the  facial 
nerve  to  mechanical  stimulation)  is  usually 
present,  as  is  Trousseau’s  sign  (carpal  spasm 
induced  by  obliterating  the  arterial  supply  to 
the  forearm).  The  blood  calcium  is  usually 
8 mgm.  or  less  per  100  cc.  Rachitic  bone 
changes,  clinically  or  by  x-ray  films,  can  be 
demonstrated  in  practically  all  cases. 

The  treatment  of  the  convulsions  of 
rachitic  tetany  consists  in  the  usual  measures 
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for  control  of  convulsions,  plus  the  adminis- 
tration of  calcium  to  prevent  further  seizures 
and  anti-rachitic  therapy  to  remove  the  un- 
derlying cause.  Calcium  may  be  given  as  a 
10%  solution  of  calcium  gluconate  intra- 
venously or  intramuscularly.  Three  or  four 
grams  may  be  required  to  stop  the  convul- 
sions. Calcium  chloride  should  be  given  by 
mouth,  one  gram  every  four  hours  the  first 
twenty-four  hours,  thereafter  one  gram 
three  times  a day.  After  a day  or  two  of 
calcium  therapy  antirachitic  therapy  should 
be  started. 

TWO  YEARS  TO  SIX  YEARS  OF  AGE 

In  this  age  group,  almost  all  etiological 
factors  causing  convulsions  must  be  thought 
of.  A number  of  less  commonly  thought  of 
causes  deserve  mention. 

Lead  poisoning  is  occasionally  seen,  and  is 
usually  due  to  the  child’s  eating  lead-con- 
taining paint  from  furniture  and  toys.  Less 
often  it  may  be  due  to  inhaling  lead  fumes. 
Symptoms  of  lead  poisoning  develop  gradu- 
ally, and  the  early  pallor,  anorexia,  vomiting 
and  constipation  may  not  be  considered  im- 
portant until  cerebral  symptoms  appear. 
Convulsions  and  stupor  are  the  important 
cerebral  symptoms.  When  lead  poisoning  is 
suspected,  the  diagnosis  can  usually  be  made 
by  the  history,  anemia,  basophilic  stippling 
of  the  red  blood  cells,  a lead  line  on  the  gums 
and  characteristic  shadows  in  the  x-ray  films 
of  the  long  bones.  The  spinal  fluid  shows  in- 
creased pressure,  increased  protein,  but  only 
a slight,  if  any,  increase  in  cells. 

Treatment  consists  of  controlling  the  con- 
vulsions by  heavy  doses  of  sedative  drugs, 
and  lessening  the  cerebrospinal  fluid  pres- 
sure by  repeated,  or  continuous  lumbar 
drainage,  or  even  by  craniotomy.  Circulat- 
ing lead  can  be  deposited  in  the  bones  by  giv- 
ing a high  phosphorous  low  calcium  diet,  to- 
gether with  disodium  phosphate,  15  gr.  three 
times  a day.  The  so-called  deleading  treat- 
ment is  no  longer  advocated. 

Strychnine  poisoning  may  be  met  with  and 
is  usually  due  to  ingestion  of  candy  coated 
cathartic  pills  containing  the  drug.  Strych- 
nine poisoning  is  acute,  symptoms  appearing 
within  an  hour  after  ingestion.  Tonic 
spasms  and  opisthotonus  occur,  but  the  mind 
remains  clear.  The  muscle  contractions  are 
interspersed  with  intermissions  during  which 
the  muscles  are  completely  relaxed,  an  im- 
portant differential  point  when  considering 


tetanus.  The  slightest  stimulation  is  likely 
to  set  off  a violent  spasm.  If  the  convulsions 
cannot  be  controlled,  death  will  soon  follow 
from  respiratory  failure  and  exhaustion. 

Treatment  consists  in  controlling  the  con- 
vulsions by  means  of  sedatives  in  large  doses. 
Sodium  amytal  intravenously  to  the  point 
of  anesthesia  is  the  drug  of  choice.  The 
prognosis  is  good  if  the  child  survives  the 
first  six  hours. 

An  important  cause  of  convulsions  in 
young  children  is  acute  nephritis.  The  diag- 
nosis is  made  on  the  urinary  findings,  and 
there  is  practically  always  an  associated  ele- 
vated blood  pressure.  Intramuscular  or  in- 
travenous magnesium  sulfate  is  the  drug  of 
choice  in  treating  the  convulsions.  Mag- 
nesium sulfate  effectively  relieves  the  ar- 
terial spasm  which  apparently  causes  the 
cerebral  symptoms.  Magnesium  sulfate  may 
be  given  intramuscularly  as  a 50%  solution. 
0.2  cc.  of  this  solution  per  kilogram  of  body 
weight  may  be  given  every  four  hours  until 
the  blood  pressure  is  definitely  lowered  and 
the  convulsions  have  stopped. 

Encephalitis  and  meningitis  are  not  to  be 
overlooked  in  children  presenting  convul- 
sions. Encephalitis  may  occur  as  a primary 
disease  as  well  as  secondary  to  certain  virus 
diseases,  especially  measles,  mumps,  chicken 
pox  and  small  pox  vaccination.  Pertussis  is 
a frequent  cause  of  convulsive  seizures.  Per- 
tussis may  cause  convulsions  by  an  encepha- 
litis, by  intracranial  hemorrhage,  by  alka- 
losis induced  by  vomiting  or  by  asphyxia  ac- 
companying the  paroxysms.  The  treatment 
of  the  symptoms  of  encephalitis  is  symp- 
tomatic. Convalescent  serum  in  the  secon- 
dary types  of  encephalitis  is  theoretically  of 
value  and  should  be  given.  The  various  types 
of  meningitis  can  be  diagnosed  only  by  spinal 
fluid  examination  and  culture.  With  the 
exception  of  tuberculosis  meningitis  prac- 
tically all  forms  of  meningitis  should  be 
treated  with  either  sulfonamides  or  penicil- 
lin, and  in  some  cases  by  a combination  of 
these  two  agents. 

SIX  TO  FOURTEEN  YEARS  OF  AGE 

After  the  sixth  year  idiopathic  epilepsy  is 
found  as  the  most  frequent  cause  of  convul- 
sive seizures.  Idiopathic  epilepsy  is  a diag- 
nosis which  should  be  reserved  for  those  con- 
vulsive cases  for  which  no  organic  or  physi- 
ological basis  can  be  demonstrated. 
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The  treatment  of  epilepsy  is  directed  to- 
ward decreasing  the  irritability  of  the  cen- 
tral nervous  system.  Sources  of  chronic  or 
acute  irritations,  bad  habits,  and  mental 
stresses  are  to  be  sought  for  and  removed. 
Good  physical  hygiene  is  important. 

The  ketogenic  diet  plus  fluid  restriction 
and  a low  salt  intake  is  effective  in  controll- 
ing some  epileptic  patients,  but  it  is  diffi- 


cult to  keep  a child  on  such  a regime.  In 
most  cases  of  epilepsy,  reliance  must  be 
placed  on  drug  treatment  for  the  control  of 
seizures.  Phenobarbital  is  still  a good  drug 
in  epilepsy,  but  dilantin  is  meeting  with  more 
and  more  favor.  Often  a combination  of 
these  two  drugs  gives  the  best  results.  The 
dosage  of  these  drugs  varies  from  1/2  gi’-  to 
V/2  grs.,  two  to  four  times  a day. 


* * * 


GAMMA  GLOBULIN  MAY  HELP  CONTROL 
INFECTIOUS  HEPATITIS 

The  results  obtained  during  an  epidemic  in  a sum- 
mer camp  for  boys  and  girls  indicate  that  gamma 
globulin,  one  of  the  fractions  or  components  of 
blood  plasma  which  has  been  found  effective  as  a 
preventive  for  measles,  is  capable  of  preventing  or 
attenuating  infectious  hepatitis  when  administered 
to  exposed  persons  during  the  incubation  period 
of  the  disease,  Joseph  Stokes,  Jr.,  M.D.,  Philadel- 
phia, and  Capt.  John  R.  Neefe,  M.C.,  A.U.S.,  report 
in  The  Journal  of  the  American  Medical  Association 
in  a recent  issue. 

The  cause  of  infectious  hepatitis  is  not  known, 
and,  to  date,  no  effective  means  of  prevention,  con- 
trol or  treatment  has  been  found.  It  has  been 
stated  to  be  one  of  the  most  important  diseases  of 
the  present  war,  there  having  been  serious  out- 
breaks in  several  of  the  Allied  armies  as  well  as 
in  those  of  Germany  and  Italy.  It  also  has  been  a 
serious  problem  in  civilian  populations  throughout 
the  world.  Gama  globulin  is  one  of  the  discoveries 
of  our  present  war  research  program. 

Dr.  Stokes  and  Captain  Neefe  state  that  their 
investigations  also  indicate  that  gamma  globulin 
may  be  of  value  as  a treatment  agent  if  given 
early  in  infectious  hepatitis. 

The  epidemic  referred  to  in  their  report  began 
on  August  1,  1944  and  by  August  14,  when  the  two 
investigators  were  notified  of  its  existence,  approxi- 
mately 80  persons  in  the  camp  had  developed  hepa- 
titis. The  occurrence  of  new  cases  on  the  fifteenth 
and  sixteenth  of  August  suggested  to  the  investi- 
gators that  the  entire  camp  population  had  been 
or  would  be  exposed  to  the  causative  agent  of  the 
disease  and  that  many  others  of  the  group  could 
be  expected  to  develop  the  disease. 

Of  159  well  boys  between  the  ages  of  6 and  15 
living  under  the  same  environmental  conditions  in 
the  boys’  camp,  29  were  injected  with  gamma  globu- 
lin, leaving  130  as  controls.  Of  132  well  females 
between  the  ages  of  6 and  30  living  in  the  girls’ 
camp,  16  were  injected  with  globulin,  leaving  116 
as  controls.  Eight  other  men  between  the  ages  of 
16  and  40  from  miscellaneous  camp  groups  also 
were  injected.  As  expected,  many  additional  cases 
of  hepatitis  developed  during  the  five  weeks  fol- 
lowing the  globulin  injections. 


Of  the  29  boys  injected  4,  or  13.3  per  cent,  de- 
veloped hepatitis  but  in  none  of  them  did  jaundice 
occur.  Of  the  130  controls  in  this  group  90,  or 
69.0  per  cent,  developed  hepatitis,  while  60,  or  46.0 
per  cent,  also  had  jaundice. 

Of  the  16  females  injected  with  globulin  3,  or  18.7 
per  cent,  developed  hepatitis  and  the  same  number 
also  had  jaundice.  Of  the  116  controls  82,  or  70.6 
per  cent,  had  hepatitis,  with  52,  or  45.0  per  cent, 
developing  jaundice.  Of  the  total  of  53  persons 
receiving  globulin,  not  one  developed  visible  jaun- 
dice of  the  skin. 

“The  onset  of  hepatitis  in  the  11  persons  who  re- 
ceived gamma  globulin,”  the  two  investigators  say, 
“occurred  during  the  first  ten  days  after  the  globu- 
lin had  been  injected.  No  additional  cases  occurred 
among  the  injected  group  after  this  time.  How- 
ever, cases  continued  to  appear  among  the  controls 
for  thirty-two  days  after  the  date  of  the  globulin 
injections.  This  would  suggest  that  the  adminis- 
tration of  gamma  globulin  late  in  the  incubation 
period  resulted  in  attenuation,  rather  than  preven- 
tion, of  the  disease.  However,  the  data  indicate 
that  the  disease  was  entirely  prevented  in  some 
cases,  this  probably  occurring  in  those  who  re- 
ceived the  globulin  early  in  the  incubation  period. 
This  is  supported  by  the  fact  that  the  best  results 
were  obtained  in  the  boy  camper  group.  It  is 
probable  that  most  of  this  group  received  globulin 
earlier  in  the  incubation  period  than  did  the  girls, 
because  the  epidemic  began  in  the  boys’  camp  ap- 
proximately a week  later  than  in  the  girls’  camp. 
The  apparent  difference  in  the  effectiveness  of  gam- 
ma globulin  in  these  two  groups  would  seem  to  be 
satisfactorily  explained  on  this  basis.  . . .” 


PRIMARY  CANCER  OF  THE  LUNG 

An  otherwise  fatal  disease,  primary  cancer  of 
the  lung,  can  be  satisfactorily  treated  by  surgical 
removal  of  the  entire  lung,  William  Francis  Rein- 
hoff,  Jr.,  M.D.,  Baltimore,  advises  in  The  Journal 
of  the  American  Medical  Association  recently.  Sur- 
gical measures  short  of  total  removal  of  the  lung 
are  not  efficacious,  he  says.  Postoperative  mortality 
and  longevity  are  at  least  as  good,  if  not  better 
than  those  following  the  same  treatment  for  cancer 
of  other  organs  of  the  body. 


The  Mass  X-Ray  Survey  for  Pulmonary 
Tuberculosis  in  Nebraska 

L.  E.  KLING,  M.D.,  M.S.P.H. 

Director,  Tuberculosis  Survey  State  of  Nebraska, 
Department  of  Health 


What  place  does  mass  chest  x-ray  have  in 
Tuberculosis  Control?  The  answer  to  this 
question  will  require  the  friendly  coopera- 
tion of  the  medical  profession  and  the  State 
Department  of  Health. 

Tuberculosis  survey  work  in  Nebraska  was 
started  in  September,  1944  when  a 35  mm. 
Photofluorographic  X-ray  Unit  was  loaned  to 
the  Nebraska  Department  of  Health  by  the 
United  States  Public  Health  Service.  Since 
that  time  more  than  20,000  chest  x-rays  have 
been  taken.  Most  of  this  work  has  been  done 
in  army  and  navy  owned  and  operated  in- 
dustries and  in  the  schools  and  communities 
in  which  these  installations  were  situated. 

No  survey  has  been  conducted  without  the 
approval  and  support  of  the  local  county 
medical  society. 

All  individuals  with  suspicious  chest  con- 
ditions are  referred  to  their  family  physician 
for  final  diagnosis  and  treatment.  Those 
individuals  who  do  not  have  a local  physician 
are  given  a list  of  the  members  of  the  local 
county  medical  society  who  have  agreed  to 
accept  new  cases  of  chest  pathology  for 
subsequent  care. 

A bus  type  Mobile  X-ray  Unit  has  recently 
been  purchased  by  the  State  of  Nebraska 
and  placed  in  operation.  This  Unit  is  com- 
plete with  dressing  rooms,  dark  room  and 
a 4 inch  by  5 inch  Photofluorographic  X-ray 
Unit  installed.  It  can  be  put  into  operation 
in  a few  minutes  wherever  a source  of  220 
volt  alternating  current  is  available. 

This  Unit  will  be  used  for  intensive  survey 
work  among  adults  in  endemic  areas  in  the 
state,  operating  in  a given  county  until  the 
survey  is  complete,  as  relates  to  that  county. 

A special  effort  will  be  made  to  reach 
contacts  of  all  known  cases,  low  income 
groups,  food  handlers  and  industrial  groups. 

A preliminary  review  of  screening  in  Ne- 
braska indicates  that  of  those  individuals 
x-rayed,  about  one  per  cent  have  reinfection 
tuberculosis — seventy  per  cent  of  which  are 
minimal  -a  trifle  less  than  one  per  cent  of 
the  total  have  cardiac  or  other  chest  path- 
ology. These  rates  are  surprisingly  close  to 
those  of  the  nation  as  a whole,  even  though 


the  death  rate  for  tuberculosis  in  Nebraska 
is  one  of  the  lowest  in  the  United  States. 
However,  many  of  the  cases  picked  up  in  in- 
dustry are  non-residents  of  Nebraska  or 
transients.  This  situation  is  caused  by  the 
influx  of  war  industrial  activities  in  the 
state. 

Photofluorography  is  becoming  more  and 
more  important  as  a method  for  tuberculosis 
case  finding. 

In  spite  of  the  steady  improvement  in 
diagnostic  facilities  during  the  past  twenty- 
five  years,  little  substantial  progress  had 
been  made  in  finding  early  cases  of  tubercu- 
losis until  the  advent  of  mass  chest  x-ray. 
The  two  reasons  for  this  failure  are  well 
known : 

1.  Early  tuberculosis  rarely  gives  rise  to 
symptoms. 

2.  Persons  who  feel  well  seldom  consult 
a physician. 

There  is  ample  proof  of  this  throughout 
the  nation — for  reports  from  the  doctors’  of- 
fices and  even  from  clinics,  show  that  eighty- 
five  to  ninety  per  cent  of  tuberculous  cases 
found  are  either  moderately  or  far  advanced. 
In  other  words,  on  an  individual  basis,  only 
ten  to.  fifteen  per  cent  of  the  cases  are  found 
in  the  early  minimal  stage  where  opportuni- 
ties for  cure  are  best. 

By  the  use  of  the  mass  chest  x-ray,  sixty 
to  seventy  per  cent  of  tuberculous  cases 
found  are  minimal.  The  experience  of  the 
United  States  Public  Health  Service  with 
35  mm.  photofluorography  indicates  that  less 
than  ten  per  cent  of  minimum  cases  are 
missed  and  that  advanced  cases  are  picked 
up  as  accurately  as  with  film  of  the  usual 
size. 

From  an  epidemiological  or  public  health 
point  of  view,  missing  ten  per  cent  of  mini- 
mal lesions  is  not  serious.  Actually  only  five 
to  ten  per  cent  of  minimal  cases  picked  up 
by  miniature  x-ray  were  previously  known  to 
have  tuberculosis.  This  shows  that  the  small 
film,  while  it  may  be  less  accurate,  picks  up 
ten  to  twenty  times  as  many  cases  of  mini- 
mal tuberculosis  as  any  other  method. 
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SURVEY  FOR  PULMONARY  TUBERCULOSIS:  KLING 


Nebr.  S.  M.  Jour. 
June.  1945 


Case  finding  is  but  the  first  step  in  the 
control  of  tuberculosis.  The  diagnosis  must 
be  confirmed  and  proper  treatment  carried 
out  until  the  disease  has  been  arrested  and 
the  individual  is  back  in  productive  employ- 
ment. 

Through  education,  and  by  law,  adequate 
isolation  and  treatment  facilities  must  be 
provided  and  used  in  every  state  and  com- 
munity. The  reward  for  such  action  will  be 
measured  not  only  in  human  life  and  happi- 
ness, but  in  sound  financial  returns  on  money 


spent.  Tuberculosis  most  frequently  strikes 
men  and  women  in  the  prime  of  life  at  the 
presumed  peak  of  their  economic  productiv- 
ity. Most  of  its  victims  are  between  the 
ages  of  20  and  45 — admittedly  these  are  the 
greatest  productive  years  of  an  individual’s 
life.  Infected,  they  are  a liability  to  them- 
selves and  to  their  community,  doing  their 
work  inefficiently,  spreading  sickness  to 
others.  Free  of  disease,  these  men  and  wom- 
en are  the  human  resources  that  will  make 
possible  victory  in  war — prosperity  in  peace. 


* * * 

Tuberculosis  Abstracts 


Many  reports,  often  contradictory,  have 
appeared  concerning  the  effect  of  the  war  on 
the  tuberculosis  death  rate.  News  from 
some  of  our  crowded  centers  of  war  produc- 
tion has  been  discouraging.  The  press  has 
featured  alarming  dispatches  about  appalling 
conditions  in  war-torn  areas  abroad.  A few 
domestic  analyses  have  sounded  unduly  op- 
timistic. For  these  reasons,  hard-pressed 
physicians  will  welcome  a sensible,  factual 
statement  of  the  status  of  tuberculosis  mor- 
tality in  the  United  States  at  the  present 
time. 

THE  TUBERCULOSIS  DEATH  RATE 
IN  WARTIME 

As  the  war  has  progressed,  persons  inter- 
ested in  the  problem  of  tuberculosis  control, 
and  in  fact  the  general  public,  have  evinced 
considerable  concern  regarding  the  trend  of 
the  country’s  death  rate  from  tuberculosis. 

Inasmuch  as  war  conditions  usually  lead 
to  an  increase  in  the  incidence  of  tuberculosis 
a rise  in  the  death  rate  was  to  be  expected 
in  1943,  the  second  full  year  of  American 
participation  in  the  war.  For  this  reason  the 
decline  registered  is  even  more  encouraging 
than  those  recorded  in  previous  years.  In 
view  of  the  chronic  nature  of  the  disease, 
however,  several  years  may  elapse  before  the 
impact  of  war  conditions  is  reflected  in  a 
mortality  rise.  Therefore,  we  must  all  real- 
ize that  the  probability  of  an  increase  in  the 
incidence  of  tuberculosis  is  enhanced  each 
day  the  war  continues. 

The  decline  in  tuberculosis  mortality  has 
continued  steadily  each  year  since  1936  and, 
with  the  exception  of  two  minor  interrup- 


tions each  year  since  1918.  These  sustained 
decreases  must  be  attributed  to  quite  a num- 
ber of  factors,  among  which  are: 

1.  Greatly  improved  and  enlarged  facili- 
ties for  the  Care  of  the  tuberculous,  includ- 
ing better  managed  sanatoria  and  thousands 
of  additional  beds ; a higher  standard  of  clinic 
service  and  of  public  health  nursing  service, 
as  well  as  a great  improvement  in  health  ad- 
ministration generally. 

2.  Earlier  diagnosis  and  improved  meth- 
ods of  diagnosis,  including  mass  x-ray  sur- 
veys among  apparently  healthy  adults. 

3.  Recognition  on  the  part  of  patients  and 
their  families  of  the  importance  of  sana- 
torium care  with  the  result  that  a much  larg- 
er proportion  of  infectious  patients  have  been 
segregated,  thus  minimizing  the  spread  of 
the  disease. 

4.  Increasing  awareness  of  the  tubercu- 
losis problem  and  acceptance  of  the  greatly 
amplified  program  of  health  education. 

5.  Decided  improvement  in  the  standard 
of  living  throughout  the  country. 

6.  Intensive  efforts  directed  toward  cer- 
tain groups,  such  as  high  school  and  college 
students,  medical  students,  nurses,  expectant 
mothers  and  young  women  generally.  More 
recently  these  efforts  have  been  directed 
toward  industrial  employees,  Negroes  and 
Spanish-speaking  people,  and  men  and  wom- 
en who  are  being  examined  for  service  in 
the  armed  forces. 

The  most  interesting  trend  noted  in  1943 
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is  the  fact  that  so  many  of  these  increased 
death  rates  are  concentrated  in  the  industrial 
states  of  the  northeastern  and  north  central 
sections  of  the  country,  while,  on  the  other 
hand,  even  more  pronounced  declines  are 
noted  in  the  states  of  the  south  and  west. 

According  to  one  theory,  these  increased 
rates  in  our  industrial  states  may  indicate 
rising  mortality  from  tuberculosis  in  the 
country  as  a whole.  Others  are  of  the 
opinion  that  the  stupendous  migration  of  the 
past  few  years  may  have  resulted  in  a re- 
alignment of  the  American  people — to  some 
extent,  at  least,  on  health  grounds.  Only 
time  can  determine  which  of  these  two  hy- 
potheses is  correct. 

The  abnormal  conditions  incident  to  the 
war  have  affected  the  population  distribu- 
tion in  the  states  more  than  is  usually  real- 
ized. Internal  migration,  both  civilian  and 
military,  has  resulted  in  decreased  population 
in  the  northeastern  and  north  central  states, 
while  in  the  south  and  west  the  population 
has  increased  materially  since  the  date  of  the 
last  decennial  census  in  1940. 

The  assignment  of  millions  of  the  coun- 
try’s healthiest  young  men  and  young  women 
outside  continental  United  States  and  the 
elimination  of  their  number  from  population 
estimates  upon  which  death  rates  are  based, 
have  had  the  effect  of  raising  tuberculosis 
mortality  slightly  in  the  country  as  a whole. 
Many  more  millions  of  our  healthiest  young 
citizens  have  likewise  been  assigned  to  train- 
ing camps  which  are  largely  concentrated  in 
the  states  of  the  south  and  far  west,  where 
climatic  conditions  facilitate  military  train- 
ing throughout  all  months  of  the  year. 


❖ 


SUMMER  DIARRHEA  IN  BABIES 

Casec  possesses  outstanding  merit  in  the  treat- 
ment of  diarrhea  and  loose  stools,  in  infants  and 
in  children.  The  promptness  with  which  Casec 
checks  diarrheal  stools  is  an  important  factor  in 
arresting  the  dehydration  which  makes  infantile 
diarrhea  so  serious  a clinical  problem.  At  the  same 


Since  all  (or  approximately  all)  of  these 
young  people  had  been  recently  x-rayed  it  is 
highly  probable  that  the  deaths  from  tuber- 
culosis among  their  number  would  have  been 
negligible  in  1943;  yet  2,500,000  of  them 
were  eliminated  from  the  population  base  on 
which  the  death  rate  is  computed. 

Simultaneously  other  millions  of  all  ages 
whose  state  of  health  is  unknown  have  mi- 
grated to  and  fro  without  pattern  in  search 
of  industrial  employment.  It  is  quite  pos- 
sible that  this  population  upheaval,  which 
has  no  parallel  in  American  history,  will  af- 
fect the  trend  of  tuberculosis  mortality  in 
the  states  for  years  to  come. 

The  difficulties  of  computing  sound  death 
rates  in  these  days  of  major  population  shifts 
cannot  be  appreciated  until  one  makes  an 
effort  to  obtain  population  estimates  for  a 
given  date,  to  evaluate  the  extent  of  the 
changes  in  a given  community,  and  to  ana- 
lyze the  effect  of  the  population  changes  on 
the  death  rates. 

Changes  in  the  size  of  a state’s  population 
are  allowed  for  when  death  rates  are  com- 
puted on  the  basis  of  the  best  available  popu- 
lation estimates.  But  changes  in  the  age, 
sex  and  color  composition  of  the  population 
cannot  be  taken  into  consideration  until  a 
new  population  census  has  been  taken.  Ob- 
viously, no  population  census  will  prove  to 
be  worth  while  until  the  people  of  the  coun- 
try have  had  a few  years  to  settle  down 
after  the  war. 

— What  Is  Happening  to  the  Tuberculosis  Death 
Rate  Mary  Dempsey,  American  Review  of  Tubercu- 
losis, December,  1944. 


* 


time  Casec  replenishes  calcium  lost  in  the  stools. 
The  high  protein  content  of  Casec,  moreover,  aids 
in  promoting  tissue-growth  in  infants  who  have 
become  wasted  as  a result  of  diarrhea.  Because  of 
its  anti-fermentative  action  and  its  growth-promot- 
ing constituents,  Casec  is  a particularly  effective 
weapon  against  the  so-called  summer  diarrheas. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  next  medical  examination  for  the 
State  of  Nebraska  will  be  given  June  19,  20, 
21,  1945,  University  of  Nebraska  College  of 
Medicine,  Omaha.  Applications  for  this  ex- 
amination must  be  filed  with  the  office  of 
the  Bureau  of  Examining  Boards,  Room  1009, 
State  Capitol  Bldg.,  Lincoln,  Nebr.,  at  least 
5 days  prior  to  the  first  day  of  examination. 


NEWS  CLSidd  VIEWS 


Request  for  a meeting  in  July  of  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation was  refused  by  the  Office  of  Defense 
Transportation.  No  information  as  to  when 
a meeting  can  be  held  is  given  at  this  time. 


HOSPITAL  NEWS 

The  equivalent  of  a new  220-bed  hospital  for  each 
day  of  1944  indicates  the  rate  of  growth  in  the  num- 
ber of  beds  available  in  the  7,111  hospitals  of  the 
United  States,  as  revealed  by  the  1945  report  on 
“Hospital  Service  in  the  United  States,”  the  24th 
annual  presentation  of  hospital  data  by  the  Council 
on  Medical  Education  and  Hospitals  of  the  American 
Medical  Association. 

Included  in  the  study  were  6,611  registered  hos- 
pitals of  all  types,  among  which  were  119  institu- 
tions making  their  first  entry  into  the  registered 
list.  The  report  showed  163  hospitals  closed  or 
transferred  to  the  unclassified  file  during  the  year, 
a net  loss  of  44  since  the  last  report.  A gain  of 
80,691  beds  was  disclosed  in  the  reported  total  ca- 
pacity of  1,729,945  at  the  end  of  1944,  accomplished 
by  new  hospital  facilities  and  the  expansion  of  exist- 
ing services.  Five  hundred  hospitals,  with  a capacity 
of  16,444  beds,  were  found  unqualified  for  registra- 
tion. 

Patient  admissions  continued  their  upward  climb, 
although  at  a slower  speed  than  in  1943,  to  establish 
a new  all  time  high  of  16,036,848,  an  increase  of 
662,150  admittances  over  the  previous  year,  exclusive 
of  outpatients  and  newborn.  The  admissions  to  gen- 
eral hospitals  accounted  for  93.9  per  cent  of  all  pa- 
tients received  in  registered  hospitals.  Daily  ave- 
rage patient  load  in  all  hospitals  was  1,299,474  in 
1944,  exclusive  of  newborn.  Births  during  1944  to- 
taled 1,919,976  in  the  6,611  registered  institutions. 

Hospitals  of  100  beds  or  less  accounted  for  more 
than  two-thirds  of  the  total  number  registered, 
there  being  1,287  of  less  than  25  beds;  1,434  rang- 
ing from  26  to  50  beds;  1,349  from  51  to  100;  1,078 
between  101  and  150;  486  from  201  to  300  beds;  537 
ranging  from  301  to  1000  and  440  hospitals  of  1000 
beds  or  over. 

*For  most  of  the  items  in  this  section  we  are  indebted  to 
Nebraska  Hospital  News,  and  its  editor,  Francis  J.  Bath. 
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Nebraska’s  102  registered  hospitals  accounted  for 
a total  of  13,544  beds  and  919  bassinets.  Of  these, 
94  are  general  hospitals  with  7,330  beds  and  897  bas- 
sinets; five  are  Nervous  and  Mental  institutions, 
having  5,925  beds;  one  Tuberculosis  hospital  of  200 
beds;  one  Maternity  Hospital  of  77  beds  and  one  In- 
dustrial hospital  of  12  beds. 

Patient  Admissions  to  the  94  general  hospitals 
were  149,534,  while  1,120  were  admitted  in  the  Ner- 
vous and  Mental  group. 

Church  related  institutions  (non-profit)  numbered 
39,  with  2,637  beds  and  72,209  admissions.  Non- 
profit associations  operated  11  hospitals  with  485 
beds  and  18,748  admissions.  Forty-one  proprietary 
hospitals  operated  800  beds  and  admitted  20,632  pa- 
tients. Government  controlled  hospitals  in  Nebraska 
had  9,861  beds  and  41,252  patients  in  1944. 

Four  new  hospitals  appear  in  the  1944  list  of 
registered  institutions,  including  Brewster  Hospital, 
Holdrege;  Community  Hospital,  Lewellen;  Nebraska 
Ordnance  Plant,  Mead;  Tecumseh  Hospital,  Tecum- 
seh. 

Thirteen  Schools  of  Nursing,  with  total  enroll- 
ments of  1,395,  are  listed  as  operated  in  connection 
with  registered  hospitals.  All  are  state  approved. 
Two  hospitals  are  classified  as  operating  approved 
schools  for  X-ray  Technicians,  including  Creighton 
Memorial  St.  Joseph’s  Hospital  and  University  of 
Nebraska  Hospital,  Omaha.  Four  are  approved  for 
training  of  Clinical  Laboratory  Technicians;  Bryan 
Memorial  and  Lincoln  General  Hospitals,  Lincoln; 
Bishop  Clarkson  Memorial  Hospital  and  University 
of  Nebraska  Hospital,  Omaha. 

Thirteen  Nebraska  hospitals  are  listed  as  ap- 
proved for  the  training  of  30  internes  and  twelve 
residents.  University  of  Nebraska  Hopital  ranks 
third  in  the  nation  in  the  list  of  highest  necropsy 
rates,  with  a record  of  93.0  percent  of  postmortem 
examinations. 

CHILDREN’S  HOSPITAL  FUND  IS  STILL 
GROWING 

Voluntary  contributions  for  the  post-war 
Children’s  Memorial  Hospital,  Omaha,  had 
reached  $375,000  by  May  1st.  Plans  for  the 
new  structure  are  being  prepared  by  John 
Latenser  & Sons,  Omaha  Architects,  who  are 
making  a comprehensive  study  of  similar  in- 
stitutions throughout  the  country. 

Dr.  R.  S.  Ivins  has  opened  a small  modern  hos- 
pital in  connection  with  his  new  office  building,  on 
South  Second  Street,  Crawford,  with  a maximum 
capacity  of  12  beds.  It  provides  maternity  and 
surgical  accommodations  which  have  been  lacking 
in  the  town  since  closing  of  the  Boetjer  Hospital, 
some  months  ago. 


Lutheran  Hospital,  Norfolk,  has  experienced  a 
ten  per  cent  increase  in  capacity,  with  the  removal 
of  the  Campbell  Clinic  from  the  institution  into  its 
own  new  home.  Quarters  formerly  occupied  by  the 
Clinic  provide  room  for  seven  additional  beds. 

The  Campbell  Clinic  is  occupying  its  new  fireproof 
building  at  Norfolk  Avenue  and  12th  Street,  on  the 


same  site  as  its  former  home  which  was  destroyed 
by  fire  February  13,  1943. 

Gifts  totaling  $15,000  have  been  contributed 
by  residents  of  Osmond,  Nebraska  and  of  Pierce 
County  toward  remodeling  and  equipment  costs  for 
the  new  St.  Joseph’s  Hospital,  which  will  be  owned 
and  operated  by  the  Sisters  of  St.  Masimir,  of  Chi- 
cago. 

Brewster  Hospital,  of  Holdrege,  has  completed 
the  construction  project  started  late  last  sum- 
mer, whereby  a third  story  has  been  added  to  the 
institution.  The  increased  facilities  provide  ac- 
commodations for  eighteen  additional  patients,  in- 
creasing the  institution’s  bed  capacity  sufficiently 
to  relieve,  for  the  time  being  at  least,  a critical 
shortage  of  hospital  beds  in  Phelps  County,  and 
adjacent  territory. 

Most  ambitious  expansion  program  thus  far  re- 
ported in  Nebraska  is  at  Mary  Lanning  Memorial 
Hospital,  Hastings,  which  has  been  given  approval 
by  the  Federal  Works  Agency  for  construction  of 
two  additional  wings,  providing  53  more  beds. 


UNIFORM  DISMISSAL  HOUR  IN  EFFECT 

Member  institutions  of  the  Omaha  Hos- 
pital Council,  which  started  uniform  visit- 
ing hours  in  February,  adopted  another 
measure,  effective  March  15th,  designed  to 
speed  both  the  departure  of  dismissed  pa- 
tients as  well  as  the  admission  of  new  ones. 
Taking  a leaf  from  the  book  of  hotel  opera- 
tors, the  Omaha  hospitals  inaugurated  a uni- 
form check-out  hour  whereby  discharged  pa- 
tients are  urged  to  surrender  their  beds  by  2 
p.m.  daily. 

This  early  check-out  hour  permits  the  reg- 
ular domestic  force  to  clean  and  prepare  va- 
cated beds  for  incoming  patients,  thus  re- 
lieving nurses  of  this  task,  as  had  been  cus- 
tomary before  adoption  of  the  new  rule. 
Doctors  and  patients  have  cooperated  well  to 
make  the  plan  effective.  Reservations  are 
held  for  incoming  patients  until  5 o’clock, 
after  which  accommodations  are  assigned  to 
the  next  on  the  waiting  list  unless  circum- 
stances justify  holding  of  the  bed  longer  for 
a particular  individual. 

First  effects  of  Federal  grants  of  funds  in  Oma- 
ha, under  the  Lanham  Act  will  be  realized  dur- 
ing May  with  formal  dedication  and  occupancy  of 
three  schools  of  nursing  and  residence  projects  at 
Immanuel,  Bishop  Clarkson  Memorial  and  St.  Cath- 
erine Hospitals.  Total  cost  of  the  three  new  sti'uc- 
tures  is  approximately  $375,000,  toward  which  grants 
amounting  to  $194,000  were  granted  by  the  Federal 
government. 

Residents  of  Cuming  County,  Nebraska  are  re- 
sponding generously  in  the  campaign  currently  being 
conducted  to  raise  funds  for  the  construction  of  a 
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new  fifty  bed  hospital,  to  be  erected  soon  at  West 
Point.  A community  planning  board,  headed  by 
Rev.  Virgil  Walkowiak  as  Chairman,  is  conducting 
the  drive  which  has  as  its  goal  the  raising  of  $185,- 
000  to  construct  and  equip  the  proposed  new  institu- 
tion. Contributions  thus  far  are  slightly  in  excess 
of  $60,000. 


National  Hospital  Day  meant  much  to  residents 
of  Butler  County  when  they  viewed  the  results,  on 
May  12th,  of  an  improvement  program  which  had 
been  under  way  during  the  winter  months  in  one  of 
their  progressive  enterprises,  the  David  City  Hos- 
pital. They  were  proud  of  the  many  changes  which 
have  taken  place  and  the  numerous  new  pieces  of 
equipment  and  furnishings  which  have  been  added 
to  make  their  hospital  one  of  the  oustanding  institu- 
tions of  its  size  in  Nebraska. 


Seeley  Hospital,  at  Minden,  formerly  operated 
by  H.  S.  Andrews,  M.D.,  which  was  closed  last 
summer  because  of  the  lack  of  help,  was  reopened 
during  April  by  the  Sisters  of  the  Resurrection, 
province  of  Chicago,  who  have  leased  the  institution. 


A new  addition  to  the  Lexington  Community  Hos- 
pital was  completed  recently,  bringing  the  total  ca- 
pacity of  the  institution  to  23  beds. 

According  to  press  reports  the  General  Hospital 
at  Valentine  has  started  a campaign  for  an  annex. 
To  meet  present  needs,  according  to  the  reports,  the 
present  capacity  should  be  increased  by  at  least 
50%. 

The  following  item  appeared  in  a recent  issue  of 
the  Lincoln  State  Journal: 

Rep.  A.  L.  Miller  (R.,  Neb.),  has  asked  that  the 
650-bed  army  air  base  hospital  here,  now  standing 
idle,  be  put  to  use  by  the  army,  members  of  the  Al- 
liance city  council  said. 

In  a letter  to  Maj.  Gen.  Norman  T.  Kirk,  army 
surgeon  general,  Miller  called  attention  to  the  criti- 
cal need  for  additional  hospital  beds  to  care  for  re- 
turning veterans. 

“It  does  not  seem  reasonable  that  we  should  be 
spending  large  sums  to  enlarge  other  facilities  which 
would  be  an  exact  duplication  of  the  hospital  at  Al- 
liance,” he  wrote. 

The  council  had  asked  that  the  hospital  here  be 
called  to  the  attention  of  General  Kirk  and  the  vet- 
erans’ administration. 

Miller  said  he  knew  the  hospital  facilities  were 
excellent. 


Continued  Growth  Evidenced  by  Reports  at 
Quarterly  Session  of  Blue  Cross  Directors 

Blue  Cross  Plan  members  received  benefits 
totaling  $45,458.50  during  the  first  quarter  of 
1945,  an  increase  of  111%  over  payments  to  hos- 
pitals for  service  in  the  corresponding  period  of 
1944,  Treasurer  Joseph  O.  Burger  advised  the  quar- 
terly meeting  of  the  Board  of  Directors  of  the  As- 
sociated Hospital  Service  of  Nebraska,  Wednesday 
evening,  April  18,  at  the  Omaha  Athletic  Club. 

The  number  of  members  participating  during  the 


1945  period  under  review  was  1031,  as  compared 
with  559  participants  in  the  first  quarter  of  1944. 
Membership  had  grown  to  44,590  on  April  1,  1945 
and  total  earned  income  for  the  period  was  $68,- 
231.93,  of  which  69.5%  was  expended  for  hospitaliza- 
tion benefits.  Enrollment  of  members  for  the  first 
three  months  of  1945  totaled  4,464  participants, 
compared  with  2,925  during  the  same  period  last 
year.  Membership  on  April  1st  represented  1102 
paying  groups,  of  which  57  had  been  added  since 
January  1st.  Administrative  costs  decreased  four 
per  cent,  to  21.1%,  in  1945,  over  the  corresponding 
quarter  of  1944. 

Eighteen  new  institutions  were  added  as  partici- 
pating hospitals  from  January  1 to  March  31,  1945, 
sending  the  total  number  of  contracting  members  to 
48.  The  goal  for  1945  is  60  participating  hospitals, 
executive  director  J.  H.  Pfeiffer  told  the  board  mem- 
bers. 

Several  “New  High’s”  were  achieved  during 
March,  1945,  Mr.  Pfeiffer’s  report  indicated.  These 
included  Membership,  Members  Served,  Claims  Paid 
and  Cash  Income  and  Reserves.  New  Membership 
of  1,356  in  March  accounted  for  the  addition  of  31 
more  groups.  Claims  paid  to  hospitals  amounted  in 
March  to  $17,052.83,  for  the  care  of  377  members. 
Cash  income  in  March  reached  $26,750.25. 

Total  assets  on  April  1st  were  $92,424.29,  all 
represented  by  cash  or  United  States  war  bonds.  In 
addition,  a special  $10,000  reserve  has  been  set  aside 
for  protection  in  possible  epidemics. 

Liberalization  of  the  Subscriber’s  Contract 
through  the  addition  of  new  benefits  for  mental  and 
tuberculosis  cases  for  limited  periods  of  ten  days 
each,  was  an  achievement  during  the  first  quarter 
of  1945. 

❖ ^ 5^ 

Surgical  Plan  Shows  1,750  Membership,  As 
Interest  Increases 

Reporting  also  on  progress  of  the  enrollment  ac- 
tivities of  Nebraska  Surgical  Plan,  Mr.  Pfeiffer  dis- 
closed a total  of  1,750  participants  on  March  31st, 
with  new  members  being  enrolled  at  the  rate  of  300 
each  month.  The  March  31st  membership  repre- 
sented 62  groups,  of  which  96%  also  were  Blue  Cross 
groups. 

Dr.  Arthur  J.  Offerman,  president  of  Nebraska 
Surgical  Plan,  stated  that  inquiries  are  increas- 
ing steadily  regarding  benefits  being  offered  by 
the  medical  group.  He  further  said  that  the  Board 
of  Directors  is  gratified  at  continued  interest 
of  employees,  notably  several  large  firms  and  in- 
dustries which  are  considering  complete  surgical 
and  hospitalization  coverage  for  their  employees. 
He  bespoke  continued  assistance  of  the  medical  pro- 
fession, and  expressed  appreciation  for  the  splendid 
cooperation  which  Surgical  Plan  leaders  had  re- 
ceived from  Blue  Cross  officers  and  personnel 
in  the  enormous  task  of  launching  the  professional 
service  project. 

Dr.  Offerman  advised  that  the  experience  of  the 
Surgical  Plan,  in  its  limited  activities  in  Omaha 
during  its  first  six  months  of  life,  will  be  laid  be- 
fore the  House  of  Delegates  of  Nebraska  State  Med- 
ical Association,  May  8th  in  Lincoln,  with  the  hope 
that  the  plan  may  be  recommended  for  adoption 
soon,  on  a state  wide  basis. 
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Penicillin  Drops  As  Control  Ends 

With  the  relinquishment  of  Penicillin  distribution 
control  on  March  15th  by  the  government,  prices  im- 
mediately went  into  a tailspin  as  suppliers  made  a 
strong  bid  for  institutional  sales.  Prior  to  March 
15,  hospitals  were  billed  at  prices  ranging  upward 
from  $2.40  per  vial  of  100,000  units.  Contracts, 
quickly  drawn,  were  as  promptly  withdrawn  when 
suppliers  stabilized  prices,  first  at  $1.92  and,  later, 
at  lower  figures  until  they  reached  $1.20,  as  of  May 
1st,  at  which  Penicillin  now  is  being  offered  gen- 
erally without  contract. 


THE  AMERICAN  REI)  CROSS 

Home  Nursing  And  The  Busy  Doctor 

Your  patient  who  sits  overtime  in  your  reception 
room  or  who  waits  through  long  anxious  hours  for 
your  call  to  see  the  youngest  child  has  really  made 
very  few  complaints.  The  demands  upon  the  time 
of  the  doctor,  the  nurse  and  the  hospital  are  by  now 
well  known.  Nevertheless,  human  nature  changes 
little  and  there  are  times  when,  in  spite  of  judgment 
and  understanding,  there  is  a feeling  of  frustration, 
of  utter  helplessness.  Imagination  runs  rife,  fear 
overshadows  reason.  Both  the  patient  and  the  physi- 
cian are  unhappy  and  relations  are  strained.  But 
what  is  there  to  do  ? 

The  American  Red  Cross  is  trying  very  hard  to 
do  something — something  practical,  tangible  and 
sound.  Free  courses  in  “Home  Nursing”  are  being 
organized  throughout  urban  and  rural  America.  The 
wives,  sisters,  mothers,  and  often  the  fathers  are 
attending.  More  than  one  and  a quarter  million 
certificates  have  been  given.  The  principal  idea  be- 
hind the  Home  Nursing  Course  is  to  assist  in  spar- 
ing the  physician,  the  nurse,  and  the  hospital  in 
these  times  by  preparing  someone  in  the  home  to 
handle  simple  illnesses  as  well  as  by  providing 
worthwhile  training  for  the  homemaker  which  will 
reflect  itself  in  better  family  health  and  better  un- 
derstanding of  community  and  public  health  meas- 
ures. Many  other  benefits  to  all  concerned  accrue 
incidentally. 

Physicians  in  certain  areas  have  already  felt  the 
ef  ects  of  this  program  and  have  endorsed  it  heart- 
ily. Others  are  as  yet  not  acquainted  with  its  con- 
tent. 

The  origin  of  the  Home  Nursing  Course  was  in 
the  year  1908  when  Mabel  Boardman,  a charter 
member  of  the  American  Red  Cross  Central  Com- 
mittee, arranged  for  a series  of  talks  to  women 
about  “Hygiene  of  the  Sickroom,  Dietetics,  Tubercu- 
losis, Contagious  Diseases,  Mother  and  Baby  Care, 
and  Medical  and  Surgical  Emergencies.”  With  World 
War  I,  the  courses  gained  in  popularity  only  to  drop 
into  a state  of  limited  activity  soon  after  the  war’s 
close.  The  Home  Nursing  Course  had  come  into 
definite  being,  however,  and  with  Pearl  Harbor,  in- 
terest again  increased  and  is  rapidly  soaring  at  the 
present  time. 

Two  types  of  courses  are  offered  currently  to 
adults:  the  standard  course  requiring  a minimum  of 
twenty-four  hours  and  a new  streamlined  course 
titled  “Six  Lessons  in  the  care  of  the  Sick”  requir- 
ing twelve  hours.  The  short  course  has  been  de- 
signed for  very  busy,  hard-to-reach  adult  groups 


and  covers  only  the  basic  procedures  in  Home  Nurs- 
ing. 

Much  care  has  been  given  to  the  material  which 
has  gone  into  this  program.  The  student  is  spe- 
cifically told  that  these  classes  do  not  make  of  her 
a nurse  nor  is  she  being  taught  to  supplant  the  doc- 
tor. She  is  taught  such  specific  things  as  these: 

How  to  recognize  the  most  common  signs  of  ill- 
ness. 

What  information  to  give  the  doctor  when  he  is 
called. 

How  to  carry  out  the  various  procedures  which  he 
may  recommend. 

How  to  take  a temperature  and  to  read  a ther- 
mometer. 

How  to  give  an  enema. 

How  to  bathe  and  handle  a bedfast  patient  with 
least  disturbance  and  effort. 

Bedmaking. 

Methods  of  keeping  proper  records  for  the  doc- 
tor’s information. 

Methods  of  disposal  of  excreta  and  handling  of 
contagious  diseases  within  the  home  when  necessary. 

Preparation  of  proper  diets  for  the  patient. 

Understanding  of  public  health  problems. 

It  will  be  seen  from  this  abbreviated  list  of  sub- 
jects that  besides  saving  the  time  of  the  doctor  and 
nurse,  this  training  gives  a calming  confidence  to  the 
mother  or  wife.  It  stimulates  an  appreciation  for, 
and  an  interest  in  medical  and  community  health 
matters.  It  creates  a health  consciousness  in  the 
family,  a better  understanding  of  the  mutual  prob- 
lems of  the  doctor,  the  patient  and  the  nurse.  There 
is  no  glamour,  no  uniform,  no  public  recognition; 
only  the  certificate  and  the  calm  self-satisfaction  of 
knowing  better  how  to  help  loved  ones  through  more 
intelligent  cooperation  with  the  doctor. 

In  some  Home  Nursing  classes,  public  health  of- 
ficers have  presented  their  programs;  in  others,  in- 
struction in  tuberculosis  has  been  presented  by  the 
local  Tuberculosis  Association.  Other  available  but 
carefully  selected  material  is  presented  at  times, 
including  moving  picture  films  on  nutrition  or  tu- 
berculosis control.  The  goal  is  to  reach  at  least  one 
person  in  every  household  in  America.  Someone  has 
suggested  the  slogan,  “Every  Home  a Health  Cen- 
ter.” The  advice  of  the  family  physician  will,  no 
doubt,  often  be  sought  before  enrollment.  With  this 
thought  in  mind,  this  brief  description  of  the  pur- 
pose, the  nature  and  the  scope  of  these  classes  has 
been  given. 

The  American  Red  Cross  is  trying  to  give  the 
homemakers  of  America  something  which  will  be 
permanently  helpful,  practical  and  ethical;  to  as- 
sist and  to  save  time  for  the  doctor  and  the  nurse; 
to  promote  personal  health  consciousness  as  well  as 
a respect  for  public  health  measures;  and  not  the 
least  important,  to  substitute  a feeling  of  calm  and 
confidence  for  the  helplessness  and  frustration  so 
frequently  experienced  when  the  worried  patient 
suddenly  is  faced  with  the  conditions  of  these  times. 
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FROM  THE  OFFICE  OF  THE  SURGEON 
GENERAL 

EDUCATIONAL  OPPORTUNITIES  FOR 
ARMY  DOCTORS 

Since  the  start  of  World  War  II,  over  6,000 
selected  medical  officers  have  been  gradu- 
ated from  short  but  intensive  courses  given 
by  the  Medical  Department  in  some  thirty 
critical  medical  and  surgical  specialties,  ac- 
cording to  Major  General  George  F.  Lull, 
Deputy  Surgeon  General.  In  addition,  re- 
fresher courses  in  general  medicine  and  sur- 
gery provide  medical  officers  with  a chance 
to  “brush  up”  before  returning  to  profes- 
sional assignments  after  other  duty. 

Many  doctors  also  benefit  while  in  service 
from  working  under  key  professional  per- 
sonnel in  military  hospitals.  Other  medical 
officers  who  have  been  on  duty  with  combat 
troops  in  the  field  are  given  an  opportunity 
to  brush  up  on  their  specialty  through  the 
rotation  policy. 

General  Lull  reported  that  350  doctors 
have  been  reassigned  from  field  to  hospital 
duty  during  the  past  year  in  the  Mediter- 
ranean Theater  and  “the  merit  of  intra- 
theater rotational  plans  has  been  pointed  out 
to  other  theaters,  and  is  being  encouraged 
in  order  that  the  maximum  number  of  doc- 
tors might  receive  refresher  training  while 
they  are  still  in  military  service.” 

Naturally,  professional  training  of  medical 
corps  officers  during  military  service  must 
be  restricted  to  meet  military  rather  than 
civilian  requirements.  However,  General 
Lull  said,  the  Surgeon  General  is  keenly  in- 
terested in  the  welfare  of  these  doctors  and 
will  provide  “insofar  as  is  possible”  oppor- 
tunities for  professional  training. 

In  the  post  war  period,  he  added,  all  doc- 
tors will  be  entitled  to  professional  training, 
after  their  release  from  service,  under  the 
G.  I.  Bill  of  Rights,  and  those  who  remain  in 
the  army  will  have  the  opportunity  for  re- 
fresher training  at  selected  military  hospitals 
and  civilian  schools. 

NEW  TYPE  AMBULANCE 

An  improved  ambulance,  which  will  carry  twelve 
instead  of  four  litter  cases  in  greater  comfort,  has 
been  developed  at  the  request  of  the  Surgeon  Gen- 
eral by  the  Ordnance  Department  in  collaboration 
with  the  Army  Medical  Department.  By  May  31 
twenty-five  of  these  new  ambulances  will  be  carry- 
ing casualties  from  ships  and  planes  to  Army  Hos- 
pitals. 


The  new  ambulance  has  an  aluminum  body  with 
a front  wheel  drive  which  allows  the  bed  of  the 
truck  to  be  placed  lower,  making  it  easier  to  move 
patients  in  and  out.  It  is  smoother  riding  than  the 
old  type  and  provides  such  refinements  as  a heater 
for  use  in  cold  weather,  roof  ventilating  fans  to 
keep  the  air  fresh,  window  shades  to  provide  privacy 
in  traffic  and  individual  electric  lights  over  each 
litter.  There  are  ample  compartments  for  bedding 
and  utensils.  A comfortable  seat  is  provided  the 
attendant  next  to  the  driver.  Both  sit  enclosed  with 
the  patients. 

FAVORABLE  REPORTS  ON  TRENCH  FOOT 

Reports  from  the  Army  general  hospitals  at 
Camp  Butner,  N.  C.,  and  Camp  Carson,  Colo.r  which 
are  trench  foot  treatment  centers,  indicate  that  the 
cases  now  under  treatment  are  for  the  most  part 
mild.  Lieutenant  Colonel  Roy  H.  Turner,  MC,  Act- 
ing Director,  Medical  Consultants  Division,  Office 
of  the  Surgeon  General,  who  recently  returned  from 
an  inspection  trip,  stated  that,  with  the  exception  of 
a very  small  percentage  of  cases,  evidence  of  injury 
to  the  feet  is  slight  and  recovery  is  both  rapid 
and  exceedingly  satisfactory. 

The  mildness  of  trench  foot  cases  now  being  hos- 
pitalized is  largely  due,  in  the  opinon  of  Colonel 
Turner,  to  the  Army’s  intensified  education  of  troops 
concerning  trench  foot  which  has  resulted  in  the 
prompt  reporting  of  cases,  early  diagnosis,  and  im- 
mediate treatment. 


OF  GENERAL  INTEREST 

47%  OF  MEDICAL  OFFICERS  PLAN  HOME 
TOWN  PRACTICE  AFTER  WAR 

Forty-seven  per  cent,  or  9,649  medical  officers, 
indicated  that  they  wished  to  return  to  practice  in 
their  former  communities  after  the  war,  Lieut.  Col. 
Harold  C.  Lueth,  Medical  Corps,  Army  of  the  United 
States,  reports  in  the  April  21  issue  of  The  Journal 
of  the  American  Medical  Association  in  the  presen- 
tation of  an  analysis  of  answers  to  questionnaires 
sent  to  21,029  medical  officers  in  the  armed  forces. 
More  than  21  per  cent,  or  4,310  medical  officers, 
signified  that  they  did  not  intend  to  reengage  in 
practice  in  their  former  communities. 

These  findings,  Colonel  Lueth  points  out,  are 
important  because  of  the  concern  which  has  been 
expressed  about  the  number  of  men  who  will  seek 
licenses  to  practice  medicine  after  the  war.  The 
study  was  made  by  the  Committee  on  Postwar  Medi- 
cal Service  of  the  American  Medical  Association  in 
cooperation  with  the  Surgeons  General  of  the  Army, 
Navy  and  the  U.  S.  Public  Health  Service  and  Veter- 
ans Administration,  and  provides  information  con- 
cerning problems  that  probably  will  face  the  various 
state  licensing  boards  in  the  future. 

The  21,029  questionnaires  studied  represent  about 
35  per  cent  of  all  medical  officers  on  duty.  These 
were  divided  into  six  groups  on  the  basis  of  date 
of  graduation  from  medical  school.  There  were 
about  an  equal  number  of  men  who  came  under  the 
first  five  groups,  but  group  6,  those  who  had  gradu- 
ated before  1920,  formed  a very  small  number.  “A 
comparison  of  the  number  of  returned  questionnaires 
with  the  actual  number  of  medical  officers  on  duty 
with  the  different  branches  of  the  armed  forces,” 
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the  author  says,  “indicated  that  the  present  study 
was  a representative  sample  of  the  group  . . 

An  analysis  was  made  of  the  medical  officers  as 
to  licensure  by  graduation  groups  and  by  length  of 
service  in  the  armed  forces.  Ninety-two  per  cent 
of  all  officers,  or  19,391,  had  licenses  to  practice 
medicine,  and  1,590  did  not  possess  a license  to 
practice.  Only  48  men  failed  to  answer  this  part 
of  the  questionnaires.  There  were  331  graduated 
between  1938-1940  who  did  not  have  a license,  or 
21  per  cent  of  all  the  unlicensed  medical  officers 
studied.  Most  of  this  group  had  served  for  some 
time;  85  per  cent  had  been  in  service  for  two  or 
more  years. 

Colonel  Lueth  explains  that  “nearly  all  the  men  in 
this  group  left  internships  and  residencies  and  wrent 
directly  to  the  armed  services.  It  is  believed  that 
many  of  the  men  in  this  group  will  seek  a license 
to  practice  medicine  soon  after  release  from  military 
service  so  as  to  enable  them  to  engage  in  civilian 
medical  practice.  It  should  be  mentioned  that  a cer- 
tain number  of  men  without  licenses  will  probably 
remain  in  governmental  service;  consequently  they 
will  not  need  licenses  to  practice.  Also  there  were 
a small  number  of  officers  of  the  regular  Medical 
Corps  in  these  groups,  who  very  likely  will  not 
:seek  licenses  in  the  future.  . . .” 

There  were  only  69  medical  officers  who  had 
graduated  prior  to  1937  that  did  not  have  licenses. 
'“It  was  quite  likely,”  he  states,  “that  a majority  of 
them  were  formerly  engaged  in  some  type  of  work 
that  did  not  require  a license  to  practice  medicine, 
such  as  teaching,  research,  hospital  administration 
and  public  health.  They  should  not  offer  any  serious 
problem  as  to  licensure  in  the  future.  . . . 

“The  size  of  community  of  former  medical  prac- 
tice of  medical  officers  was  studied.  A little  more 
than  half  the  men  (12,508)  indicated  the  size  of 
community  in  which  they  were  engaged  in  practice 
before  they  entered  military  service.  The  remainder 
did  not  answer  the  question  or  were  not  in  practice. 
Most  of  the  men  came  from  large  cities.  There 
were  4,943,  or  39  per  cent,  of  those  who  mentioned 
the  size  of  community  of  previous  practice  who 
came  from  cities  of  more  than  250,000  population. 
About  32  per  cent,  or  4,026  medical  officers,  came 
from  cities  of  25,000  to  250,000,  and  about  23  per 
cent,  or  2,836  medical  officers,  came  from  com- 
munities of  2,500  to  25,000  population.  Less  than 
6 per  cent,  or  703  medical  officers,  came  from  com- 
munities of  less  than  2,500  population.  . . .” 

It  appears  that  the  ratio  of  medical  officers  that 
came  from  a given  sized  city  to  the  total  number  of 
officers  in  the  graduation  group  was  about  the  same 
for  all  graduation  groups.  Smaller  communities 
seemed,  however,  to  have  attracted  a few  more 
younger  graduates  and  larger  cities  a few  more 
older  graduates. 

Less  than  half  of  the  4,310  medical  officers  who 
signified  that  they  did  not  intend  to  reengage  in 
practice  in  their  former  communities  gave  a definite 
locality  in  which  they  would  like  to  practice  after 
the  war.  The  rest  merely  left  the  question  as  to 
location  of  practice  unanswered. 

In  analyzing  these  figures,  Colonel  Lueth  says, 
'“The  large  number  of  medical  officers  who  indicated 
That  they  would  establish  a civilian  practice  of 


medicine  in  a community  other  than  the  one  they  left 
to  enter  military  service  may  at  first  seem  startling. 
It  should  be  remembered,  however,  that  under  nor- 
mal conditions  there  are  a certain  number  of  civilian 
physicians  who  move  from  one  community  to  an- 
other .... 

“There  were  8,379  medical  officers  who  gave  no 
answer  as  to  where  they  would  like  to  practice. 
More  than  four  fifths  of  them  were  graduates  of 
groups  1 and  2 (graduated  between  1938-1943)  and 
consequently  had  probably  never  had  an  established 
practice  of  medicine.” 


AMA  JOURNAL  CALLS  FOR  AN  INQUIRY  OF 
MEDICAL  CARE  FOR  VETERANS 

In  view  of  the  continuous  flow  of  charges  that 
medical  care  in  the  Veterans  Administration  is  on  a 
standard  far  lower  than  that  prevailing  in  ordinary 
practice  in  the  United  States,  The  Journal  of  the 
American  Medical  Association  for  March  31  says 
that  “Perhaps  the  time  is  ripe  for  a really  au- 
thoritative, independent  investigation  of  the  admin- 
istration of  medical  service  to  veterans,  made  by  a 
committee  responsible  directly  to  the  executive  of- 
fice of  the  president.”  In  its  editorial,  The  Journal 
says: 

“The  Subcommittee  on  Wartime  Health  and  Edu- 
cation of  the  Committee  on  Education  and  Labor  of 
the  United  States  Senate  has  issued  a report  on  the 
health  needs  of  veterans  . . . Medical  care  for  veter- 
ans would  involve  some  13,000,000  people,  and,  if 
their  families  are  included,  as  many  as  40,000,000. 
The  senate  committee  has  felt  that  the  whole  pro- 
gram of  educational,  employment  and  monetary 
benefits  for  veterans  should  be  reexamined  in  the 
light  of  the  accumulated  experience.  The  sub- 
committee, of  which  Senator  Claude  Pepper  is 
chairman,  proposes  to  examine  both  the  quality  of 
medical  service  given  in  Veterans  Administration 
facilities  and  the  ability  of  the  administration  to 
discharge  the  heavy  duties  which  will  be  placed  on 
it.  The,  committee  points  out  that  criticisms  of  the 
quality  of  service  given  by  the  Veterans  Administra- 
tion have  been  made  by  organizations  and  individu- 
als who  speak  authoritatively.  It  is  emphasized 
that  the  personnel  classifications  and  salaries  for 
physicians,  nurses  and  social  workers  are  not  suffi- 
ciently high  to  attract  the  best  practitioners  and 
workers.  The  hospitals  of  the  Veterans  Administra- 
tion are  likely  to  be  isolated  geographically  and 
medically.  Although  the  administrator  has  full  au- 
thority and  adequate  funds  to  avail  himself  of  the 
very  highest  quality  of  consultation  and  part  time 
services  of  leading  physicians,  the  utilization  has 
been  minimal. 

“During  the  last  few  months  storm  clouds  have 
gathered  over  the  Veterans  Administration;  the 
rumblings  of  thunder  point  toward  a possible  stroke 
of  lightning  aimed  toward  medical  care  specifically 
in  the  Veterans  Administration.  A continuous  flow 
of  charges  comes  from  a variety  of  investigators, 
commentators,  periodicals  and  publications  whose 
observations  have  led  them  to  believe  that  medical 
care  in  the  Veterans  Administration  is  on  a standard 
far  lower  than  that  prevailing  in  ordinary  practice 
in  the  United  States.  The  deteriorated  service  seems 
especially  poor  when  contrasted  with  the  high  quali- 
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ty  of  medical  care  rendered  to  those  in  the  armed 
forces. 

“Many  theories  have  been  offered  as  to  just  why 
medical  care  of  the  veterans  should  reach  a low 
state.  The  majority  opinion  seems  to  tend  toward 
the  concept  that  the  nature  of  the  system  whereby 
the  medical  staff  is  chosen  and  whereby  its  admin- 
istration is  developed,  and  the  conditions  under  which 
the  medical  staff  serves,  are  the  factors  chiefly  re- 
sponsible. The  charge  has  been  made  that  the 
chief  administrator  of  the  Veterans  Administration 
has  little  sympathy  with  a high  quality  of  medical 
service.  A series  of  articles  by  Albert  Deutsch 
in  PM,  following  a personal  investigation  made  by 
him,  apparently  served  to  arouse  many  legislators 
to  demand  an  investigation.  A recent  contribution 
by  Albert  Maisel  in  the  Cosmopolitan  magazine  for 
March  focused  attention  particularly  on  a compari- 
son between  methods  and  results  in  the  care  of  the 
tuberculous  in  the  Veterans  Administration  as  com- 
pared with  Army  and  volunteer  institutions,  and 
very  much  indeed  to  the  discredit  of  care  of  the 
veteran.  Another  article  called  attention  to  the  low 
quality  of  rehabilitation  available  for  men  with 
surgical  disabilities. 

“Recently  a special  committee  appointed  by  the 
Division  of  Medical  Sciences  of  the  National  Re- 
search Council  submitted  a Report  of  a Survey 
of  Medical  Records  Created  by  the  Federal  Govern- 
ment, in  which  one  section  is  devoted  to  the  Vet- 
erans Administration.  Here  it  is  revealed  that  the 
Veterans  Administration  has  developed  a depository 
for  x-ray  films  in  which  there  are  now  twenty-two 
million  x-rays  on  hand,  most  of  which  are  on  4 by  10- 
inch  or  14  by  17-inch  acetate  film.  There  are  44 
men  working  an  eight  hour  day  shift  and  17  men 
working  a four  hour  night  shift  engaged  in  filing 
these  x-ray  films,  and  there  is  a backlog  of  an 
estimated  six  million  films  awaiting  filing,  with 
five  hundred  thousand  additional  x-ray  films  re- 
ceived each  month.  It  is  impossible  even  to  fore- 
cast the  eventual  total  volume  of  such  x-rays  likely 
to  result  from  the  current  war.  Physicians  every- 
where are  convinced  that  the  records  of  the  Veterans 
Administration  offer  great  opportunity  for  re- 
search which  would  lead  to  the  advancement  of  our 
knowledge  of  disease  and  thus  redound  to  the  credit 
of  the  Veterans  Administration.  Unfortunately, 
the  valuable  research  emanating  from  the  Veterans 
Administration  is  scanty.  There  does  not  seem, 
moreover,  to  be  any  real  uniformity  pointing  toward 
a high  standard  of  clinical  records  in  most  veterans’ 
hospitals. 

“As  will  be  observed  in  this  issue  of  The  Journal, 
veterans’  hospitals  are  not  accredited  as  institutions 
suitable  to  the  training  of  interns  by  the  standards 
of  the  Council  on  Medical  Education  and  Hospitals. 
The  proper  development  of  the  hospitals  for  veter- 
ans would  lead,  no  doubt,  in  the  future  toward  the 
utilization  of  veterans’  hospitals  for  this  purpose; 
this  in  itself  would  tend  to  raise  greatly  the  stand- 
ard of  medical  care.” 

IMPAIRED  WORKERS  MATCH  SKILL  OF 
ABLE  BODIED 

Physically  impaired  workers  produce  as  much  as, 
or  possibly  a little  more  than,  able  bodied  workers, 
and  they  are  dependable,  regular  in  attendance  and 


careful  in  observance  of  safety  regulations,  Verne 
K.  Harvey,  M.D.,  Medical  Director,  U.  S.  Civil 
Service  Commission,  and  E.  Parker  Luongo,  M.D., 
Assistant  Medical  Director,  U.  S.  Civil  Service  Com- 
mission, Washington,  D.  C.,  report  in  The  Journal 
of  the  American  Medical  Association  for  April  14. 

Their  findings  are  based  on  a comparative  study 
of  2,858  physically  impaired  workers  and  5,523  able 
bodied  workers  employed  in  forty-three  establish- 
ments of  the  War  and  Navy  Departments,  situated 
in  various  parts  of  the  country,  conducted  by  the 
Medical  Division  of  the  United  States  Civil  Service 
Commission.  The  two  physicians  point  out  that  the 
study  was  made  in  an  attempt  to  prepare  for  what 
they  term  “the  greatest  problem  of  rehabilitation” 
in  the  nation’s  history.  They  believe  that  their  find- 
ings will  contribute  to  the  solution  of  problems  af- 
fecting many  thousands  of  physically  impaired 
civilians  and  war  veterans  seeking  employment. 


DEWEY’S  VETO  OF  TWO  BILLS  UPHOLDS 
STANDARDS  OF  MEDICAL  EDUCATION 

Stating  that  word  has  just  been  received  that 
Governor  Dewey  has  vetoed  the  two  bills  passed  by 
the  New  York  legislature  permitting  the  granting 
of  a medical  license  to  graduates  of  any  medical 
school  in  the  United  States,  The  Journal  of  the 
American  Medical  Association  for  April  28  says  that 
“New  York  State  and  its  governor  merit  congratu- 
lations. Again  the  standards  of  medical  education 
and  medical  care  have  been  saved  by  the  courage 
and  wisdom  of  a governor,  after  a legislature  failed 
to  recognize  its  obligation  to  the  people.” 


CONTROL  OF  RABIES  IN  DOGS 

Rabies  in  dogs  can  be  controlled  by  quarantine 
and  by  immunization  against  the  disease  through 
a single  injection  of  the  vaccine,  The  Journal  of  the 
American  Medical  Association  for  April  28  reports. 
The  Journal  says  that  experiments  now  have  estab- 
lished that  the  single  injection  of  an  antirabic  vac- 
cine produces  a high  degree  of  immunity  in  the 
dog. 

“An  effective  program  to  control  canine  rabies,” 
The  Journal  states,  “must  include  quarantine  to 
prevent  the  spread  of  the  virus  by  stray  dogs  and 
dog  traffic.  There  seems  to  be  no  question  that 
canine  rabies  can  be  controlled  by  means  of  quaran- 
tine and  vaccination.  . . 


“EYE  BANK”  ELECTS  OFFICERS 

Formation  of  The  Eye  Bank  for  Sight  Restora- 
tion, Inc.,  which  will  collect  and  preserve  healthy 
corneal  tissue  from  human  eyes  for  transplanting 
to  blind  persons  who  have  lost  their  sight  because 
of  corneal  defects,  was  announced  in  New  York  City 
recently.  The  organization,  national  in  scope,  has 
been  incorporated  under  the  laws  of  New  York  State 
and  22  leading  hospitals  in  New  York  City  are  now 
affiliated  with  it;  in  addition,  20  outstanding  oph- 
thalmologists throughout  the  country  will  serve  in 
an  advisory  capacity.  Headquarters  are  at  210 
East  64th  Street,  New  York  City. 

Between  10,000  and  15,000  blind  persons  with 
corneal  defects,  in  the  United  States,  may  have  an. 


Volume  30 
Number  6 


OF  GENERAL  INTEREST 


221 


opportunity  to  see  again  through  the  activities  of 
The  Eye  Bank.  The  operation  substituting  a healthy 
cornea  for  a damaged  one  can  restore  sight  in  only 
one  type  of  blindness — that  caused  solely  by  opacity 
of  the  cornea  when  the  rest  of  the  eye  and  optic 
nerve  are  normal. 

The  purpose  of  The  Eye  Bank  it  was  explained, 
is  to  make  available  a supply  of  fresh  or  preserved 
corneal  tissue  wherever  and  whenever  needed  by 
hospitals  and  surgeons  who  are  qualified  to  perform 
the  corneal  graft  operation.  We  also  plan  to  extend, 
through  scholarships  and  fellowships,  the  knowledge 
and  skill  required  to  perform  this  delicate  operation. 

One  of  the  most  important  objectives  will  be  to 
discover  a method  for  preservation  of  the  corneal 
tissue  over  a longer  period  of  time  than  is  now 
possible.  At  the  present  time,  the  corneal  tissue 
taken  from  a living  or  dead  person  may  be  stored 
for  only  three  days  before  it  is  transplanted.  Cor- 
neas obtained  from  a dead  person  must  be  removed 
within  a few  hours  after  death.  In  New  York 
State,  however,  it  is  necessary  to  have  the  legal 
consent  of  the  next  of  kin  for  a post-mortem  re- 
moval of  an  eye,  even  though  the  deceased  left  writ- 
ten instructions  for  the  use  of  his  eyes  in  this  way. 

Physicians  who  are  participating,  in  an  advisory  capacity, 
are:  Lt.  Col.  M.  Elliott  Randolph,  Valley  Forge,  Pa.  : Harry 
S.  Gradle,  Chicago,  111.  ; Alan  C.  Woods,  Baltimore,  Md.  : 
Theodore  L.  Terry,  Boston,  Mass.  ; William  L.  Benedict,  Ro- 
chester, Minn.  ; Lawrence  T.  Post,  St.  Louis,  Mo.  ; Col.  Derrick 
Vail,  Cincinnati,  Ohio  ; Dohrmann  K.  Pischel.  San  Francisco, 
Calif.  : Edmund  Spaeth,  Philadelphia,  Pa.  : Cecil  S.  O’Brien, 
Iowa  City,  la.  ; Purman  Dorman,  Seattle,  Wash.  ; R.  Townley 
Paton,  David  H.  Webster,  Herbert  B.  Wilcox,  John  M.  Mc- 
Lean, John  H.  Dunnington,  E.  Clifford  Place,  Daniel  B. 
Kirby,  Conrad  Berens,  Ernest  L.  Stebbins,  all  of  New  York 
City. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  brought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise 
of  ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever 6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 


ANTIVIVISECTION  OBSTRUCTS  SCIENCE 

The  unsound  sentimentalism  created  by  the  deci- 
sion of  the  parents  of  a 21  month  old  daughter, 
killed  by  the  family’s  bull  terrior,  to  have  the  ani- 
mal killed  “serves  to  reemphasize  the  difficulties 
faced  by  physicians  and  scientists  in  attempting  to 
carry  out  their  service  to  mankind  by  experiments 


on  animals,”  The  Journal  of  the  American  Medical 
Association  declared  in  a recent  issue. 

The  total  lack  of  consideration  and  the  crass  in- 
difference toward  the  grief  and  bereavement  of  the 
parents  that  was  shown  by  the  busybodies  who  de- 
luged the  parents  with  protests  when  it  was  decided 
to  have  the  dog  killed,  The  Journal  says,  “is  almost 
unbelievable;  yet  these  are  the  stuff  of  which  anti- 
vivisectionists  is  made.  To  them  the  life  of  a dog 
is  more  important  than  the  life  of  a child.  Their 
warped  mentalities  conceive  that  this  dog  should  be 
saved  and  pampered,  perhaps  to  kill  another  child, 
certainly  to  be  a constant  care,  expense  and  poten- 
tial menace.  The  same  muddled  thinking  would 
deny  the  use  of  animals  to  scientists  in  the  labora- 
tory, preferring  that  rats,  mice,  guinea  pigs  and 
frogs  should  live  even  if  the  lives  of  human  beings 
must  be  lost  in  consequence.  . . .” 

MIXING  DRINKS  AND  INTOXICATION 

Despite  the  general  belief  that  there  is  a greater 
tendency  toward  drunkenness  if  alcoholic  beverages 
are  mixed  successively,  it  is  reported  in  The  Journal 
of  the  American  Medical  Association  for  April  7, 
it  is  probable  that  the  differences  are  really  quite 
small  and  that  an  equal  amount  of  alcohol,  taken  in 
the  same  total  volume  of  liquid,  would  produce  prac- 
tically equivalent  effects.  The  Journal  says  in  an- 
swer to  a query: 

“The  concentration  of  alcohol  in  the  blood  and 
brain  is  determined  chiefly  by  the  amount  of  alcohol 
consumed.  However,  the  rate  of  absorption  also 
affects  the  concentration  reached,  since  if  it  is  slow 
some  of  the  alcohol  may  be  destroyed  or  excreted 
before  the  peak  is  reached.  Absorption  may  be  de- 
layed by  dilution  or  by  delay  in  emptying  the 
stomach,  since  more  rapid  absorption  occurs  below 
the  pylorus.  The  greater  intoxicating  effect  of 
liquor  taken  on  an  empty  stomach  than  that  taken 
after  a meal  has  been  often  remarked.  Water  or 
foodstuffs  taken  with  liquor  may  be  expected,  ac- 
cordingly, to  lessen  the  intoxicating  effect.  Excite- 
ment or  activity  may  also  slow  absorption  of  alcohol. 
Factors  'accelerating  gastric  emptying  increase  the 
effect  of  alcoholic  beverages.  Individual  suscepti- 
bilities may  depend  on  the  previous  experiences  and 
associations  of  .the  drinkers. 

“Many  experienced  drinkers  claim  that  mixing 
drinks  accelerates  their  absorption  and  the  rapidity 
of  onset  and  depth  of  intoxication.  It  has  also  been 
reported  that  mixing  drinks  hastens  the  onset  of 
nausea,  vomiting  and  the  unpleasant  after-effects 
following  a drinking  bout.  It  is  possible  that  the 
olfactory  and  gustatory  effect  of  mixed  drinks  may 
be  to  accelerate  gastric  emptying  and  hence  absorp- 
tion. Also  the  addition  of  water  to  single  drinks 
may  result  in  diluting  the  alcohol  to  a greater  ex- 
tent than  the  dilution  produced  by  mixing  several 
beverages  each  of  which  contains  considerable  al- 
cohol. The  mixed  drink  may  not  only  represent  a 
higher  alcohol  content  than  the  single  beverage, 
then,  but  the  drinker,  ignoring  this  fact,  may  con- 
sequently drink  more  when  he  mixes  his  drinks, 
without  realizing  the  fact.  . . .” 

BUY  U.  S.  WAR  BONDS  AND 
★ ★ ★ STAMPS  ★ ★ ★ 
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WOMAN'S  AUXILIARY 


President — Mrs.  Herbert  H.  Davis 

112  So.  Elmwood  Road,  Omaha,  Nebr. 

President-elect — Mrs.  Howard  Royer 

Grand  Island,  Nebr. 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  W.  B.  Moody 

533  So.  53rd  St.,  Omaha,  Nebr. 


First  Vice-President — Mrs.  D.  B.  Wengert  Treasurer — Mrs.  J.  G.  Woodin 

Fremont.  Nebr.  Grand  Island,  Nebr. 

Historian — Mrs.  Floyd  Rogers 

3015  Stratford,  Lincoln,  Nebr. 

THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Underwood 
Ave.,  Omaha,  State  Chairman  for  the  Bulletin. 


REPORT  OF  THE  NEBRASKA  STATE 
AUXILIARY 

Editorial:  The  State  Journal  has  been 

the  mouthpiece  for  the  Auxiliary  this  year. 
On  the  page  allotted  to  the  Auxiliary  ap- 
peared records  of  its  activities,  reports  of  the 
Chairmen  of  Standing  Committees,  excerpts 
from  the  Bulletin,  and  messages  from  the 
State  President. 

Hygeia:  Sales  have  been  slow. 

Bulletin:  Subscriptions  were  tripled  this 

year. 

Legislation:  No  action  was  required  of 

the  Auxiliary  at  the  State  Unicameral  hear- 
ings on  medical  bills.  Copies  of  “The  Wag- 
ner-Murray-Dingel  Bill,”  “Old  Doc  Politics 
Is  Back  Again,”  etc.,  were  sent  to  all  Aux- 
iliaries and  through  them  have  been  used  by 
lay  groups. 

Organization : No  new  Auxiliaries  have 

been  formed  this  year,  but  the  five  that  were 
in  existence  at  the  beginning  of  the  year 
have  shown  an  increase  in  membership  of 
twenty-five  per  cent. 

Program,  Public  Relations,  and  War  Serv- 
ice: (As  these  departments  overlap  in  many 

ways,  they  shall  be  reported  together).  A 
sincere  effort  has  been  made  to  build  the  Ne- 
braska program  along  the  lines  suggested 
by  National.  One  county  has  taken  over  the 
complete  social  activity  of  the  U.  S.  Cadet 
Nurses  Corps  in  its  locality;  another  Aux- 
iliary has  concentrated  its  activities  to  Red 
Cross  Blood  Banks  and  Canteens;  another 


staffed  a bond  booth  in  the  local  Medical 
Arts  Building  during  the  Sixth  War  Bond 
Drive,  and  several  have  taken  part  in  Hos- 
pital Service.  All  have  participated  in  Can- 
cer Week  and  have  had  programs  on  Juv- 
enile Delinquency.  Publicity  has  been  given 
throughout  the  State  to  the  radio  programs 
put  on  the  by  the  A.M.A.  and  to  the  health 
programs  available  to  lay  organizations.  This 
in  no  way  represents  the  hours  given  by 
individual  members  of  the  Auxiliary,  many 
of  whom  hold  key  positions  in  the  war  ac- 
tivities of  the  State. 

The  year  has  been  a splendid  one,  marked 
by  increased  enthusiasm  and  activity. 

Respectfully  submitted, 

OLGA  M.  DAVIS,  President. 

The  Annual  Board  meeting  and  luncheon 
of  the  Woman’s  Auxiliary  for  the  State  was 
held  at  the  Cornhusker  Hotel,  Lincoln,  on 
May  8,  Mrs.  Herbert  Ii.  Davis,  President, 
presiding.  New  officers  will  be  announced  in 
the  next  issue  of  The  Journal. 

Following  their  regular  meeting  in  the 
Medical  Arts  club  room  on  Tuesday,  May  8, 
the  Omaha-Douglas  County  Woman’s  Aux- 
iliary served  a Dutch  lunch  to  members  of 
the  Omaha-Douglas  County  Medical  Society 
after  their  annual  meeting  in  the  Medical 
Arts  Auditorium.  These  joint  social  meet- 
ings are  held  each  year,  are  well  attended 
and  very  much  enjoyed. 


PENICILLIN  ADMINISTERED  BY  MOUTH 

British  observers,  according  to  The  Journal  of  the 
American  Medical  Association  for  April  14,  have 
found  the  administration  of  penicillin  by  mouth  with 
sodium  bicarbonate  and  egg  to  be  satisfactory  in 
cases  of  tonsillitis.  In  an  editorial  The  Journal 
states  that  the  method  is  now  on  trial  in  the  treat- 
ment of  gonorrhea,  pneumonia  and  surgical  sepsis. 

Because  penicillin  is  sensitive  to  acid  and  alkaline 
reaction  and  it  is  easily  destroyed  by  the  gastric 


juices  of  the  stomach,  its  effective  administration 
by  mouth  has  presented  difficulties.  Its  rate  and 
degree  of  absorption  in  the  body  can  be  measured 
by  the  absorption  of  penicillin  in  the  blood  and  the 
amount  of  penicillin  excreted  through  the  kidneys 
into  the  urine. 

The  Journal  says  that  simplified  methods  of  ad- 
ministering penicillin  that  will  provide  adequate  and 
prolonged  blood  concentrations  are  being  sought  by 
many  investigators.  Crystalline  penicillin  has  been 
combined  with  human  plasma  proteins  for  muscular 
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injection.  Penicillin  has  been  given  by  mouth  with 
trisodium  citrate  which  eliminates  the  destructive 
action  on  penicillin  by  the  hydrochloric  acid  in  the 
stomach. 

Now,  The  Journal  says,  “in  a volunteer  with  gas- 
tric hyperacidity  the  most  satisfactory  excretion  of 
penicillin  in  the  urine  occurred  when  he  was  given 
alkali,  sodium  bicarbonate,  followed  by  penicillin 
mixed  with  raw  egg.  Three  other  volunteers  re- 
ceived this  mixture  with  successful  results.  The 
same  dose  of  alkali  and  egg  penicillin  was  given  to 
a patient  with  achlorhydria  to  test  the  possibility 
of  destroying  the  action  of  penicillin  by  over-alkali- 
zation. In  this  patient  also  the  urinary  excretion 
of  penicillin  was  normal.  Early  tests  on  volunteers 
and  patients  showed  that  when  20,000  units  of  peni- 
cillin was  taken  orally  the  proportion  excreted  in  the 
urine  was  75  to  80  per  cent,  which  is  much  the  same 
as  for  the  intramuscular  administration  of  15,000 
units.  ...” 

DISTINCTION  BETWEEN  HUMAN  BITES  AND 
TOOTH  INJURIES 

In  many  cases  dental  injury  to  the  hands  or 
fingers  results  from  finger  sucking  and  is  to  be  dis- 
tinguished from  human  bites,  Francesco  Ronchese, 
M.D.,  Providence,  R.  I.,  points  out  in  The  Journal 
of  the  American  Medical  Association  for  April  21. 
He  explains  that  hitting  any  part  of  one’s  body 
against  somebody’s  teeth  and  sustaining  an  injury 
should  not  be  called  a bite.  Also,  injuries  caused  by 
pressure  against  the  teeth  while  sucking  are  not 
true  bites.  These  wounds  are  far  from  rare  and  un- 
less they  are  properly  determined  as  dental  or  tooth 
injuries  their  classification  as  warts,  benign  or 
malignant  skin  tumors,  fungous  growths  or  skin 
cancer  may  result  in  unnecessary  removal  of  tissue, 
surgery  or  irradiation. 

“Surprisingly  enough,”  the  author  says,  “they  are 
often  not  diagnosed  or  they  are  diagnosed  as  a wart, 
a keloid,  a sarcoid,  a mycotic  growth  or  an  epi- 
thelioma and,  accordingly,  unnecessary  biopsy,  sur- 
gery or  irradiation  is  done.” 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Major  Jos.  A.  Longo  of  Omaha  was  recently  ap- 
pointed to  the  executive  staff  of  a general  hospital 
in  France. 

Capt.  Ted  Koefoot  of  Broken  Bow  is  doing  sur- 
gery in  a Base  Hospital  in  England. 

Lt.  Com.  Harvey  Clarke  of  North  Platte,  follow- 
ing a long  service  in  the  South  Pacific,  was  home 
on  leave  in  April. 

After  a three-year  stay  in  a war  prison  camp  in 
Manila,  Major  John  J.  Brennan  has  returned  to  this 
country.  Major  Brennan  was  liberated  from  the 
Bilibid  Prison  in  Manila,  February  5. 

Captain  Frank  R.  Lauvetz,  reported  missing  last 
December  in  the  Luxembourg  area,  was  recently 
liberated  from  a German  Prisoner  of  War  Camp. 

Major  Robert  Townley  of  Kennesaw  is  surgeon 
with  the  134th  infantry  regiment  in  Germany. 


Capt.  John  Gatewood  of  Omaha  is  chief  surgeon 
of  general  surgery  in  McCaw  General  Hospital, 
Walla  Walla,  Washington. 

Dr.  Hyman  R.  Osheroff  of  Omaha  was  recently 
promoted  from  lieutenant  colonel  to  colonel  in  Army 
Medical  Corps. 

Major  Roy  S.  Cram  of  Burwell  after  serving  in 
the  North  African  campaign,  Italy,  and  France,  has 
returned  to  the  United  States  to  take  command  of 
Station  Hospital  at  Ft.  Leavenworth,  Kan. 

A V-mail  letter  from  Captain  Zinneman  of  Lin- 
coln to  The  Journal  read:  “Just  to  keep  your 
information  column  up  to  date.  We  are  at  it  again. 
This  time  in  the  Ryukyus.  We  were  on  a smaller 
island  first,  and  after  it  was  secured  we  joined  in 
the  battle  of  Okinawa.  I think  we  are  doing  good 
work  again.”  To  which  we  ask:  Why  the  word 
AGAIN? 

This  from  the  N.  Y.  Times: 

“There  is  little  glory  in  the  Medical  Corps.  It  is 
just  hard,  dirty  work  and  mighty  dangerous.  These 
medics  are  tough,  but  among  the  tom  and  dying 
men  learn  to  be  tender,  too.  They  are  proud  to  have 
saved  97  out  of  every  hundred  wounded.  They  are 
proud  because  nobody  in  our  whole  vast  Army,  not 
even  the  foremost  combat  crew  or  the  deadliest  fly- 
ing wing,  has  done  a finer  job  than  the  Medical 
Corps.” 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  M.  F.  Hall  formerly  of  Lincoln  has  located 
in  Ewing. 

Dr.  Clyde  W.  Wilcox  spent  the  latter  part  of  April 
in  Chicago  doing  post  graduate  work. 

Dr.  J.  C.  Kildebeck’s  removal  to  California  leaves 
the  town  of  Emerson  without  a physician. 

Dr.  I.'  C.  Munger  of  Lincoln  was  reported  as 
suffering  from  pneumonia  in  the  Lincoln  General 
Hospital  in  April. 

The  sympathy  of  The  Journal  is  extended  to  Dr. 
D.  D.  Stonecypher  of  Nebraska  City  upon  the  re- 
cent death  of  his  mother. 

At  its  meeting  April  19  in  the  Hotel  Stratton  in 
Wayne,  the  Five  County  Medical  Society  honored 
Dr.  F.  P.  Dorsey  of  Harrington,  on  concluding  his 
fiftieth  year  in  the  practice  of  medicine. 

Dr.  F.  W.  Scott,  a graduate  of  the  University  of 
Nebraska  Medical  College  in  1910,  died  at  the  Vet- 
erans Hospital  at  Muskogee,  Okla.,  April  15.  Dr. 
Scott  practiced  medicine  in  Omaha  until  1931,  then 
accepted  a position  in  the  Veterans  Hospital  at 
Lincoln  where  he  remained  until  1938.  Dr.  Scott 
was  born  in  Salem,  Iowa,  in  1888. 
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DEATHS 

Pinkerton,  Wm.  James,  born  in  Iowa  in  1870, 
moved  to  Hamilton  County,  Nebraska  in  early 
childhood,  graduated  from  Omaha  Medical  College 
in  1898,  following  which  time  he  practiced  in  North 
Platte,  Mead,  Bostwick  and  other  points  in  Ne- 
braska. He  served  as  captain  in  the  Medical  Corps 
of  World  War  I,  joined  the  Omaha  Medical  Society 
in  1939.  He  was  one  of  the  most  faithful  attendants 
at  County,  Mid-West  and  State  Medical  meetings. 
The  doctor  died  April  15,  1945.  He  is  survived  by 
his  wife  and  a step-son. 


BOOKS  RECEIVED 

Penicillin  Therapy,  Including  Tyrothricin  and 
Other  Antibiotic  Therapy  by  John  A.  Kolmer,  M.S., 
M.D.,  Dr.  P.H.,  Sc.D.,  LL.D.,  L.H.D.,  F.A.C.P.  Pro- 
fessor of  Medicine  in  the  School  of  Medicine  and  the 
School  of  Dentistry,  Temple  University;  Director 
of  the  Research  Institute  of  Cutaneous  Medicine; 
Formerly  Professor  of  Pathology  and  Bacteriology, 
Graduate  School  of  Medicine,  University  of  Pennsyl- 
vania. 302  pages  including  index.  Illustrated.  D. 
Appleton-Century  Company,  Inc.,  New  York-Lon- 
don.  Price  $5.00. 

Publication  is  particularly  timely  because  of  the  fact  that 
large  quantities  of  penicillin  are  now  being  released  for  the 
use  of  physicians  in  civilian  practice. 

The  various  methods  of  administration  are  fully  discussed. 
These  include  oral  and  enteral  : bone  marrow ; intravenous  ; 
intramuscular  ; subcutaneous  ; cavity  ; and  topical  through  such 
mediums  as  solutions,  creams,  powders  and  pastilles. 

In  addition  to  drawing  upon  his  own  clinical  experience  in 
the  therapeutic  use  of  penicillin,  the  author  has  most  carefully 
drawn  upon  the  wide  experience  of  other  clinicians  and  in- 
vestigators as  it  has  appeared  in  the  widely  scattered  litera- 
ture and  has  cited  individual  references  in  his  most  complete 
bibliography.  It  should  be  noted  that  a large  percentage  of  his 
references  are  to  the  recent  1944  and  1945  literature. 

Necessary  laboratory  procedures  are  included  and  a separate 
section  is  devoted  to  the  properties  and  clinical  applications  of 
Tyrothricin.  Gramacidin,  Gramacidin  S,  Strep tothricin.  Strepto- 
mycin, Patulin  and  Chlorophyll. 

Another  section  covers  the  collaterally  important  subject  of 
Penicillin  and  Tyrothricin  Therapy  in  Relation  to  Dentistry 
and  Oral  Surgery. 

An  appendix  is  utilized  to  provide  very  recent  material  on 
Electronic  Dissication  of  Penicillin  ; F.  G and  X Penicillin  ; 
Oral  Administration  of  Penicillin  in  Oil  ; Intramuscular  Injec- 
tions of  Penicillin  with  Epinephrine ; Penicillin  Lamellae  for 
Ophthalmic  Use;  and  Penicillin  in  the  Treatment  of  Yaws. 


The  Examination  of  Reflexes  by  Robert  Warten- 
berg,  M.D.  Foreword  by  Foster  Kennedy,  M.D.,  222 
pages  including  index.  The  Year  Book  Publishers, 
Inc.,  304  S.  Dearborn  Street,  Cricago  4,  Illinois. 
Price  $2.00. 


Yellow  Magic,  the  Story  of  Penicillin  by  J.  D. 
Ratcliff.  The  first  comprehensive  story  of  the 
greatest  medical  discovery  of  the  age.  173  pages 
including  index.  Random  House,  New  York.  Price 
$2.00. 


Doctors  At  War,  edited  by  Morris  Fishbein,  M.D. 
Editor  of  the  Journal  of  the  A.M.A.  and  of  Hygeia, 
The  Health  Magazine,  Chief  Editor  of  War  Medi- 
cine, Chairman  of  the  Committee  on  Information 
of  the  Division  of  Medical  Sciences  of  the  National 
Research  Council.  418  pages  illustrated  with  82 
photographs,  charts  and  diagrams.  E.  P.  Dutton 
& Company,  Inc.,  New  York.  Price  $5.00. 


WAR-TIME  GRADUATE  MEDICAL  MEETINGS 
PRESENTED  IN  THIS  (17)  REGION 

April  24 — Army  Air  Field,  Sioux  Falls,  South 
Dakota.  “The  Question  of  Heat  in  the  Treatment 
of  Shock,”  Arthur  L.  Bennett,  M.D.;  “Problems  in 
Gallbladder  and  Common  Duct  Surgery,”  Louis  D. 
McGuire,  M.D.;  “Pathogenesis  of  Amebiasis,”  Mil- 
lard F.  Gunderson,  Ph.D. 

April  30 — Army  Air  Field,  Grand  Island.  “Gross 
Pathology  of  Cardiac  Lesions,”  Frank  Tanner,  M.D.; 
“Newer  Conceptions  in  the  Diagnosis  and  Treat- 
ment of  Urinary  Tract  Infections,”  Arbor  D.  Mun- 
ger,  M.D.;  “Kala  Azar  . . . Some  Experiences  in 
Its  Treatment  in  North  Anhwei,  China,”  Horace  H. 
Whitlock,  M.D. 

May  1 — Army  Air  Field,  Lincoln.  “X-ray  of  the 
Gallbladder  and  Gastro-intestinal  Tract,”  James  F. 
Kelly,  M.D.;  “Lesions  of  the  Chest:  Surgical 

Management,”  J.  Dewey  Bisgard,  M.D.;  “Benign 
Tumors  of  Bone,”  Robert  D.  Schrock,  M.D. 

May  15 — Army  Air  Field,  McCook.  “Clinical 
Pathological  Discussion  of  Liver  Diseases,”  Esley 
J.  Kirk,  M.D.,  and  Charles  P.  Baker,  M.D.;  “Surgical 
Treatment  of  Obstructive  Jaundice,”  Frederick  C. 
Hill,  M.D. 

May  17 — Army  Air  Field,  Rapid  City,  South  Da- 
kota. “Common  Lesions  of  the  Fundus  Occuli,” 
Charles  M.  Swab,  M.D.;  “Psychoneuroses  and  Psy- 
chosomatic Disorders,”  A.  E.  Bennett,  M.D.;  “Surgi- 
cal Management  of  Non-Tubereulous  Infections  and 
Tumors  of  the  Chest,”  J.  Dewey  Bisgard,  M.D. 

May  21 — Army  Air  Field,  Kearney.  “Hematuria,” 
W.  Joseph  McMartin,  M.D.;  “Recent  Advances  in 
Diabetes  Mellitus,”  John  R.  Kleyla,  M.D.;  “Man- 
agement of  Common  Anal  Rectal  Conditions,”  Louis 
E.  Moon,  M.D. 

May  29 — Army  Air  Field,  Sioux  Falls,  South  Da- 
kota. “Thrombocytopenic  Purpura,”  Joseph  D.  Mc- 
Carthy, M.D.;  “Radiation  Treatment  of  Benign  and 
Inflammatory  Conditions,”  Roy  W.  Fouts,  M.D.; 
“Granulopenia,”  Warren  Thompson,  M.D. 


The  Office  of  War  Information  revealed 
recently  that  more  than  a half  million  sick 
and  wounded  American  fighting  men  were 
flown  out  of  battle  zones  last  year,  with  only 
28  deaths  in  flight. 

They  were  carried  to  medical  centers  over- 
seas and  in  this  country  and  20  per  cent  of  all 
American  casualties  returned  to  the  United 
States  in  1944  came  by  plane,  without  a 
single  loss  by  enemy  action. 


The  external  human  ear  is  more  ornamental  than 
useful  in  collecting  sound  waves  to  aid  hearing, 
says  the  Sonotone  research  laboratories.  The  fun- 
nel-shaped ears  of  horses,  on  the  other  hand,  which 
can  be  flipped  around  for  directional  tuning,  are 
good  collectors  of  sound  waves. 
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NOW  Uea/usuf  Lender! 

Far  more  scientific  and  accurate  fitting 
than  ever  before  and  a far  clearer,  more 
sharply  “focused”  hearing  of  conversation, 
music,  the  whole  world  of  sound. 

Three  new  Acousticon  models  at  new  low 
prices — $79.50  - $99.50  and  $159.50.  All  use 
the  same  new  fitting  for  either  air  or  hone 
conduction. 

ACOUSTICON 

916  Stuart  Bldg. 

LINCOLN,  NEBR. 


E.T.  Manning,  M.D. 

Clinical  Pathologist 

1407  Medical  Arts 
Building 

OMAHA  NEBRASKA 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 

“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 


Accident,  Hospital,  Sickness 

INSURANCE 

for 


PHYSICIANS  - SURGEONS  - DENTISTS 

Exclusively 

All  Premiums  Come  from  Physicians,  Surgeons,  Dentists 
All  Claims  Go  to  Physicians,  Surgeons,  Dentists 


$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


43  Years  under  the  same  management 

$ 2,700,000.00  INVESTED  ASSETS 
$12,700,000.00  PAID  FOR  CLAIMS 


$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

400  First  National  Bank  Bldg.  Omaha  2,  Nebr. 


ALCOHOL — MORPHINE — BARBITAL 


ADDICTIONS  Successfully  Treated  Since  1897  — 
Founded  by  B.  B.  Ralph,  M.D. 


lAJrite  j^or  description  Loo  tf.t 


The  Ralph  Sanitarium 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone — Victor  4850 

Registered  by  the  Council  on  Medical  Education  and  Hospitals 
of  the  A.  M.  A. 
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THE  CONTINENTAL  COMPANY 

1100  “0”  St.  Lincoln,  Nebr. 


SYNTHETIC  MALE  SEX  HORMONE  BY  MOUTH 
RELIEVES  PREMENSTRUAL  DISTRESS 

Pointing  out  that  about  40  per  cent  of  normal 
women  suffer  a considerable  amount  of  distress 
during  their  premenstrual  period,  S.  Charles  Freed. 
M.D.,  San  Francisco,  says  in  The  Journal  of  the 
American  Medical  Association  recently  that  the 
administration  by  mouth  of  the  synthetic  male  sex 
hormone,  methyl  testosterone,  “is  the  surest  and 
most  convenient  therapeutic  agent  in  this  respect.” 

He  says  that  “The  disability  of  most  of  these 
women  during  this  period  is  moderate  and  obvious- 
ly affects  chiefly  their  intimate  social  contacts. 
Nevertheless  the  subjective  disturbances  undoubted- 
ly lead  to  inefficiency  and  a decrease  in  ability  to 
concentrate.  As  the  premenstrual  distress  averages 
about  five  days  each  month,  it  becomes  apparent 
that  there  may  be  a huge  economic  loss  when  these 
relatively  minor  errors  are  summated.  The  dis- 
harmony in  social  relationships  during  the  pre- 
menstrual period  of  suffering  women  is  another  fac- 
tor of  great  importance. . . .” 

Dr.  Freed  says  that  because  relief  of  this  condition 
is  greatly  beneficial  from  the  standpoint  of  health, 
society  and  economics,  more  attention  should  be 
paid  to  it. 

He  explains  that  this  distress  can  be  relieved  by 
a number  of  methods.  Based  on  his  studies  he  be- 
lieves that  “methyl  testosterone  administered  once 
daily  (by  mouth)  for  from  ten  to  seven  days  before 
the  onset  of  menses  is  the  surest  and  most  con- 
venient therapeutic  agent  for  the  relief  of  this  con- 
dition.” 


GIVE  YOUR  DOCTOR  A HELPING  HAND 

Everyone  knows  that  the  services  of  doctors 
these  days  have  to  be  spread  over  a greater  num- 
ber of  patients  than  ever  before  and  it  occurs  to  us 
that  perhaps  a suggestion  or  two  might  help  lighten 
a little  the  load  that  our  physicians  are  carrying. 

Doctors  are  human  like  the  rest  of  us  and  they 
can  handle  just  so  much  work,  make  so  many  calls, 
see  so  many  patients,  treat  so  many  fevers  and  ail- 
ments. A doctor  who  tries  to  keep  on  the  go 
24  hours  a day  pretty  soon  turns  into  a worn-out 
machine.  We  say  this  having  in  mind  persons  who 
make  night  calls.  In  many  cases  of  course  a night 
call  is  from  a real  emergency.  But  often  it  is  pos- 
sible to  ask  the  doctor  to  call  before  dark.  Out  of 
consideration  for  a man  who  is  trying  to  discharge 
his  professional  obligations  to  humanity,  it  would 
be  a help  if  calls  could  be  made  before  dark  when- 
ever possible. 

Here’s  another  little  thing.  Does  your  house  bear 
a number?  If  you  summon  a doctor  to  your  ad- 
dress and  he  has  to  hunt  for  the  right  residence 
because  the  dwelling  bears  no  number  he  has  to 
spend  valuable  minutes  doing  an  unnecessary  task. 
Not  much  effort  or  expense  is  required  to  put  up 
street  numbers  on  the  front  stoop  or  over  the  door. 

The  problem  confronting  doctors  is  trying  to  give 
individual  attention  to  great  numbers  of  cases  and 
yet  keep  methods  of  practice  from  an  “assembly 
line”  technique.  All  of  us  can  help  make  the  path 
a little  less  rough,  the  job  a little  less  complicated, 
if  we’ll  just  try.  We  would  want  it  done  for  us. 
— From  Hastings  Tribune. 
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COOPERATION  WITH  THE  PUBLIC 

In  his  address  before  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Asso- 
ciation, retiring  President  Floyd  Rogers 
urged  that  this  Association  enhance  its  scope 
of  cooperation  with  public  agencies  and  civic 
groups  who  seek  advice  and  guidance  in 
health  education  or  activities  in  which  health 
or  some  phase  of  medicine  is  involved.  Dr. 
Rogers  is  appreciative  of  the  present  ma- 
chinery which  exists  in  our  Association  and 
the  extent  to  whch  it  is  being  utilized  in 
carrying  out  these  functions.  He  knows 
how  diligently  and  effectively  the  Planning 
Committee  has  been  guiding  the  activities 
and  expressions  of  the  many  local  and  re- 
gional organizations  whose  major  purpose 
is  the  improvement  of  health  and  medical 
facilities  in  the  rural  areas.  Yet  he  feels 
that  there  is  more,  much  more  to  be  done. 

And  Dr.  Rogers  is  perfectly  right.  A 
quarter  of  a century  of  effort  in  public  edu- 
cation on  matters  of  health  is  beginning  to 
bear  fruit.  To  cite  but  one  example:  A 

short  few  years  ago  local  medical  societies 
in  their  desire  to  popularize  the  importance 
of  child  health,  in  many  instances  had  to  beg 
their  way  into  Parent-Teacher  Association 
meetings.  In  order  to  spread  the  advantages 
of  immunizations  many  medical  societies 
found  it  necessary  to  put  on  public  perform- 
ances with  all  that  goes  to  attract  attention 
of  the  backsliders.  Yes,  it  took  a long  time, 
and  laborious  effort  to  convince  people  of  the 
benefits  of  preventive  care.  Now  they  are 
beginning  to  comprehend. 

There  are  groups  in  almost  every  commu- 


nity who  show  an  active  interest  in  several 
or  many  phases  of  health.  Many  of  these 
groups  go  along  their  own  way  innocently 
and  unobtrusively,  preaching,  teaching  and 
organizing  other  groups  to  study  or  deal 
with  “health  matters”.  Some  of  these 
“health  matters”  are  merely  book  reviews  on 
child  psychology  which  at  best  may  offer 
some  neutral  hints  on  habits  or  behavior; 
at  worst  they  tend  to  add  confusion  to  mis- 
understanding. In  the  end,  fortunately,  it 
does  not  matter  too  much,  since  children 
have  a habit  of  growing  up  in  spite  of  books, 
and  not  infrequently  in  spite  of  their  anxiety- 
laden parents.  That  these  groups  need  sensi- 
ble guidance  is  obvious.  That  they  would 
eagerly  accept  a helping  hand  we  are  cer- 
tain, for  contrary  to  the  belief  of  a few 
in  our  midst,  they  are  seeking  legitimate 
information.  They  take  the  “off  brand”  on 
the  illogical  assumption  that  a little  know- 
ledge is  better  than  nothing. 

Nor  is  impractical  child  psychology  the 
only  branch  of  medicine  which  finds  group 
interest.  Nutrition,  cancer,  tuberculosis, 
physical  fitness  are  all  subjects  about  which 
people  want  to  know,  and  they  prefer  truth 
to  fiction.  Many  even  accept  the  half  truths 
dressed  up  in  symphony  and  song  dished  out 
over  the  radio,  and  surrender  unconditionally 
to  the  zealots  who  promise  them  unending 
life  and  unlimited  vigor  through  the  pur- 
chase of  pills  and  potions  alleged  to  contain 
either  “Nature’s  own  order,”  or  what  car- 
ries even  farther — “ingredients  from  a doc- 
tor’s prescription.”  People  are  indeed  inter- 
ested in  health. 

Where  formerly  this  interest  was  largely 
academic,  in  the  past  few  years  it  has  rapidly 
been  assuming  a pragmatic  form.  At  the 
present  time,  in  harmony  with  the  universal 
cry  for  planning,  these  health-minded  groups 
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too,  have  adopted  the  spirit  of  the  hour. 
Health,  they  contend  with  no  small  degree 
of  justification,  is  an  integral  part  of  human 
welfare,  an  important  component  of  eco- 
nomic life. 

It  is  not  our  desire  to  appear  facetious,  or 
to  cast  the  slightest  reflection  on  the  aims 
and  purposes  of  these  groups.  On  the  con- 
trary, we  are  entirely  in  accord  with  them. 
The  vast  majority  of  the  individuals  consti- 
tuting these  organizations  are  honest  and 
sincere  in  their  efforts  to  acquire  sound, 
practical  knowledge,  and  to  utilize  this  know- 
ledge for  the  benefit  of  their  comunity.  Lo- 
cal and  district  chapters  of  national  or- 
ganizations have  already  supplied  ample  evi- 
dence of  tasks  well  done.  The  Red  Cross, 
Tuberculosis  associations,  Crippled  Children 
societies,  are  but  a few  examples  of  properly 
channeled  health  activities.  There  are  many 
others,  too  numerous  to  mention. 

We  believe  with  our  retiring  President, 
that  no  group  with  a wholesome  desire  to 
advance  the  cause  of  health  in  any  of  its 
phases  should  be  discouraged  from  its  ef- 
forts. Rather  should  we  set  it  as  our  func- 
tion to  aid  them  in  defining  specific  aims  and 
objectives  and  help  them  direct  their  activi- 
ties along  useful  pathways. 


READ  THE  MINUTES  OF  THE  COUNCIL 
AND  THE  HOUSE  OF  DELEGATES 

On  page  242  we  publish  the  proceedings  of 
the  annual  meeting  of  the  Council  and  the 
House  of  Delegates  of  our  Association.  In 
order  to  facilitate  reading  we  have  printed 
them  in  regular  size  type.  The  Council  and 
House  of  Delegates  are  made  up  of  physici- 
ans whom  you  sent  to  represent  you  on  the 
affairs  of  YOUR  Association.  If  you  read 
the  minutes  you  will  note  that  there  were 
many  problems  upon  which  decisions  had 
to  be  made.  Your  representatives  voted  in 
accordance  with  their  best  judgment.  If 
their  ideas  coincide  with  yours  tell  them  so. 
They  will  be  glad  to  hear  it.  You  owe  it  to 
yourself  and  to  your  delegate  to  let  him 
know  your  views.  He  will  be  interested  in 
your  reactions  even  if  they  differ  from  his, 
and  that  there  is  room  for  differences  of 
opinion  in  this  complex  economic  sphere 
everyone  will  agree. 

That  the  House  of  Delegates  calmly  and 
sensibly  takes  these  complicated  problems 
into  hand  and  disposes  of  them  individually 


is  a credit  not  only  to  their  disposition  but 
as  well  to  the  excellent  leadership  of  the 
Speaker.  Dr.  Rudolph  Decker  has  shown 
himself  as  an  excellent  parliamentarian.  His 
exhortation  on  opening  the  session  has  be- 
come a byword  in  the  House, — “We  will  get 
down  to  business ; there  is  much  to  be  done. 
I want  everyone  to  have  his  say  and  there 
will  be  no  railroading.” 

You  should  know  what  your  representa- 
tives are  doing.  You  should  know  also  what 
problems  you  as  a member  of  the  profession 
are  facing.  To  find  out  what  has  been  done, 
read  the  minutes. 


POLIOMYELITIS 

On  the  eve  of  the  infantile  paralysis  summer  out- 
breaks, a recapitulation  of  the  figures  available, 
show  that  the  number  of  poliomyelitis  cases  in  the 
country  is  running  about  fifty  per  cent  ahead  of  a 
year  ago,  it  was  announced  in  June  by  Dr.  Don 
W.  Gudakunst,  Medical  Director  of  The  National 
Foundation  for  Infantile  Paralysis,  Inc.  As  of  mid- 
May,  the  number  of  new  cases  this  year  were  642 
as  compared  with  424  cases  for  the  same  period  in 
1944. 

Sharp  increases  have  been  reported  in  the  New 
England  states,  Middle  Atlantic  states,  South  At- 
lantic area,  and  the  East  South  Central  states.  In 
the  Pacific  Coast  and  West  South  Central  areas 
which  have  been  hard  hit  during  the  past  two  years, 
there  has  been  a noticeable  drop  in  the  number  of 
new  cases.  The  remainder  of  the  country  is  run- 
ning about  the  same  as  last  year. 

While  the  fact  that  there  are  fifty  per  cent 
more  cases  in  the  country  this  year  than  in  the 
same  period  in  1944,  “this  is  not  an  alarming  situa- 
tion but  it  should  be  watched  carefully,”  said  Dr. 
Gudakunst.  The  Medical  Director  also  declared  that 
“The  National  Foundation,  based  on  its  experience 
of  assisting  in  severe  outbreaks  of  infantile  paralysis 
during  the  past  years,  is  in  splendid  condition  to 
render  real  service  to  medical  and  public  health 
authorities  in  an  epidemic  of  infantile  paralysis 
wherever  it  may  occur.  We  stand  ready  and  will- 
ing to  help  the  state,  county,  and  local  health  au- 
thorities at  a moment’s  notice.” 

As  a further  aid  in  the  fight  against  infantile 
paralysis,  the  National  Foundation  is  distributing 
hundreds  of  thousands  of  bulletins  entitled  “When 
Polio  Strikes”  which  includes  many  helpful  hints  for 
parents.  It  also  contains  a series  of  simple  precau- 
tions to  be  taken  by  parents  during  the  summer 
months. 

— BUY 
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Charles  McMartin,  M.  D. 


As  President-elect  of  this  Association,  1 
have  had  the  privilege  of  meeting  with  the 
Councilors,  with  the  Board  of  Trustees  and 
with  the  Planning  Committee  of  the  Asso- 
ciation. These  meetings  have  served  to  make 
me  realize  deeply  that  with  the  honor  of  the 
presidency  there  are  certain  responsibilities 
which  I hope  I may  be  able  to  meet  satis- 
factorily. In  order  to  do  so  I know  it  will 
frequently  be  necessary  for  me  to  call  on 
the  members  for  advice  and  direction. 

Since  the  Nebraska  State  Medical  Associa- 
tion was  started  there  have  been  many 
changes  in  the  practice  of  medicine.  If  you 
will  analyze  these  changes,  you  will  find  that 
the  Doctors  are  the  ones  who  have  been  re- 
sponsible for  all  of  them.  The  Nebraska 
Medical  Practice  Act  which  is  now  looked 
upon  as  one  of  the  best  in  the  country  and 
is  being  used  as  a model  in  other  states,  was 
put  on  the  statute  books  through  the  efforts 
of  our  Association.  In  the  past  the  people 
have  left  it  to  us  to  maintain  a high  quality 
of  medicine  and  now  these  same  people  favor 
above  all  others,  such  plans  for  medical  care 
as  we  sponsor  and  direct.  There  is  a growing 
demand  for  some  type  of  pre-payment  med- 
ical care.  I believe  sincerely  that  if  this  de- 
mand is  met  by  a plan  sponsored  and  con- 


trolled by  the  medical  profession  there  will 
be  no  “State  Medicine.”  Undoubtedly  any 
such  program  will  call  for  many  changes  as 
time  goes  on  just  as  we  have  had  constant 
changes  in  the  scientific  phases  of  medicine. 
I appreciate  that  this  is  a very  large  subject 
and  any  plan  must  be  developed  slowly.  On 
the  other  hand,  I feel  that  we  must  not  delay 
longer  ill  getting  a state  wide  program  under 
way. 

We  will  soon  be  called  upon  to  meet  an- 
other matter  that  is  most  important  to  or- 
ganized medicine,  the  proper  reception  of  the 
returning  veteran  medical  officer  into  civil- 
ian practice.  These  men  have  represented 
us  in  the  armed  forces  and  we  must  stand 
ready  to  give  them  every  possible  aid  on 
their  return  to  their  regular  work. 

1 trust  that  we  will  be  able  to  have  our 
regular  scientific  program  next  year.  In  the 
meantime  I hope  that  our  Association  may 
continue  to  recognize  and  do  the  work  ex- 
pected of  it,  meeting  all  changes  cheerfully 
and  whole  heartedly  as  it  has  in  the  past. 

1 hope  that  I may  merit  the  loyal  support 
of  this  entire  Association. 

Charles  McMartin 


President’s  Address* 

FLOYD  L.  ROGERS,  M.D. 
Lincoln,  Nebraska 


Another  year  has  passed ; another  year 
of  war.  Many  of  our  men  and  women  in  the 
Service  have  given  probably  more  than  we 
on  the  home  front  can  realize.  Our  farm- 
ers, factory  workers,  housewives  and  many 
others  have  carried  on  through  long  and 
tedious  hours.  Many  almost  too  old  and  too 
young  have  contributed.  We  of  the  medical 
profession  have  done  our  part.  We  have 
furnished  good  medical  care  for  our  people, 
we  have  done  this  with  fewer  doctors,  de- 
creasing numbers  of  nurses,  and  curtailed 
hospital  facilities.  We  have  had  fewer  vaca- 
tions, less  travel  and  less  of  many  of  the 
pleasures  of  life.  Today  we  are  foregoing 
advantages  of  another  annual  meeting,  yet 
for  all  of  us,  this  year  will  go  down  in  history 
as  a year  of  great  achievement  as  well  as  a 
year  of  victory. 

To  me,  the  President’s  address  should 
serve  to  bring  to  your  attention  some  of  our 
more  important  problems  and  in  so  doing 
point  a way  for  the  future.  In  pointing  this 
way  one  should  consider  our  strengths  and 
our  weaknesses  of  the  past  as  well  as  our 
ever  changing  environment  which  modifies 
and  sustains  us.  We  are  a small  but  very  im- 
portant part  of  a great  social  structure.  This 
structure  is  becoming  more  and  more  inter- 
woven and  intricate.  One  nation  can  no 
longer  live  by  and  for  itself.  Our  profes- 
sion, and  we  as  individuals  within  the  pro- 
fession, can  no  longer  live  by  and  for  our- 
selves. Possibly  for  some  of  us  liberty  will 
need  to  be  more  rigidly  defined. 

Our  profession  can  profit  most  by  appreci- 
ating the  problems,  needs  and  desires  of  our 
people  and  then  so  adjusting  itself  as  to 
bring  the  greatest  possible  good  from  the 
medical  heritage  which  we  hold.  It  will  be 
well  to  keep  in  mind,  however,  that  in  Ne- 
braska our  problem  is  somewhat  different 
than  in  many  other  states.  Our  people  are 
largely  farmers  or  live  in  small  communities. 
They  have  comparatively  little  organization. 
In  this  country  we  represent  rugged  individ- 
ualism. Probably  it  is  not  proper  that  we 
should  attempt  or  desire  to  be  leaders  in  so- 
cial change.  We  are  firm  believers  in  democ- 
racy yet  democracy  has  a great  weakness. 

^Delivered  before  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  at  its  Annual  Session  in  Lincoln, 
May  8,  1945. 
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The  success  of  any  democratic  organization 
depends  on  the  watchfulness  of  the  indi- 
vidual. Do  we  as  individuals  of  the  medical 
profession  have  enough  of  this  virtue  of 
watchfulness? 

As  changes  continue  to  evolve,  we  as  in- 
dividuals, should  keep  ourselves  more  in- 
formed in  regard  to  our  problems.  We 
should  consider  them  well,  discuss  them  free- 
ly, and  then  be  willing  to  present  a united 
front.  We  do  not  desire  unreasonable  ad- 
vantages for  ourselves,  but  we  must  not  be- 
come weak.  About  us  we  see  some  great 
groups  become  powerful  through  organiza- 
tion and  others  weak  through  disorganiza- 
tion. We  are  doctors  but  we  are  also  citi- 
zens and  as  citizens  it  is  our  duty  to  take  an 
active  part  in  the  political  life  of  our  com- 
munity, state,  and  nation. 

Our  Association’s  Constitution  and  By- 
laws provide  for  a democratic  organization. 
It  has  worked  well  yet  increasing  Associa- 
tion problems  will  require  more  and  more  of 
duly  elected  representatives.  There  should 
be  less  assuming  that  the  other  fellow  knows, 
less  voting  “yes”  on  issues  without  discus- 
sion. 1 am  not  saying  that  we  have  done 
badly  but  with  continuation  of  present  trends 
we  must  do  better. 

In  our  enthusiasm  over  social  problems  we 
must  not  lose  sight  of  our  foundation. 
Foundations  need  to  be  watched,  sometimes 
repaired  or  strengthened.  Our  foundation 
is  knowledge,  knowledge  gained  by  those 
who  have  gone  before  and  given  to  us  to  use 
for  the  time.  We  should  seek,  not  only  to 
use  this  information,  but  to  improve  it  be- 
fore passing  it  on  to  another  generation. 
Many  of  the  great  advances  in  medicine  have 
come  from  small,  obscure  sources.  For  the 
most  part  research  should  be  done  in  medical 
centers  and  teaching  institutions.  From 
these  medical  centers  knowledge  should  be 
constantly  disseminated,  not  only  to  medical 
students  but  to  all  doctors,  for  we  should 
all  remain  students.  Do  our  medical  centers 
and  our  medical  schools  do  enough  teaching 
for  the  sake  of  teaching  alone?  Are  they 
in  a position  to  do  post-graduate  teaching 
in  a broad  sense?  Do  all  parts  of  the  State 
look  to  our  centers  or  do  they  look  elsewhere  ? 
Do  our  centers  use  to  full  advantage  all 
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teaching-  resources  of  the  State?  Does  the 
State  as  a whole  give  the  centers  the  sup- 
port and  encouragement  needed  for  con- 
tinuous development?  Possibly  I am  wrong. 
Possibly  these  questions  do  not  need  to  be 
asked  nor  answered,  but  I feel  that  their 
proper  answer  would  greatly  benefit  medi- 
cine in  Nebraska. 

We  have  many  other  important  problems 
to  consider  in  the  very  near  future.  As  a 
State  Association  we  have  done  little  in  the 
way  of  preparation  for  our  returning  col- 
leagues. They  have  repeatedly  expressed  a 
strong  desire  for  post-graduate  training  be- 
fore entering  practice.  We  should  try  to 
organize  and  so  use  all  possible  facilities  of 
the  State  for  this  purpose.  Certainly  every 
effort  should  be  made  to  return  them  to 
successful  practice  as  soon  as  possible. 

Another  important  problem  has  to  do  with 
public  relations.  There  is  a constant  flow  of 
individuals  and  organizations  who  seek  to  do 
good  through  our  profession.  We  seem  to 
have  a natural  desire  to  discourage  them  un- 
less we  have  a particular  interest  in  their 
particular  problem.  They  should  not  be  dis- 
couraged but  they  should  be  encouraged  and 
guided. 

Many  questions  in  medicine  cannot  be  an- 
swered by  the  profession  alone.  The  laymen 
need  to  be  educated  as  regards  our  problems. 
We  need  their  cooperation  and  we  need  their 
funds  to  help  take  up  the  slack  between 
what  we  now  do  and  what  we  could  do.  In 
the  past  we  have  emphasized  only  doctor- 
patient  relationship.  Doctors  need  to  get  ac- 
quainted with  people ; we  need  to  know  more 
about  people  who  are  well  and  what  large 
groups  of  well  people  think  of  us.  We  need 
to  tell  well  people  about  ourselves  and  tell 
them  in  plain  English.  People  do  not  under- 
stand our  ethics.  Sick  people  like  us;  well 
people  think  us  a bit  peculiar  and  aloof, 
probably  scientific  and  scholarly,  and  cer- 
tainly unable  to  manage  our  own  business 
affairs,  and  it  is  the  well  people  who  make 

❖ 

UPJOHN  MESSAGE  URGES  EARLY 
DIAGNOSIS  OF  CANCER 

Spurred  by  a rising  rate  of  165,000  deaths,  and 
700,000  sufferers  annually,  Upjohn  is  assisting  in 
the  fight  against  cancer.  With  a message  of  hope 
which  will  reach  millions  during  April  when  the 
American  Cancer  Committee’s  national  drive  swings 
into  action,  Upjohn  includes  this  major  health  prob- 


the  laws.  Our  medical  education  grooves  us 
and  we  have  been  going  down  this  groove, 
some  say  a rut,  for  a long  time.  We  have 
been  talking  about  getting  out  of  this  rut 
for  twenty-five  years  that  I know  of.  Most 
important  changes  need  to  be  planned  for 
about  that  length  of  time.  There  is  some 
danger  in  getting  out  of  a rut.  If  you  go  too 
slowly  you  don’t  get  out,  if  you  go  too  rapid- 
ly, you  go  into  a ditch  on  the  other  side. 

It  is  only  natural  that  in  our  national 
group  there  should  be  two  schools  of  thought 
in  regard  to  just  how  to  get  out  of  the  groove, 
ditch,  rut,  or  whichever  you  like.  All  of 
this  is  no  longer  idle  talk.  A year  ago  we 
voted  to  join  the  North  Central  Conference. 
This  Conference  is  non-scientific  and  is 
formed  for  the  purpose  of  uniting  to  deal 
with  problems  common  to  the  North  Central 
area  of  the  United  States.  We  are  also  be- 
ing asked  to  combine  with  seventeen  other 
states  to  our  east  to  deal  with  problems  com- 
mon for  that  section  of  the  United  States. 
One  of  the  first  efforts  of  this  group  will  be 
to  consider  whether  or  not  we  are  to  employ 
high  class  radio  talent  to  assist  in  selling  us 
to  the  public.  We  are  being  asked  to  take 
an  active  part  in  formulating  national  health 
legislation.  Today  we  are  considering  a 
medical  service  plan  for  our  State.  We  all 
need  to  ask  ourselves  this  question:  “Do  I 

as  an  individual  desire  to  take  an  active  part 
in  the  affairs  of  my  profession  other  than 
scientific,  accepting  both  a privilege  and  re- 
sponsibility, or  do  I desire  to  refer  this  to  a 
few  in  our  parent  organization?”  We  have 
many  other  problems,  but  this  is  to  be  a 
curtailed  meeting  and  my  address  should  be 
brief. 

We  must  express  our  thanks  to  the  many 
who  have  made  for  our  Association  another 
successful  year  by  giving  so  freely  of  their 
time  and  talent.  In  closingN  want  to  thank 
all  of  you  for  the  privilege  of  being  your 
president.  It  is  a great  honor.  I have  tried 
to  do  it  well  and  it  has  been  a pleasure. 

❖ 

lem  in  its  “Your  Doctor  Speaks”  series  directed  to- 
ward better  public  health  and  greater  patient- 
physician  cooperation.  Since  the  greatest  promise 
of  reduction  in  cancer  mortality  lies  in  early  diag- 
nosis and  treatment,  the  new  Upjohn  message 
stresses  the  importance  of  learning  to  “recognize 
warning  signs  of  cancer  before  it’s  too  late,”  and 
bluntly  tells  the  reader,  “You  can  help — by  learning 
to  suspect  cancer  and  to  report  it  at  once.” 


The  Place  of  Radioactive  Substances  in 
the  Treatment  of  Disease* 

R.  W.  FOUTS,  M.D. 

Omaha,  Nebraska 


The  place  of  radioactive  substances  in  the 
treatment  of  diseases  is  so  new  that  this 
form  of  treatment  may  well  be  considered 
as  being  in  the  experimental  stage.  As  far 
as  I am  informed,  little  or  no  use  has  been 
made  of  this  form  of  treatment  in  this  im- 
mediate section  of  the  country. 

Certainly  a review  of  the  literature  would 
indicate  that  comparatively  little  has  been 
done  except  in  the  hands  of  a few  experi- 
menting clinicians  who  are  associated  with 
physicists  working  along  this  line. 

Almost  as  far  back  as  I can  remember  in 
my  professional  career,  I have  heard  or  read 
something  about  the  curative  effects  of  sup- 
posedly radioactive  substances.  They  ap- 
peared principally  in  the  form  of  certain 
waters  and  their  healing  effects  were  prom- 
ulgated to  a degree  to  cause  one  to  imme- 
diately discount  the  claims  one  hundred  per 
cent.  However,  in  the  light  of  quite  recent 
discoveries  one  might  now  well  believe  there 
was  some  virtue  to  these  claims. 

In  1934  the  daughter  and  son-in-law  of 
Pierre  and  Marie  Curie,  the  discoverers  of 
radium,  reported  that  by  bombarding  certain 
elements  with  the  alpha  particles  of  radium 
they  had  produced  artificially  radio-nitro- 
gen, radio-silicon  and  radio-magnesium. 
This  discovery  opened  a new  field  of  thought 
and  investigation  that  may  have  a profound 
effect,  perhaps  equalling  or  even  surpassing 
that  of  radium  in  the  field  of  medicine. 

The  real  impetus  was  provided  in  this 
country  by  the  invention  of  the  “atom  bust- 
ing” machine,  called  the  cyclotron,  by  E.  0. 
Lawrence  and  his  associates  at  University 
of  California  in  1936. 

With  the  cyclotron  they  were  able  to 
project  deuterons  (which  are  heavy  hydro- 
gen nuclei)  against  targets  of  various  ele- 
ments at  a speed  of  five  million  or  more 
volts,  thus  rendering  these  elements  radio- 
active. Subsequent  experiments  by  this 
group  and  others,  have  resulted  Tn  establish- 
ing this  action  in  more  than  thirty  elements. 
After  the  elements  have  been  rendered  radio- 
active, they  continue  to  emit  radioactive  par- 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1944. 
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tides  for  greatly  varying  lengths  of  time. 
The  half  life  of  oxygen  for  example  is  2.1 
minutes  and  for  cobalt  three  years.  The  half 
life  of  radium  is  1550  years.  By  “half  life” 
is  meant,  one  half  of  its  energy  will  be  spent 
in  a given  period  of  time.  One  half  of  the 
remaining  energy  will  dissipate  in  the  fol- 
lowing length  period. 

It  is  stated  that  practically  any  element 
can  be  made  radioactive  in  the  cyclotron. 
These  radioactive  elements  give  off  particles 
similar  to  radium  and  have  similar  biological 
effects. 

With  the  development  of  these  radioactive 
elements,  together  with  the  known  biological 
effects  of  radium  and  x-ray  on  the  hema- 
topoietic organs,  interest  was  at  once  cen- 
tered on  experimentation  in  some  of  the 
blood  dyscrasias.  Radiation  treatment  had 
been  proven  of  value  in  some  of  these  con- 
ditions. Polycythemia  and  some  of  the  leu- 
kemias were  improved,  at  least  for  a time. 
The  method  generally  followed  was  more  or 
less  of  a generalized  radiation,  striking  more 
particularly  at  the  bone  marrow  and  other 
blood  forming  organs  in  polycythemia,  the 
spleen  and  lyphoid  tissues  in  the  leukemias. 
With  this  thought  in  mind,  why  not  ad- 
minister, orally  or  parentally,  some  of  these 
radioactive  substances. 

With  the  aid  of  precision  instruments — the 
Gieger  Counter  or  the  Electroscope,  it  is  pos- 
sible to  measure  the  amount  of  radiation 
emitted  from  the  excreta  or  any  particular 
site  in  the  body. 

Since  phosphorus  is  one  of  the  principal 
elemental  components  of  blood,  bone,  and 
bone  marrow,  the  latter  two  retaining  the 
highest  concentration  of  phosphorus  of  any 
of  the  body  tissues,  its  use  was  employed  in 
the  treatment  of  these  conditions.  Since 
radio  phosphorous  emits  beta  rays  which 
produce  their  ionization  in  the  immediate  vi- 
cinity of  the  phosphorous  atoms,  this  ma- 
terial seems  to  offer  a method  of  giving  local 
irradiation  in  diseases  of  the  bone  marrow. 

The  half  life  of  radioactive  phosphorus  is 
14.3  days.  By  giving  radio  phosphorus  it  is 
possible  to  administer  continuous  generalized 
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radiation  to  the  blood  and  blood  forming  or- 
gans. The  effect  is  75%  dissipated  in  about 
four  weeks.  The  dose  may  be  supplemented 
to  maintain  a constant  potential. 

Reports  in  the  literature  to  date,  on  the 
treatment  of  polycythemia,  chronic  myelo- 
genous and  lymphatic  leukemia,  seem  to 
about  parallel  the  results  obtained  by  x-ray 
and  radium  therapy.  The  advantages 
claimed  for  this  method  of  treatment  are : 

1.  It  is  a means  of  giving  whole  body  ir- 
radiation continuously  over  a period  of  two 
or  more  weeks,  with  a single  dose  of  sodium 
phosphate ; 

2.  There  are  no  irradiation  reactions. 

Erf  and  Lawrence,  in  the  August,  1941, 
issue  of  the  Annuals  of  Internal  Medicine, 
reported  six  cases  of  polycythemia  treated 
with  radio-phosphorous  with  marked  clinical 
and  hematological  improvement.  Their  con- 
clusions were  predicated  on  an  observation 
extending  over  a period  of  seven  to  fifteen 
months  after  the  initial  administration. 
Since  the  half  life  of  radio-phosphorous  is 
14.3  days,  this  would  appear  to  be  sufficient 
time  for  a fair  estimate  as  to  any  ultimate 
deleterious  effects  from  this  type  of  radia- 
tion. 

Radioactive  sodium  has  opened  a new  field 
for  the  physiologist  in  the  study  of  gastric 
secretion  and  absorption. 

Radioactive  iodine  has  afforded  a means 
of  determining  the  exact  role  of  iodine  in  the 
complex  metabolism  of  the  thyroid  gland. 

It  would  appear  that  these  artificially  pro- 
duced radioactive  elements,  called  isotopes, 
are  effective  therapeutic  agents  only  if  they 
are  selectively  deposited  in  the  neoplastic  or 
hyperplastic  tissue  that  is  to  be  destroyed. 
The  radiations  emitted  must  be  strong 
enough  to  prevent  growth  of  or  destroy  the 
cells.  To  date  only  three  isotopes — radio- 
active phosphorus,  radioactive  iodine  and 
radioactive  strontium — have  fulfilled  these 
requirements. 

Radio  phosphorous  may  have  some  value 
in  the  treatment  of  lymphosarcoma  and  the 
chronic  forms  of  lymphatic  and  myelogenous 
leukemia.  It  has  not  proven  to  be  any  bet- 
ter than  x-ray  in  acute  leukemia — which  is 
saying  very  little. 

Warren  in  reporting  a few  cases  in  the 
New  England  Journal  of  Medicine  states — 
“This  therapy  is  experimental  and  does  not 


displace  present  methods  of  radiation  for  the 
treatment  of  leukemia.”  As  previously 
stated  polycythemia  responds  fairly  well  to 
large  doses  of  the  substance. 

Considerable  experimentation  is  being 
done  with  radioactive  iodine  in  the  treatment 
of  hyperthyroidism.  Radiologists  have 
known  for  many  years  the  value  of  radiation 
for  this  condition.  Ross,  reporting  in  the 
April  15,  1943,  issue  of  the  New  England 
Journal  of  Medicine  states — “In  several  cases 
(as  yet  unreported  in  the  literature)  thyro- 
toxic patients  have  been  given  radioactive 
iodine  with  remarkable  benefits.  There  is 
every  reason  to  believe  that  in  the  not  too 
far  distant  future  radioactive  iodine  therapy 
may  supplant  subtotal  thyroidectomy  in  the 
control  of  hyperthyroidism.” 

Radioactive  strontium  because  of  its  be- 
ing deposited  in  rather  high  concentration 
in  the  active  growing  bone  tumors  and  be- 
cause of  abundance  of  beta  ray  emission, 
favorable  results  might  reasonably  be  ex- 
pected in  the  treatment  of  bone  malignancies. 
A few  favorable  results  have  been  reported, 
but  not  in  sufficient  number  to  warrant 
any  definite  conclusions. 

Some  experimental  work  is  being  done 
with  radio-activated  insulin,  noting  the  ef- 
fect on  the  rate  of  absorption  of  the  insulin. 
At  the  present  this  work  is  of  greater  in- 
terest to  the  physiologist  than  to  the  clini- 
cian or  therapist. 

A rather  brief  review  of  the  literature  pro- 
duces nothing  too  conclusive  or  altogether 
convincing  with  respect  to  the  value  of  radio- 
active substances  in  the  treatment  of  dis- 
ease. Yet  it  does  provide  food  for  stimula- 
tion of  the  imagination,  and  should  one  care 
to  speculate  there  would  seem  to  be  no  end 
as  to  the  contribution  that  might  be  made 
by  these  substances  if  some  of  the  present 
claims  prove  valid. 


WHY  DOES  A ROOSTER  CROW  SO  LOUDLY? 

City  folks  that  vacation  on  a farm  often  are 
disturbed  by  the  crowing  of  the  roosters  at  the 
crack  of  dawn. 

Actually  the  crowing  is  not  unusually  loud;  it  just 
seems  ear-rending  to  the  city  people,  according  to 
the  Sonotone  research  laboratories.  In  a city  the 
ears  constantly  are  being  bombarded  with  noise, 
which  tends  to  blanket  all  sounds.  Experiments 
have  demonstrated  that  in  the  average  city  office  a 
person  to  be  heard  must  talk  much  louder  than  when 
conversing  in  the  quiet  of  the  country.  The  rooster’s 
crow  is  heard  without  the  masking  city  noises. 
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FIRST  we  present  the  Annual  Address  of 
the  retiring  President  Floyd  Rogers.  It  is 
clear,  stimulating  and  contains  a world  of 
good  sense.  You  will  enjoy  reading  it  on 
page.: 228 

AS  part  of  a symposium  presented  before 
the  last  annual  sessions  of  the  Omaha  Mid- 
West  Clinical  Society,  we  publish  two  pa- 
pers on  radiology  as  applied  to  therapeutics. 
One  is  by  Dr.  Roy  W.  Fouts  of  Omaha,  who 
takes  up  the  subject  of  radioactive  sub- 
stances and  their  application  in  the  treat- 
ment of  disease  from  a general  standpoint. 
You  will  get  much  information  out  of  read- 
ing it.  The  paper  appears  on  page 230 

THE  SECOND  paper  in  the  symposium  is 
by  Dr.  Francis  Simonds,  also  of  Omaha,  who 
very  ably  discusses  the  treatment  of  inflam- 
matory processes  by  x-ray.  You  will  get 
much  out  of  studying  this  paper.  It  appears 
on  page  233 

A MOST  interesting  case  report  with  com- 
prehensive discussion  of  congenital  anoma- 


lies of  the  gastro-intestinal  canal  is  submit- 
ted by  Dr.  Harold  A.  McConahay  of  Holdrege. 
Dr.  McConahay  spent  a good  deal  of  time  and 
effort  in  working  up  this  case  and  we  are 
pleased  to  present  it  on  page 237 

THE  MINUTES  of  the  Council  and  House 
of  Delegates  should  be  read  by  everyone 
who  considers  himself  a part  of  organized 
medicine  and  an  active  member  of  the  As- 
sociation. If  you  are  reluctant  in  investing 
your  time  on  these  minutes,  read  the  edito- 
rial on  page  226  and  then  look  for  the  min- 
utes on  page 242 

MUCH  information  on  medical  news  and 
medical  trends  is  available  to  readers  of  this 
Journal  under  the  heading,  “News  and 
Views.”  Some  of  these  items  are  of  academic 
interest.  Most  of  them,  however,  are  of  a 
quality  that  touches  the  life  of  every  physi- 
cian. The  News  and  Views  begin  on 
page 256 

CORRECTION:  On  page  118  of  the  April 
issue  of  the  Journal,  under  Case  6,  the  age 
of  the  patient  is  26  years,  not  62  as  stated. 


X-ray  Treatment  of  Inflammations 
and  Acute  Infections* 

FRANCIS  L.  SIMONDS,  A.B.,  M.D. 

Omaha,  Nebraska 


Radiation  in  the  treatment  of  inflamma- 
tions and  acute  infections  needs  more  em- 
phasis. With  the  increasing  use  of  the  sul- 
fonamides and  penicillin  there  is  a tendency 
to  forget  that  there  is  still  a wide  field  in 
which  these  drugs  are  ineffective  and  that 
x-rays  present  a very  useful  form  of  therapy. 
There  are  certain  advantages  in  this  method 
which  need  to  be  called,  anew,  to  our  atten- 
tion. 

The  x-ray  treatment  is  painless,  requires 
no  anesthetic,  and  no  hospitalization.  The 
small  doses  used  produce  no  epilation,  no 
change  in  the  skin  or  mucous  membrane. 
This  method  is  especially  indicated  in  adults 
suffering  from  chronic  valvular  heart  dis- 
ease, arteriosclerosis,  nephritis,  or  advanced 
arthritis,  which  might  render  them  a poor 
operative  risk. 

In  acute  inflammations  only  a few  treat- 
ments are  needed,  the  total  dose  being  well 
below  the  erythema  skin  level.  Even  in  pa- 
tients who  are  bedfast,  the  doses  are  so  small 
that  they  may  be  given  by  means  of  the  or- 
dinary bedside  unit  x-ray  machine  found  in 
practically  every  hospital,  or  by  the  physi- 
cian’s portable  machine  in  the  home. 

METHOD  OF  ACTION 

Butler  and  Woolley (1)  found  destruction  of 
the  lymphocytes  in  the  membrane  of  infected 
sinuses  in  forty-eight  to  seventy-two  hours 
after  x-ray  treatment.  Heineke  found  de- 
struction of  the  lymphocytes  two  hours  after 
irradiation  and  Warthin  presented  unmis- 
takable evidence  of  lymphocytic  disintegra- 
tion fifteen  minutes  after  radiation.  Des- 
jardins<2)  states  that  this  destruction  of  the 
lymphocytes  liberates  antibodies  and  other 
protective  substances  previously  elaborated 
within  the  cells,  thus  making  these  sub- 
stances more  readily  available  for  defense. 
These  same  investigators  showed  the  poly- 
morphonuclear leukocytes  were  not  injured 
by  the  small  doses  of  radiation  used  in  the 
treatment  of  inflammation,  but,  on  the  con- 
trary, they  became  more  active,  stimulated 
apparently  by  the  antibodies  liberated  by  the 
broken  down  lymphocytes.  The  bacteria  are 

•Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1944. 


digested,  the  inflammatory  reaction  quickly 
subsides  or  becomes  localized  and  may  be 
evacuated  by  incision  or  spontaneous  rup- 
ture. Edema  is  lessened  by  the  destruction 
of  the  lymphocytes,  lessening  the  lymphatic 
block  and  bringing  about  analgesia. 

TYPES  OF  SUITABLE  CASES 

For  a complete  treatise  on  this  subject,  to- 
gether with  a list  of  all  the  types  of  cases 
amenable,  may  we  refer  you  to  a recent 
book  entitled  “Roentgen  Treatment  of  In- 
fections” by  Dr.  James  F.  Kelly  and  D. 
Arnold  Dowell  of  Omaha.  For  the  sake  of 
brevity  may  we  mention  a few  of  the  dis- 
eases which  have,  in  our  experience,  given 
very  satisfactory  response. 

Acne  vulgaris  is  beneficially  affected  by 
radiation  in  both  the  pustular  and  deeply 
scarred  types.  In  the  pustular  form,  TJ11- 
man(3)  thinks  that  in  addition  to  the  action 
on  the  lymphocytes  and  polymorphonuclear 
leukocytes,  the  x-ray  acts  upon  the  epithelial 
cells  of  the  sebaceous  and  sweat  glands  di- 
minishing their  secretory  activity.  Oily  and 
moist  skins  become  dryer  and  the  follicles 
that  have  been  cystically  dilated  by  engorge- 
ment with  fat  become  smaller  and  begin 
again  to  produce  normal  epithelial  cells. 

The  deeply  scarred  type  of  acne  is  greatly 
improved  by  x-radiation  which  softens  the 
scars  and  causes  them  to  flatten  and  become 
more  pliable.  The  treatments  should  con- 
sist of  about  50  per  cent  of  an  erythema 
dose,  repeated  at  three  week  intervals,  six  or 
eight  times,  depending  on  the  progress  of  the 
individual  case.  We  believe  the  dermatolo- 
gist prefers  weekly  treatment  of  75  r units 
for  a total  of  16  treatments. 

Carbuncles  and  furuncles  can  usually  be 
rendered  much  less  painful,  and  rapid  local- 
ization can  be  brought  about  with  a conse- 
quent shortening  of  the  period  of  recovery. 
Combination  with  the  usual  surgical  pro- 
cedures of  removal  of  the  “core”  and  hot 
packs  is  advisable.  If  treated  early,  many 
of  these  infections  may  be  aborted  and  sim- 
ply disappear  without  suppuration.  One  such 
case  referred  by  Dr.  McFaughlin  looked  well 
advanced  but  disappeared  immediately  fol- 
lowing only  one  treatment  of  400  r units. 
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Deep  cervical  infections  are  frequently  so 
hard  that  they  are  mistaken  for  carcinoma. 
Radiation  usually  causes  these  infections  to 
localize  and  come  to  the  surface  so  they  can 
be  incised.  In  this  respect  x-ray  treatment 
may  be  considered  a “therapeutic  test”  en- 
abling- the  physician  to  make  a differential 
diagnosis  between  infection  and  cancer  of 
the  neck. 

Postoperative  parotitis  is  not  only  a very 
painful  complication,  but  is  often  fatal. 
Knupper  and  Hummel <4)  report  forty-nine 
cases  treated  by  x-ray,  using  190  K.V.P.  0.5 
cu,  3 al  filter,  150-200  r per  treatment,  re- 
peated once  or  twice  at  two  day  intervals. 
Treatment  was  followed  by  reduction  of  tem- 
perature and  resolution  of  the  swollen  gland. 
In  thirty-three  cases,  one  treatment  was 
enough,  while  thirteen  cases  required  two 
treatments.  Hunt(5)  reported  the  successful 
treatment  of  twenty  cases  of  post-operative 
parotitis  in  very  ill  patients  with  the  ordi- 
nary bedside  x-ray  unit,  giving  50  r twice 
daily,  three  or  four  days.  Pain  stopped  at 
once,  swelling  rapidly  subsided  and  resolu- 
tion, without  surgical  incision,  occurred  in 
all. 

W.  Haucken(6)  reports  the  treatment  of 
twenty-four  cases  of  erysipelas  without  a 
death,  using  x-ray  applied  within  a few  hours 
of  the  onset  of  the  eruption.  Rapid  de- 
crease of  the  high  fever  and  toxic  symptoms 
were  noted.  Numerous  American  authors 
have  reported  similar  results.  On  the  other 
hand,  Knapp* 7>  of  the  Minneapolis  General 
Hospital,  reports  equally  good  results  from 
the  use  of  ultra-violet.  Objection  has  been 
made  to  this  agent  because  of  the  vesication 
produced  by  the  treatment.  Our  own  ex- 
perience leads  us  to  prefer  ultra-violet.  We 
use  a strong  erythema  dose,  but  not  enough 
to  produce  vesication.  The  affected  area  and 
normal  skin  about  5 mm.  beyond  the  border 
of  the  lesion  is  treated,  using  black  paper  to 
cover  the  healthy  skin.  The  straight  edged 
erythema  produced  by  the  treatment  is  easily 
distinguished  from  a new  invasion  of  the 
disease.  The  temperature  rapidly  subsides 
so  that  one  or  two  treatments  suffice.  If 
there  should  be  an  area  of  progressive  le- 
sion, this  can  be  treated  at  once  and  ar- 
rested. It  seems  to  us  that  here  is  one  in- 
stance where  the  proved  bactericidal  action 
of  ultra-violet  can  be  used  to  advantage.  We 
have  had  patients  who  failed  to  respond  to  x- 
ray  treatment  whose  process  was  stopped  by 


one  application  of  ultra-violet  with  the  tech- 
nique described  above. 

Kelly  has  reviewed  364  cases  of  gas  gan- 
grene treated  with  x-ray  by  various  authors. 
All  of  them  have  shown  improvement  follow- 
ing the  treatment.  Those  who  died  were 
either  moribund  or  succumbed  to  some  surgi- 
cal complication,  such  as  embolism  or  shock. 
The  action  of  x-ray  in  gas  gangrene  is 
thought  to  be  due  to  the  formation  of  hydro- 
gen peroxide  in  the  tissues  as  suggested  by 
Faust* 9).  He  cites  some  experiments  carried 
on  at  Stanford  University  in  which  it  was 
found  that  irradiation  of  nutrient  fluids  pro- 
duced small  quantities  of  hydrogen  peroxide 
which  was  fatal  to  protozoa.  Hydrogen  per- 
oxide being  quickly  absorbed,  the  treatments 
must  be  frequently  repeated.  Kelly  also  re- 
ports extensively  on  the  treatment  of  gen- 
eral peritonitis  after  appendicitis  and  pre- 
sents the  following  interesting  table: 

TREATMENT  OF  GENERAL  PERITONITIS 


AFTER  APPENDICITIS 


Cases 

Died 

Mor- 

tality 

General  measures  only 

109 

71 

65.1% 

Sulfonamides  and  general 
measures 

42 

16 

38.0% 

Combination  x-rays  and 
sulfonamides 

21 

7 

33.3% 

X-rays  and  general  measures 

__  30 

6 

20.0% 

Total 

202 

100 

49.5% 

Treated  with  x-rays 

51 

13 

25.4% 

Treated  without  x-rays 

151 

87 

57.6% 

Acute  osteomyelitis  is  a surgical  problem 
and  early  drainage  is  essential.  On  the  other 
hand,  the  later  stages  of  the  acute  case  and 
the  chronic  type  can  be  benefited  by  small 
doses  of  x-radiation.  Pain  is  lessened,  the 
drainage  becomes  more  liquid  and  the  bac- 
terial content  is  reduced  due  to  the  greater 
activity  of  the  polymorphonuclear  leukocytes 
stimulated  by  the  liberation  of  the  contents 
of  the  broken  down  lymphocytes. 

Butler  and  Woolley (1)  reported  the  value 
of  x-ray  treatment  in  infections  of  the  ac- 
cessory nasal  sinuses.  They  carried  on  a 
series  of  experiments  on  cats  to  determine 
the  action  of  the  x-rays.  They  found  the 
lymphocytes  were  broken  down  within  a few 
hours  even  when  very  small  doses  of  x-rays 
were  used.  At  the  same  time  the  macro- 
phages became  more  active,  stimulated  ap- 
parently by  the  substances  released  from  the 
broken  down  lymphocytes.  The  sinus  mem- 
brane became  thinner  but  retained  numerous 
plasma  cells,  polymorphonuclear  leukocytes 
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and  some  histocytes.  Fibrosis  began  in  one 
week.  The  cilia,  epithelial  cells  and  those 
other  than  the  lymphocytes  showed  no  in- 
jury from  the  treatment. 

After  these  experiments  700  cases  of  in- 
fected sinuses  in  humans  were  treated,  of 
which  450  were  followed  up.  These  cases 
were  divided  into  five  groups: 

1.  Chronic  infection  with  hypertrophic 
membrane. 

2.  Cases  with  polyps  and  cysts. 

3.  Atrophic  types  of  membrane. 

4.  Chronic  with  densely  fibrotic  mem- 
brane. 

5.  Postoperative  cases,  unsuccessful  radi- 
cal surgery. 

Of  the  450  cases,  36  per  cent  were  entire- 
ly relieved;  55  per  cent  were  definitely  im- 
proved, and  9 per  cent  were  helped  slightly 
or  not  at  all. 

The  best  results  were  obtained  in  the  pa- 
tients with  chronic,  hypertrophic  membrane, 
the  postoperative  failures  ranking  next.  The 
cases  with  cysts  and  polyps  gave  no  response. 
The  atrophic  types  and  chronic  cases  with 
dense  fibrous  membranes  would  scarcely  be 
expected  to  show  much  change  since  the 
end  result  of  radiation  is  fibrosis.  When  the 
disease  has  already  produced  fibrosis,  the 
x-ray  can  only  add  to  that  already  present. 

The  good  results  obtained  by  irradiation 
of  diseased  sinuses  can  be  duplicated  in  mas- 
toid disease.  Care  must  be  taken  in  select- 
ing cases  suitable  for  treatment,  viz;  the 
early  case  with  pain  but  without  bone  de- 
struction. Bone  destruction  always  indicates 
surgical  intervention.  Schillinger(10)  reports 
the  successful  application  of  x-ray  in  the 
treatment  of  mastoiditis,  which  causes  a 
change  in  the  clinical  picture  in  from  six  to 
twenty-four  hours.  This  change  is  charac- 
terized by: 

1.  Lower  temperature. 

2.  Cessation  of  pain. 

3.  Absence  of  insomnia. 

4.  Decrease  in  the  amount  of  discharge. 

5.  Change  of  the  discharge  from  puru- 
lent to  mucopurulent. 

Schillinger  gives  the  following  contra- 
indications : 


1.  Edema  over  the  mastoid. 

2.  Destruction  of  the  process. 

3.  When  favorable  progress  does  not  re- 
sult after  one  treatment. 

4.  Diabetes. 

5.  Transient  edema  in  the  region  of  the 
emissary  vein  (Griesinger  sign)  indicative 
of  parasinus  abscess  or  sinus  thrombosis. 

6.  When  the  sigmoid  sinus  extends  more 
anteriorly  than  usual  so  that  it  impinges 
on  the  antral  region.  Infection  in  such  a 
mastoid  threatens  the  sinus  with  abscess  or 
thrombosis. 

7.  Low  grade  sepsis  and  increasing  bone 
destruction. 

8.  Irritation  or  infection  of  the  intra- 
cranial structures. 

X-ray  treatment  in  the  various  fungus 
diseases  has  been  reported  by  numerous  au- 
thors. Stewart-Harrison(11)  of  the  Univer- 
sity of  Zurich,  report  the  results  in  thirty 
cases  which  were  confirmed  by  microscopic 
examinations,  twenty-two  of  which  were  in 
the  head  and  neck,  the  remaining  eight  in  the 
lungs,  liver,  intestines  and  abdominal  wall. 
Dyes ( 12  ) reports  thirty-three  cases.  He  com- 
bines the  internal  use  of  potassium  iodide 
0.5  gm.  three  times  daily  for  one  week,  then 
rest  one  week  in  alternate  order.  Both  the 
above  authors  limit  surgical  intervention  to 
aspiration  and  drainage  of  localized  liquified 
areas.  Both  use  170-180  K.V.P.,  0.5  mm. 
cu.  filter,  giving  240  r dose  daily  to  a total 
of  1200-1500  r.  No  radiodermatitis  is  pro- 
duced by  this  treatment. 

Our  experience  coincides  with  these  au- 
thors except  that  some  of  the  more  resistant 
cases  are  treated  at  intervals  of  three  weeks 
with  a 25  per  cent  E.S.D.  each  treatment 
until  complete  resolution  has  taken  place. 
Potassium  iodide  is  given  to  physiologic  ef- 
fect rather  than  in  fixed  dosage.  We  prefer 
this  manner  of  dosage  because  of  the  variable 
tolerance  in  different  patients. 

The  treatment  of  blastomycosis  and  sporo- 
trichosis is  equally  successful.  Some  authors 
depend  entirely  on  the  x-ray  while  others 
combine  x-ray  with  postassium  iodide.  We 
have  used  the  combination  treatment. 

Infections  granulomata  are  radiosensitive 
but  should  have  a full  E.S.D.  within  a short 
period  of  time,  preferably  200  r daily. 

Mycosis  fungoides  are  radiosensitive  with 
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rapid  shrinkage  of  the  lesions  under  full 
E.S.D. 

Negru(13)  reports  the  results  of  thirty 
cases  of  inguinal  lymphogranulomatosis 
treated  with  x-rays  during  the  past  eleven 
years.  He  used  300  r earlier,  but  later  200  r 
per  treatment,  repeated  at  intervals  of  four 
to  six  weeks.  Sixteen  cases  were  cured,  ten 
improved,  three  not  cured  and  one  recurred. 

Pf aider  and  Kapo(14)  advocate  the  use  of 
x-ray  treatment  in  tuberculous  cervical 
adenitis  using  130  K.V.P.,  40  cm.  distance, 
6 mm.  al.  filter,  300  r dose  given  at  intervals 
of  seven  to  fourteen  days.  Some  have  cleared 
up  after  two  treatments  while  the  most  re- 
sistant required  ten.  Desjardins(15)  uses 
practically  the  same  technique  for  tuber- 
culous cervical  adenitis  but  also  recommends 
the  use  of  x-ray  in  tuberculous  conjuncti- 
vitis, keratitis  and  iritis.  X-ray  treatment 
retards  the  evolution  of  tubercles  in  eye  con- 
ditions, the  effect  being  greatest  during  the 
infiltrative  stage  of  the  lesions.  He  recom- 
mends 135  K.V.P.,  4 mm.  al.  filter,  50-70 
per  cent  E.S.D.  at  four  week  intervals. 

Peribronchial  adenopathy  is  favorably  in- 
fluenced by  200  K.V.P.,  2 mm.  cu.  filter, 
200  r dose  repeated  once  weekly  to  not  more 
than  1,000  r total  dosage  over  one  area. 

In  delayed  resolution  in  pneumonia,  25  per 
cent  of  an  E.S.D.  repeated  daily  three  or  four 
times,  is  of  aid  in  promoting  resolution. 
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REPORT  EMPHASIZES  IMPORTANCE 
OF  THE  RH  FACTOR  IN  THE  BLOOD 

The  importance  of  the  Rh  blood  factor  in  preg- 
nancy is  emphasized  in  a paper  in  The  Journal  of  the 
American  Medical  Association  for  March  17  report- 
ing that  when  women  are  given  transfusions  of  Rh 
positive  blood  from  eight  to  twenty-three  years  after 
their  last  pregnancies  hemolytic  reactions  may  re- 
sult. This  evidence  that  pregnancy  may  cause  per- 
manent sensitivity  to  the  Rh  factor  when  a woman 
with  an  Rh  negative  type  receives  a transfusion  of 
Rh  positive  blood,  thus  causing  a reaction  in  which 
the  red  blood  cells  are  destroyed,  is  reported  by 
Lawrence  E.  Young,  M.D.,  and  Donald  H.  Kariher, 
M.D.,  of  Rochester,  N.  Y. 


These  observations  and  the  cases  reported  in  the 
study  support  the  recent  conjecture  that  immuniza- 
tion produced  by  the  Rh  factor  during  pregnancy 
probably  persists  for  life. 

“Transfusion  reactions,”  the  two  physicians  warn, 
“due  to  Rh  incompatibility  may  be  typical  or  they 
may  be  bizarre,  and  therefore  minor  reactions  can 
easily  go  undetected.  However,  if  the  Rh  negative 
patient  who  had  this  minor  reaction  is  given  an- 
other transfusion  of  Rh  positive  blood  she  may  have 
a more  violent  reaction  which  could  prove  fatal.  It 
is  of  the  utmost  importance  therefore  to  investigate 
all  reactions,  minor  or  severe,  so  that  the  exact  cause 
can  be  determined  and  a recurrence  of  the  accident, 
perhaps  in  a more  severe  form,  may  be  prevented.” 


Congenital  Micro-Colon  Associated  with 
Multiple  Small  Intestine  Stenoses 
and  Atresias 

HAROLD  A.  McCONAHAY,  M.D. 
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Congenital  malformations  of  the  gastro- 
intestinal tract  are  uncommon.  Rarely  do 
we  find  congenital  narrowing  of  any  portion 
of  the  intestinal  tract  of  a degree  sufficient 
to  cause  symptoms.  Theremin' 4)  (1877)  in 
an  exhaustive  review  of  the  literature  re- 
corded two  cases  of  intestinal  obstruction  in 
111.451  necropsies  in  Vienna  and  9 in  150,000 
in  Leningrad  autopsies.  Clogg,2)  gives  the 
position  of  the  stenosis  in  181  cases,  the 
jejunum  and  ileum  were  affected  in  104 
cases,  the  duodenum  in  69  and  the  colon  in 
8 cases. 


Fig.  1.  Photograph  taken  of  autopsy  specimen  of  an  infant 
with  congenital  micro-colon,  associated  with  multiple  stenoses 
and  atresias  of  small  intestine.  (s)  Stomach,  (d)  duodenum, 
(j)  distended  jejunum,  (sj)  stenosis  of  jejunum,  (ai)  ano- 
malous ileum  with  multiple  atresias  and  stenoses,  (ni)  normal 
ileum,  (di)  dilated  ileum,  (a)  vermiform  appendix,  (c)  cecum, 
(ac)  normal  proximal  portion  of  ascending  colon,  (as)  stenosis 
of  ascending  colon  and  (m)  micro-colon. 

The  limited  number  of  cases  of  congenital 
micro-colon  in  the  literature  stress  the  ex- 
treme rarity  of  the  condition.  Micro-colon 
associated  with  congenital  malformations  of 
the  small  intestine  are  still  less  frequently 
encountered.  Greig(3)  reviewed  the  litera- 
ture of  the  condition  and  published  three 
cases  in  which  the  entire  colon  was  diminu- 
tive and  in  which  there  were  in  addition  ab- 
normalities of  the  small  bowel.  He  remarks, 
“probably  about  5%  of  all  cases  of  the  in- 
testinal stenosis  occur  in  the  great  intestine.” 
Rankin  Bargen  and  Buie(4)  in  the  1932  edi- 
tion of  their  book  refer  to  six  cases  of  micro- 
colon. 


CASE  HISTORY 

A normal  male  child  was  born  March  21,  1945. 
It  was  a premature  birth,  at  eight  months,  weigh- 
ing six  pounds  four  ounces.  It  was  the  fifth  child 
in  the  family  within  eight  years.  Pregnancy  and 
labor  were  normal  except  for  an  abnormal  amount 
o amiotic  fluid.  The  father,  age  36  and  the  mother 
age  30,  were  well  and  both  came  from  healthy  stock. 
The  other  children  are  all  normal. 

The  baby  cried  lustily  at  birth  and  breathed  spon- 
taneously. He  later  became  cyanotic  requiring  the 
administration  of  oxygen.  Soon  after  birth  the 
baby  began  regurgitating  a clear  fluid.  He  became 
quite  restless  and  cried  as  if  in  distress. 

It  was  then  noticed  that  he  passed  urine  but  no 
feces.  After  several  attempts  to  evacuate  the  bowel 
with  enemas,  with  no  results,  the  attendant  became 
alarmed.  A digital  examination  was  made  and  an 
obstruction  was  found  about  2 cm.  up  in  the  rectum. 

The  baby  was  admitted  to  the  hospital  on  March 
23,  1945  at  the  age  of  two  days.  He  was  quite  active 


Fig.  2.  Radiogram  taken  3-24-45.  Barium  forced  into  rectum 
under  pressure.  The  barium  has  transcended  the  stenosis  and  ap- 
pears in  contracted  sigmoid  and  descending  colon  (m).  The 
stomach  (s),  duodenum  (d),  and  jejunum  (j)  are  distended 
with  gas  denoting  an  obstruction  of  jejunum. 

and  well  formed.  Vomiting  became  more  pro- 
nounced and  persistent.  The  emesis  now  contained 
large  quantities  of  greenish,  black,  fluid.  The  child 
was  obviously  very  ill.  The  upper  abdomen  was 
tympanitic  and  markedly  distended.  Violent  peri- 
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Fig.  4.  Radiogram  taken  3-24-45  at  11  :00  a.m.  More  barium 
was  introduced  through  catheter  revealing  the  course  of  micro- 
colon (m).  The  barium  was  forced  higher  into  the  coils  of  the 
ileum  (i).  Micro-colon  appears  smooth  with  no  haustrations 
descernible. 
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staltic  waves  were  elicited  in  the  upper  abdomen 
when  the  child  attempted  to  drink  water.  Constipa- 
tion was  absolute  from  birth.  Rectal  examination 
revealed  a normal  anus  and  rectum  with  an  obstruc- 
tion approximately  2 cm.  from  the  external  anal 
orifice. 


FLUOROSCOPIC  AND  RADIOGRAPHIC 
EXAMINATION 


A weak  solution  of  barium  was  forced  into  the 
rectum  with  a bulb  syringe.  Under  fluoroscopic  ob- 
servation the  barium  was  seen  transcending  the  ob- 
struction and  appeared  in  the  constricted  sigmoid 


Fig.  3.  Radiogram  taken  3-24-45  at  11  :00  a.m.  Barium 
enema  given  through  rubber  catheter  forced  through  the  steno- 
sis. Barium  transcends  entire  colon  into  cecum  and  terminal 
ileum.  It  reveals  micro  colon  (m),  stenosis  ascending  colon  (ac), 
cecum  (c),  distended  ileum  (I),  stenosis  of  ileum  (si)  and 
smaller  ileum  (i). 

and  descending  colon  (Fig.  2).  Then  with  the  aid 
of  a small  proctoscope,  a soft  rubber  catheter  was 
inserted  through  the  stricture.  A barium  enema 
was  administered  and  its  course  followed  by  means 
of  fluoroscopy.  The  barium  entered  the  constricted 
colon  slowly  at  first,  but  later  entered  more  freely 
as  the  colon  dilated  to  receive  it.  The  barium  fol- 
lowed the  normal  course  of  the  colon  and  was 
forced  as  far  as  the  right  colon,  transcending  the 
ileocecal  valve  into  the  terminal  ileum.  The  caliber 
of  the  colon  was  approximately  4 mm.  in  diameter. 
The  proximal  portion  of  the  ascending  colon,  cecum 
and  vermiform  appendix  appeared  normal.  The 
ileum  proximal  to  the  cecum  was  normal  for  a few 
centimeters,  then  it  became  dilated  with  barium. 
The  dilatation  extended  for  a short  distance  then 
abruptly  narrowed  and  continued  as  a smaller  ileum. 
After  the  barium  had  reached  the  cecum  and  ap- 
peared in  the  terminal  ileum,  radiographic  films 
were  taken  (Fig.  3,  4). 

The  fluoroscopic  and  radiographic  study  reveals 
conclusive  evidence  of  peristalysis  of  the  micro- 


Fig.  5.  Radiogram  taken  3-25-45  at  11  :00  a.m.  Twenty-four 
hours  after  barium  enema.  Considerable  portion  of  barium 
enema  has  been  expelled  from  ileum  and  right  colon  and  elim- 
inated from  the  intestinal  tract.  There  is  only  small  rem- 
nants of  barium  remaining  in  the  small  caliber  or  contracted 
micro-colon  (m). 

colon.  The  first  radiogram  shows  a small  contracted 
colon  readily  dilated  to  receive  the  barium.  The 
barium  transcended  the  entire  colon  and  cecum,  ex- 
tending into  the  loops  of  the  terminal  ileum  without 
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Fig.  6.  Radiogram  taken  3-26-45  at  11  :00  a.m.  Forty-eight 
hours  after  barium  enema,  also  after  ingestion  of  thinly  diluted 
barium  during  the  night.  Barium  appears  in  the  dilated  coils 
of  jejunum.  Barium  is  further  depleted  from  ileum  and  cecum 
and  appears  again  in  the  micro-colon.  There  are  definite 
haustral  indentations  (h)  along  the  transverse  colon,  revealing 
peristaltic  activity. 

cecum  (Fig.  5).  In  the  forty-eight  hour  radiogram 
the  colon  had  relaxed  and  refilled  with  barium.  At 
this  time  definite  frustrations  of  the  transverse 
colon  are  present  (Fig.  6).  During  the  night  pre- 
ceding this  film,  small  doses  of  thinly  diluted  barium 
were  administered  orally  with  a dropper.  The 
barium  appears  in  the  distended  jejunum.  An  ex- 
posure six  hours  later  reveals  some  of  the  barium 
regurgitated  back  into  the  stomach  (Fig.  7). 

The  micro-colon  by  its  propulsive  peristaltic  move- 
ments has  successfully  eliminated  a large  portion  of 
the  barium  from  the  bowel.  The  child  passed  barium 
voluntarily  from  the  rectum  during  this  time. 

TREATMENT 

Parenteral  fluids  were  administered  freely  and 
all  ingested  food  was  promptly  regurgitated.  Realiz- 
ing that  individuals  with  intestinal  atresia  will  die 
if  left  untreated  we  had  surgical  consultation.  On 
the  basis  of  radiographic  findings  of  a jejunal  ob- 
struction with  a micro-colon,  surgical  intervention 
was  deemed  a hopeless  procedure.  The  only  pos- 
sible surgical  relief  would  have  been  a jejunostomy 
and  this  procedure  has  never  met  with  success. 
Twenty  cases  of  intestinal  obstruction  were  treated 
by  Ladd  and  Gross*5)  as  referred  to  in  their  text 
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evidence  of  obstruction.  The  micro-colon  appears 
greatly  elongated  and  tortorous  with  smooth  walls. 
There  is  no  evidence  of  haustrations,  a condition 
similar  to  an  adult  spastic  colon  distended  with 
barium  (Fig.  3,  4).  Twenty-four  hours  later  the 
colon  was  almost  empty  showing  only  small  rem- 
nants of  barium  in  a contracted  bowel.  Much  of 
the  barium  had  been  eliminated  from  the  ileum  and 


Fig.  7.  Radiogram  taken  3-26  45  at  5:00  p.m.  Fifty-four 
hours  after  barium  enema.  There  is  still  less  barium  in  the 
ileum,  cecum  and  right  colon.  The  appendix  (a)  is  visualized 
and  appears  normal.  Some  of  the  barium  has  been  regurgitated 
back  into  the  stomach  (s)  and  also  appears  further  into  the 
jejunum  (j).  Diluted  barium  transcends  stenotic  jejunum  and 
appears  in  the  anomalous  ileum  (i). 


Fig.  8.  Radiogram  ' taken  of  post-mortem  specimen  with 
barium  injected  through  stomach  and  micro-colon.  The  barium 
injected  through  the  stomach  fills  the  distended  duodenum  (d) 
and  jejunum  (j).  The  barium  injected  through  the  micro-colon 
(m)  flows  freely  into  the  cecum  (c),  appendix  (a)  and  ileum 
(i).  The  intervening  anomalous  small  intestine  (ai)  was  inject- 
ed with  barium  by  hypodermic  syringe  at  various  points  to 
show  its  relationship  to  the  patent  portions  of  small  intestine. 
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(1941)  with  an  enterostomy  with  no  survivals.  They 
state,  “the  use  of  an  enterostomy  in  a newly  born 
child  always  leads  to  extreme  dehydration  which 
cannot  be  combated  even  with  vigorous  administra- 
tion of  parenteral  fluids  and  blood.”  Intravenous 
injections  of  water,  hemoglobin,  plasma,  glucose  and 
sodium  chloride  will  support  the  child,  but  are  in- 
sufficient to  maintain  life. 

The  condition  of  the  baby  progressively  became 
worse.  He  developed  a high  fever  a few  hours 
before  his  death.  He  died  at  the  age  of  6 days 
on  March  27,  1945. 

AUTOPSY  FINDINGS 

The  condition  of  the  bowel  was  of  particular  in- 
terest. The  gut  was  normal  in  position  and  fixa- 
tion. The  stomach,  duodenum  and  jejunum  ap- 
peared normal,  except  for  distension  with  gas.  The 
terminal  end  of  the  jejunum  was  markedly  stenosed 
and  transcended  into  a dimunitive  ileum.  This  seg- 
ment of  ileum  with  a definite  lumen  was  inter- 
rupted by  multiple  atresias  and  stenoses.  These 
segmentations  gave  the  anomalous  ileum  a sausage- 
like appearance.  It  measured  55  cm.  in  length,  av- 
eraging 2 to  5 mm.  in  diameter.  The  gut  distal  to 
the  atresias  extended  uniformly  for  37.5  cm.,  aver- 
aging 1 to  114  cm.  in  diameter.  Then  it  became  di- 
lated to  1 5 to  2 cm.  in  diameter  for  about  4 cm., 
where  an  abruptly  narrowed  ileum  extended  about 
7.5  cm.  to  the  cecum.  This  last  segment  averaged 
7 mm.  in  diameter. 

The  muscular  walls  of  the  entire  small  intestine, 
though  thined  at  various  points  from  gaseous  disten- 
tion, were  not  hypertrophied  The  wall  of  the  cecum 
was  greatly  hypertrophied.  This  portion  of  bowel 
measured  3 5 cm.  in  length  and  2%  cm.  in  diameter. 
The  vermiform  appendix  was  normal. 

The  ascending  colon  became  greatly  stenotic, 
with  moderate  hypertrophied  walls,  just  proximal  to 
the  hepatic  flexure.  Beyond  this  narrowing  the  colon 
was  greatly  diminutive  in  size,  averaging  4 to  5 mm. 
in  diameter.  It  traversed  a normal  course  through- 
out to  the  rectum  where  another  stricture  was 
found.  The  diminished  colon  measures  29  cm.  in 
length.  The  rectum  and  anus  were  normal.  The 
intestinal  tract  from  the  pyloric  end  of  the  stomach 
to  the  rectum  measured  193  cm. 

A greenish  pigmented  mucus  was  encountered  in 
the  terminal  ileum  15  cm.  distal  to  the  last  atresia. 
The  mucus  contained  traces  of  bilirubin  but  no 
cornified  epithelial  cells. 

ETIOLOGY 

The  direct  causative  factors  in  congenital 
imcro-colon  are  not  definitely  understood. 
Several  theories  have  been  advanced  to  ac- 
count for  the  malformation,  but  none  have 
been  definitely  proven.  Space  does  not  per- 
mit the  elaboration  of  these  theories,  so  they 
will  only  be  briefly  enumerated  here.  The 
theories  are: 

1.  Absence  of  vis  a tergo. 

2.  Congenital  occlusion  of  the  ileocecal 
valve. 


3.  Occlusion  of  the  bowel  lumen. 

4.  Meconium  ileus. 

5.  Insufficient  blood  supply. 

Greig(3>  in  his  report  challenged  and  suc- 
cessfully disputed  these  theories  by  con- 
vincing evidence.  He  hypothesizes  that  con- 
genital atresia  of  the  colon  is  caused  by  lack 
of  relaxation  of  the  intestinal  wall  in  the 
embryo  as  a result  of  a defect  in  the  auto- 
nomic nervous  system.  He  assumed  that 
while  the  anatomical  structure  is  normal, 
never-the-less  meconium  has  not  been  able 
to  penetrate  the  colon  because  it  has  not 
opened  to  receive  intestinal  contents. 

In  congenital  micro-colon  the  viscus  is  a 
colon  in  miniature.  Every  detail  is  repre- 
sented. The  lumen  is  present  and  the  mus- 
cular coats  bear  normal  proportion  to  each 
other,  but  everything  is  unduly  small.  The 
mucus  lining  has  secreted  its  mucus  enteri- 
cus  but  the  bowel  contains  no  meconium.  The 
anatomic  structure  is  perfect,  but  the  me- 
conium has  passed  so  far  and  no  further, 
because  the  next  segment  has  never  opened 
to  receive  it.  The  portion  of  the  intestine 
proximal  to  the  micro-colon  has  hyper- 
trophied from  over-activity.  In  Greig’s(3) 
case  the  hypertrophy  was  at  the  terminal 
ileum. 

Greig'U  states  that  the  tube  neither  ex- 
pands nor  contracts,  it  remains  passive  and 
functionless.  In  his  words,  “it  is  not  an  ana- 
tomical defect,  it  is  a physiological  abbera- 
tion.  The  effection  is  an  achalasia,  a want 
of  relaxation,  due  to  a defect  in  the  auto- 
nomy nervous  mechanism.”  His  conclusions 
were  made  from  a study  of  three  autopsy 
specimens,  together  with  a comprehensive 
survey  of  reported  cases  in  the  literature, 
without  benefit  of  direct  observation  of  a 
living  specimen.  He  assumes,  however,  that 
the  colon  does  not  function.  Clogg(2)  writes 
in  this  respect,  “it  has  yet  to  be  shown  I 
think  whether  the  contracted  portion  of  gut 
is  capable  of  dilation  and  can  serve  any  pur- 
pose or  whether  it  is  really  an  instance  of 
non-development.” 

The  case  in  this  report  substantiates 
Greig’s(3)  findings  that  the  viscus  is  ana- 
tomically perfect  and  all  structures  are  pro- 
portionately reduced  in  size,  but  it  also  gives 
defipite  proof  of  a functioning  micro-colon. 
Consequently  the  autonomic  nervous  system 
is  intact  and  capable  of  inducing  peristaltic 
activity  in  the  miniature  colon. 
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It  is  therefore  contended  that  the  causa- 
tive factor  is  an  imbalance  in  the  function 
of  the  autonomic  nervous  system  during  em- 
bryonic life.  The  effect  of  the  stimulator 
impulses  predominate  the  effect  of  the  in- 
hibitors producing  a state  of  hyper-vaga- 
tonia.  This  derangement  in  function  would 
account  for  the  hyperspastic  condition  of  the 
colon  making  it  incapable  of  relaxation.  The 
gut  could  not  dilate  normally  as  it  should 
during  embryonic  development.  Instead  it 
remains  in  a relatively  fixed  spastic  condi- 
tion until  the  stimulator  effect  of  the  auto- 
nomic nervous  system  has  been  forcefully 
counteracted.  In  the  reported  case  the 
barium  enema  which  was  injected  under 
pressure  relaxed  the  colon  sufficiently  to 
permit  normal  peristalysis. 

TREATMENT 

The  early  recognition  of  the  condition  with 
immediate  therapy  directed  to  the  relief  of 
the  hyper-spastic  condition  of  the  micro- 
colon may  offer  some  hope  for  these  infants 
in  the  future.  If  the  strong  stimulator  ef- 
fect can  be  successfully  counteracted  by 
drugs  or  by  mechanical  dilatation,  peristaly- 
sis would  be  induced  to  a degree  sufficient 
to  maintain  an  adequate  fluid  balance  in  the 
child’s  body  sustaining  life  beyond  the  usual 
six  to  ten  day  period.  It  is  this  interference 
with  the  fluid  or  water  metabolism  of  the 
infant  which  ultimately  produces  dehydra- 
tion and  exhaustion  which  causes  most 
deaths  in  these  infants. 

It  has  been  shown  that  the  colon  is  ana- 
tomically normal  except  for  its  reduced  size 
and  it  is  capable  of  normal  function.  Such  a 
colon  is  endowed  with  inherent  potentialities 
for  dilatation  under  normal  functioning  con- 
ditions. Then  it  is  logical  to  assume  that  the 
colon  could  be  dilated  sufficiently  to  main- 

* 


INDUSTRY  FINDS  JOBS  FOR  PHYSICALLY 
HANDICAPPED 

War  has  lifted  the  job  horizon  for  the  physically 
handicapped. 

Men  and  women  with  defective  vision  or  sub- 
normal hearing  have  been  found  by  industry  to  be 
as  efficient,  when  proper  aids  are  used  to  overcome 
their  handicaps,  as  persons  whose  eyes  and  ears  do 
not  require  assistance. 

“A  new  understanding  of  the  hard  of  hearing 
has  emerged  from  the  experience  of  war  on  the 
home  production  front,”  according  to  the  Sonotone 


tain  a proper  water  balance  which  is  neces- 
sary to  sustain  life.  By  prolonging  these 
infants  other  therapeutic  procedures  may 
be  under  taken  at  a later  date  on  a better 
prepared  infant  with  less  risk. 

DISCUSSION 

The  contents  of  this  report  has  been  con- 
fined primarily  to  the  micro-colon.  It  is  a 
rare  anomaly  and  information  in  the  litera- 
ture concerning  it  is  limited.  Most  cases 
reported  are  based  on  a study  of  anatomical 
structures  in  spec 'mens  removed  at  autopsy. 
There  has  been  much  speculation  regarding 
the  physiology  of  these  colons,  but  very  few 
known  facts  have  been  published.  Mucus 
entericus  has  been  found  in  the  lumen  of 
these  colons  as  evidence  of  a functioning 
secretory  structure  in  the  lining  membrane, 
but  to  my  knowledge  nothing  has  been  pub- 
lished here-to-for  to  prove  peristaltic  activ- 
ity. 

The  associated  condition  of  multiple 
atresias  of  the  small  intestine  is  more  com- 
mon, consequently  it  is  more  amply  reported 
in  the  literature.  Therefore  it  was  not 
stressed  in  this  report. 
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research  laboratories.  “Not  many  years  ago  a per- 
son with  auditory  shortcomings,  although  wearing 
a hearing  aid,  might  have  found  it  difficult  to  ob- 
tain a job.  But  hard  of  hearing  workers  have 
proved  to  be  efficient  and  loyal,  with  the  result 
that  much  of  the  unjustified  prejudices  that  former- 
ly existed  in  industry  against  the  hard  of  hearing 
has  been  dispelled.” 

“The  postwar  outlook,  therefore,  for  the  hard  of 
hearing  looks  good.  With  the  new  attitude  of  many 
industries,  persons  using  hearing  aids  will  be  able 
to  obtain  and  hold  jobs  without  many  of  the  un- 
just discriminations  that  prevailed  in  the  past.” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 

“ Hiir.f  ' :■  t1;  . • , -Jl.ii  SaC  :i~  " 


MINUTES  OF  BOARD  OF  COUNCILORS 
May  8,  1945 

The  annual  meeting  of  the  Board  of  Coun- 
cilors was  held  in  the  Lancaster  Room  of  the 
Hotel  Cornhusker,  Lincoln,  Nebraska,  May 
8,  1945,  and  was  called  to  order  at  11:30  a.m. 
by  Dr.  Clayton  Andrews,  President  of  the 
Council. 

The  following  members  were  present : Drs. 
Warren  Thompson,  Clayton  Andrews,  W.  E. 
Shook,  G.  E.  Peters,  M.  0.  Arnold,  C.  W. 
Way,  H.  S.  Andrews,  J.  B.  Redfield,  and 
Geo.  W.  Pugsley.  Also  present  were  Drs. 
R.  B.  Adams  and  Rudolph  F.  Decker,  Her- 
man Jahr,  and  Mr.  M.  C.  Smith,  Executive 
Secretary. 

Dr.  Andrews  called  attention  to  the  budget 
items,  and  after  discussion,  a motion  was 
made  by  Dr.  Geo.  W.  Pugsley,  seconded  by 
Dr.  H.  S.  Andrews,  that  the  Council  recom- 
mend to  the  House  of  Delegates  and  Board  of 
Trustees  that  a contingent  account  for  the 
President’s  expenses  of  $500.00  annually, 
beginning  with  1946,  be  set  up  as  an  item 
in  the  budget.  The  motion  carried. 

A motion  was  made  by  Dr.  H.  S.  Andrews, 
seconded  by  Dr.  G.  E.  Peters,  that  we  recom- 
mend to  the  House  of  Delegates  that  a con- 
tingent account  for  the  President’s  expenses 
of  $500.00  be  added  to  the  1945  budget.  The 
motion  carried. 

The  Council  then  approved  and  recom- 
mended to  the  House  of  Delegates  the  fol- 
lowing budget  for  1946: 

Salaries $ 

Travel  

Office  Expense: 

Rent 

Mimeograph  

Printing  

Postage 1- 

Telephone  : ^ 

Miscellaneous 

Council  Expense  

Delegate  to  A.M. A.,  Editor  and  February 

Meeting 

Contingent  Fund — President’s  Expense 

Annual  Session 

Committee  Expense 

Audit  Expense 

Dues,  Share  to  Journal 

Medical — Legal  i 

Emergency 

Attorneys  Fees — i 

Office  Equipment -----  200;00 

Total  $18, 975.00 

’ ' ' ■■  ■ :-=  - ■ - 

The  next  order  of  business  was  the  elec-1 


7.500.00 
1,000.00 

625.00 

200.00 
350.00 

350.00 

250.00 

250.00 

200.00 

300.00 

500.00 

2.500.00 

125.00 

125.00 

1.750.00 

800.00 
1,000.00 
1,000.00 
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tion  of  a member  of  the  Medical-Legal  Ad- 
vice Committee,  a member  of  the  Board  of 
Trustees,  and  the  Secretary-Treasurer. 

Dr.  J.  P.  Gilligan  was  nominated  as  a 
member  of  the  Medical-Legal  Advice  Com- 
mittee, and  a motion  was  made  by  Dr.  W. 
E.  Shook  that  the  secretary  cast  the  unani- 
mous ballot  for  Dr.  J.  P.  Gilligan,  Nebraska 
City,  as  a member  of  the  Medical-Legal  Ad- 
vice Committee.  The  motion  was  seconded 
and  carried. 

Dr.  Geo.  W.  Covey  was  nominated  to  suc- 
ceed himself  as  a member  of  the  Board  of 
Trustees,  and  a motion  was  made  by  Dr. 
H.  S.  Andrews  that  the  secretary  cast  the 
unanimous  ballot  of  the  Council  for  Dr.  Geo. 
W.  Covey,  Lincoln,  as  a member  of  the  Board 
of  Trustees.  The  motion  was  seconded  and 
carried. 

Dr.  R.  B.  Adams  was  nominated  to  suc- 
ceed himself  as  Secretary-Treasurer  of  the 
Nebraska  State  Medical  Association,  and  a 
motion  was  made  by  Dr.  G.  E.  Peters  that 
Dr.  R.  B.  Adams,  Lincoln,  be  unanimously 
reelected  as  Secretary-Treasurer.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Andrews  read  a communication  from 
the  Butler  County  Medical  Society  recom- 
mending Dr.  Z.  E.  Matheny  of  Bellwood  for 
Honorary  membership  in  the  state  associa- 
tion. 

A motion  was  made  that  Dr.  Z.  E.  Math- 
eny be  recommended  to  the  House  of  Dele- 
gates for  Honorary  membership.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Andrews  read  a communication  from 
the  Seward  County  Medical  Society  recom- 
mending Dr.  Joseph  Morrow  of  Seward  for 
Honorary  membership  in  the  state  associa- 
tion. 

A motion  was  made  and  seconded  that  Dr. 
Joseph  Morrow  be  recommended  to  the 
House  of  Delegates  for  Honorary  member- 
ship. The  motion  carried. 

General  discussion  followed  relative  to 
the  medical  care  situation  in  our  state  insti- 
tutions. 

A motion  was  made  by  Dr.  H.  S.  Andrews 
that  we  recommend  to  the  House  of  Dele- 
gates that  the  appropriate  committee  be 
asked  to  investigate  and  report  to  the  Coun- 
cil and  House  of  Delegates  their  recom- 
mendations relative  to  our  interest  in  the 


state  public  institutions  presently  under  the 
direction  of  the  State  Board  of  Control ; fur- 
ther, that  the  Council  recommends  that  Dr. 
C.  A.  Selby,  Director  of  the  State  Depart- 
ment of  Health,  be  asked  to  address  the 
House  of  Delegates.  The  motion  was  sec- 
onded and  carried. 

A motion  was  made  and  seconded  to  ad- 
journ. The  motion  carried. 


MINUTES  OF  THE  HOUSE  OF 
DELEGATES 
May  8,  1945 

The  first  session  of  the  House  of  Delegates 
was  held  in  the  Lancaster  Room  at  Hotel 
Cornhusker,  Lincoln,  Nebraska,  on  May  8, 
1945.  Forty-one  members  were  present. 

The  meeting  was  called  to  order  by  Dr. 
Rudolph  F.  Decker,  Speaker  of  House  of 
Delegates,  at  9:10  a.m. 

The  chair  called  attention  to  the  adjust- 
ments necessary  in  order  to  expedite  busi- 
ness as  rapidly  as  possible  to  complete  the 
required  work  in  a one-day  session. 

The  chair  called  for  the  report  of  the  Cre- 
dentials Committee.  Dr.  R.  B.  Adams, 
Chairman,  stated  that  there  was  only  one 
other  member  of  the  committee  present  but 
that  they  had  examined  the  certificates  sent 
in  by  the  various  county  secretaries  and 
found  them  to  be  in  order. 

A motion  was  made  by  Dr.  Morris  Nielsen, 
seconded  by  Dr.  A.  J.  Offerman,  that  the 
report  of  the  Credentials  Committee  be  ac- 
cepted. The  motion  carried. 

The  chair  called  for  the  reading  of  the 
minutes  of  the  last  meeting  of  the  House. 

A motion  was  made  by  Dr.  Morris  Nielsen 
that  the  minutes  as  printed  be  adopted  as 
the  official  minutes.  The  motion  was  sec- 
onded and  carried. 

The  chair  stated  that,  due  to  the  cancella- 
tion of  general  sessions,  the  House  should 
proceed  to  install  the  President-Elect.  Dr. 
Floyd  Rogers  was  asked  to  give  his  Presi- 
dential Address. 

After  the  reading  of  the  Presidential  Ad- 
dress, Dr.  Rogers  introduced  Dr.  Charles 
McMartin,  the  incoming  President,  and  pre- 
sented him  with  the  traditional  gavel,  which 
in  this  case,  was  not  the  customary  commer- 
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cial  gavel,  but  one  made  by  Dr.  A.  A.  Con- 
rad, Councilor,  of  Crete,  Nebraska,  from  a 
piece  of  walnut  log  from  the  farm  of  Dr. 
Rogers. 

Dr.  McMartin  presented  to  Dr.  Rogers,  on 
behalf  of  the  Nebraska  State  Medical  Asso- 
ciation, the  Certificate  for  Distinguished 
Service.  He  also  spoke  briefly  relative  to 
the  changes  and  scientific  advances  now  be- 
fore the  medical  profession,  and  requested 
the  help,  cooperation,  and  advice  of  the  pro- 
fession to  enable  him  to  meet  the  responsi- 
bilities connected  with  the  office  to  which 
he  had  been  elected.  (See  President’s  Page). 


The  chair  called  a recess  at  which  time 
the  different  councilor  districts  were  re- 
quested to  make  selections  for  the  Nominat- 
ing Committee. 

The  chair  again  called  the  meeting  to  or- 
der, and  the  delegates  from  each  district 
were  called  upon  to  name  the  selection  for 
their  district.  These  were  as  follows: 


1st  District 
2nd  District 
3rd  District 
4th  District 
5th  District 
6th  District 
7th  District 
8th  District 
9th  District 
10th  District 
11th  District 
12th  District 


Ed  Walsh,  M.D.,  Omaha 

E.  S.  Wegner,  M.D.,  Lincoln 

I.  W.  Irvin,  M.D.,  Auburn 
Walter  Benthack,  M D.,  Wayne 

G.  W.  Sullivan,  M.D.,  St.  Edward 

H.  0.  Bell,  M.D.,  York 

F.  A.  Mountford,  Davenport 

J.  W.  Gill,  M.D.,  Chambers 
C.  H.  Sheets,  M.D.,  Cozad 

C.  E.  Minnick,  M.D.,  Cambridge 
Geo.  B.  Dent,  M.D.,  North  Platte 
W.  J.  Gentry,  M.D.,  Scottsbluff 


A motion  was  made  that  these  delegates 
be  selected  as  the  Nominating  Committee. 
The  motion  was  seconded  and  carried. 


The  report  of  the  Council  was  called  for 
and  Dr.  Clayton  Andrews  gave  a resume  of 
the  proceedings  of  the  Mid-Winter  Council 
Meeting. 

A motion  was  made  by  Dr.  A.  J.  Offer- 
man  that  the  report  of  the  Council  be  ac- 
cepted. The  motion  was  seconded  and  car- 
ried. 

The  chair  asked  for  any  supplemental  re- 
ports to  the  Committee  reports  made  to  the 
Council  at  the  mid-winter  meeting.  Dr. 
James  Kelly  read  a report  of  the  Cancer 
Committee. 

The  question  was  raised  from  the  floor 
relative  to  the  resolutions  requested  by  the 
Cancer  Committee. 

A motion  was  made  and  seconded  that  the 
chair  appoint  a committee  to  draft  resolu- 


tions along  the  lines  suggested  by  Dr.  Kelly 
and  the  Cancer  Committee.  The  motion  car- 
ried. 

A supplemental  report  of  the  Planning 
Committee  was  presented  by  Dr.  Floyd 
Rogers  and  his  Committee.  Dr.  Morris  Niel- 
sen read  the  detailed  report;  Dr.  A.  L. 
Cooper  presented  statistics  from  the  card 
questionnaire  and  charts  made  by  the  com- 
mittee; and  Dr.  A.  J.  Offerman  gave  the 
history  of  the  Nebraska  Surgical  Plan  and 
a definition  of  pre-payment  medical  care.* 

General  discussion  relative  to  fees,  statis- 
tics, enrollment,  connection  with  Blue  Cross, 
definition  of  the  “emergency”  cases,  etc., 
followed. 

A motion  was  made  by  Dr.  Lowell  Dunn 
that  the  House  approve  the  recommenda- 
tions of  the  Planning  Committee.  The  mo- 
tion was  seconded  and  carried. 

The  chair  called  for  the  adoption  of  the 
Council  report,  and  a motion  was  made  that 
we  adopt  and  approve  all  actions  of  the  Coun- 
cil. The  motion  was  seconded  and  carried. 

The  chair  appointed  Dr.  C.  H.  Sheets  as 
Chairman  of  the  Nominating  Committee,  and 
stated  this  committee  would  meet  in  Room 
420  immediately  after  adjournment  of  the 
House.  The  announcement  was  also  made 
that  the  Council  would  meet  immediately 
after  the  adiournment  of  the  morning  ses- 
sion of  the  House. 

New  business  was  called  for  by  the  chair. 

Dr.  0.  J.  Cameron  read  the  following  reso- 
lution : 

“Whereas  many  groups  of  physicians  throughout 
the  United  States  have  organized  under  leadership 
independent  of  the  American  Medical  Association 
and  component  societies  for  the  purpose  of  defeat- 
ing legislation  and  trends  inimical  to  the  present 
day  concept  of  medical  practice  and  of  favoring 
legislation  aimed  at  maintaining  the  practice  of 
medicine  as  it  is  known  today,  and  have  asked  for 
moral  and  financial  support  to  further  their  efforts, 
and 

“Whereas  it  is  believed  that  such  policies  should 
originate  in  County  or  State  Medical  Societies  or  the 
American  Medical  Association  so  that  coordination 
and  unanimity  of  thought  and  action  will  prevail, 

“Therefore  Be  It  Resolved  that  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Association  at 
their  annual  meeting  held  in  Lincoln,  Nebraska,  May 
8,  1945,  advise  all  members  to  give  their  undivided 
support  to  the  recognized  agencies  of  the  American 
Medical  Association  and  component  medical  societies 

♦This  report  appears  in  full  on  page  249  of  this  issue. 
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whose  purpose  is  to  formulate  the  policies  of  Or- 
ganized Medicine,  and 

“Be  It  Further  Resolved  that  a copy  of  this  reso- 
lution be  forwarded  to  the  respective  County  Med- 
ical Societies  of  the  State  of  Nebraska  and  to  the 
American  Medical  Association.” 

A motion  was  made  that  the  House  adopt 
the  foregoing'  resolution.  The  motion  was 
seconded  and  carried. 

Dr.  0.  J.  Cameron  read  the  following  reso- 
lution : 

“Whereas  Dr.  A.  W.  Adson’s  term  of  office  as  a 
member  of  the  Council  on  Medical  Service  and 
Public  Relations  will  expire  in  the  near  future,  and 

“Whereas  Dr.  Adson  was  one  of  the  pioneers  in 
urging  the  American  Medical  Association  to  create 
such  a Council,  and 

“Whereas  Dr.  Adson  has  been  a member  of  this 
Council  since  its  organization  two  years  ago  and 
has  served  with  distinction  due  to  his  interest  in 
and  understanding  of  the  problems  confronting  the 
Council, 

“Therefore  Be  It  Resolved  that  the  Nebraska 
State  Medical  Association  delegates  to  the  American 
Medical  Association  be  instructed  to  actively  sup- 
port the  re-election  of  Dr.  Adson  to  the  Council  on 
Medical  Service  and  Public  Relations  at  the  next 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association,  and 

“Be  It  Further  Resolved  that  a copy  of  this  reso- 
lution be  forwarded  to  the  national  delegates  of  the 
Nebraska  State  Medical  Association.” 

A motion  was  made  and  seconded  that  the 
House  adopt  this  resolution. 

Dr.  Floyd  Rogers  gave  a digest  of  a recent 
meeting  he  attended  in  Detroit,  Michigan. 
This  meeting  was  at  the  invitation  of  the 
Michigan  Medical  Society.  The  presidents 
of  seventeen  other  state  medical  associations 
and  the  District  of  Columbia  were  also  in 
attendance.  The  meeting  was  divided  into 
three  different  parts;  namely  (1)  brief  dis- 
cussion and  presentation  of  Michigan  Medi- 
cal Service  Plan,  (2)  national  health  legisla- 
tion, and  (3)  future  radio  programs.  Dr. 
Rogers  stated  no  definite  plans  were  made, 
but  that  a committee  was  appointed  to  study 
these  matters. 

General  discussion  followed. 

A motion  was  made  by  Dr.  Lowell  Dunn 
that  the  House  instruct  the  President  to 
study  the  problems  that  come  up  relative  to 
this  organization;  to  go  to  these  meetings; 
represent  us;  and  if  he  likes,  appoint  spe- 
cial committees  in  doing  this;  that  he  obli- 
gate the  association  in  no  way ; and  that  he 
bring  a report  to  the  next  annual  meeting. 


Further,  that  the  President’s  expenses  be 
defrayed  in  the  usual  manner.  The  motion 
was  seconded  and  carried. 

Dr.  Lowell  Dunn  called  attention  to  the 
medical  care  situation  in  regard  to  our  state 
public  institutions,  and  the  chair  made  the 
suggestion  that  some  concrete  motion  or 
resolution  be  presented  to  the  House  relative 
to  this  matter. 

The  meeting  adjourned,  to  meet  again  at 
2 o’clock. 

The  second  session  of  the  House  of  Dele- 
gates was  called  to  order  by  Dr.  Rudolph  F. 
Decker,  Speaker  of  the  House  of  Delegates, 
at  2 :20  p.m.  in  the  Lancaster  Room  of  the 
Hotel  Cornhusker,  Lincoln,  Nebraska.  Forty 
members  were  present. 

A report  of  the  Council  was  given  by  Dr. 
Clayton  Andrews,  President. 

A motion  was  made  by  Dr.  Lowell  Dunn 
that  the  report  of  the  Council  be  approved. 
The  motion  was  seconded  and  carried. 

The  chair  called  attention  to  the  House 
to  the  illness  of  one  prominent  member  and 
stated  that  it  has  been  suggested  that  the 
House  adopt  some  sort  of  resolution  or  mo- 
tion to  send  flowers  to  Dr.  A.  A.  Conrad, 
Councilor  of  the  7th  District,  who  is  now 
in  the  hospital. 

A motion  was  made  by  Dr.  Morris  Nielsen 
that  the  Council  and  House  of  Delegates 
send  greetings  and  flowers  to  Dr.  A.  A. 
Conrad.  The  motion  was  seconded  and  car- 
ried. • 

The  chair  instructed  Dr.  R.  B.  Adams  to 
carry  out  this  order. 

The  chair  appointed  the  following  com- 
mittee to  draw  up  the  resolutions  requested 
by  the  Cancer  Committee: 

Dr.  James  Kelly,  Chairman 
Dr.  0.  J.  Cameron 
Dr.  Lowell  Dunn 

The  report  of  the  Nominating  Committee 
was  called  for,  and  Dr.  Sheets,  Chairman, 
gave  the  following  report: 

For  President:  Dr.  Earle  Johnson. 

For  Vice-Presidents:  Dr.  Harry  Benson;  Dr.  J.  B. 
Redfield. 

For  Councilors: 

1st  District,  Dr.  Warren  Thompson. 

2nd  District,  Dr.  Clayton  Andrews. 

3rd  District,  Dr.  W.  E.  Shook. 

4th  District,  Dr.  G.  E.  Peters. 
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For  Vice  Speaker:  Dr.  Ted  Riddell. 

For  Delegate  to  A.M.A. : Dr.  K.  S.  J.  Hohlen. 

For  Alt.  Delegate  to  A.M.A. : Dr.  Joe  Bixby. 

For  Committee  on  Journal  and  Publication:  Dr.  W. 
H.  Heine. 

For  Delegate  to  North  Central  Conference:  Dr. 
J.  D.  McCarthy. 

A motion  was  made  that  the  report  of  the 
Nominating  Committee  be  accepted.  The 
motion  was  seconded  and  carried. 

Nominations  for  each  of  the  officers  were 
requested  from  the  floor,  and  there  being 
no  further  nominations,  the  motion  was 
made  by  Dr.  Morris  Nielsen  that  in  as  much 
as  there  was  only  one  nomination  for  each 
of  the  offices,  that  the  rules  be  suspended 
and  the  secretary  be  instructed  to  cast  the 
unanimous  ballot  for  the  nominees  present- 
ed. The  motion  was  seconded  and  carried. 

The  secretary  cast  the  unanimous  ballot 
for  the  nominees  and  the  following  became 
the  newly  elected  officers  of  the  Nebraska 
State  Medical  Association: 

President-Elect — Dr.  Earle  Johnson. 

Vice-Presidents — Dr.  Harry  Benson,  Dr. 
J.  B.  Redfield. 

Councilor : 

1st  District — Dr.  Warren  Thompson. 

2nd  District — Dr.  Clayton  Andrews. 

3rd  District — Dr.  W.  E.  Shook. 

4th  District — Dr.  G.  E.  Peters. 

Vice-Speaker — Dr.  Ted  Riddell. 

Delegate  to  A.M.A.; — Dr.  K.  S.  J.  Hohlen. 

Alternate  Delegate  to  A.M.A. — Dr.  Joe 
Bixby. 

Member  Committee  on  Journal  and  Pub- 
lication— Dr.  W.  H.  Heine. 

Delegate  to  North  Central  Conference — 
Dr.  J.  D.  McCarthy. 

Dr.  Charles  McMartin  presented  the  name 
of  Dr.  C.  A.  Selby  for  appointment  for  a term 
of  5 years  as  a member  of  the  Committee 
on  Medical  and  Public  Health  Education. 
A motion  was  made  that  the  House  approve 
of  reappointment  of  Dr.  C.  A.  Selby  for  a 
term  of  5 years  on  the  Committee  on  Medical 
and  Public  Health  Education.  The  motion 
was  seconded  and  carried. 

The  chair  appointed  Dr.  E.  L.  Brush  and 
Dr.  W.  E.  Wright  to  bring  the  Pres:dent- 
Elect  before  the  House.  , 


The  next  order  of  business  was  the  choice 
of  a meeting  place  for  1946. 

Dr.  E.  W.  Hancock  extended  an  invitation 
from  Lincoln  for  the  next  meeting,  and  made 
the  motion  that  the  1946  Annual  Assembly 
be  held  in  Lincoln.  The  motion  was  seconded 
and  carried. 

Dr.  Brush  and  Dr.  Wright  presented  Dr. 
Earle  Johnson,  President-Elect  to  the  House, 
and  Dr.  Johnson  thanked  the  members  for 
the  honor  given  him.* 

A motion  was  made  by  Dr.  Lowell  Dunn 
that  we  send  a letter  of  appreciation  to  the 
Cornhusker  Hotel  for  the  thoughtfulness 
and  courtesies  extended  the  association  dur- 
ing the  meeting.  The  motion  was  seconded 
and  carried. 

Mr.  M.  C.  Smith  read  a letter  from  Mr.  A. 
L.  Lew  relative  to  the  canned  milk  situation. 
Discussion  followed  but  no  definite  action 
was  taken. 

Mr.  M.  C.  Smith  read  the  following  letter 
from  Dr.  Warren  W.  Furey,  Secretary  of 
the  Chicago  Medical  Society: 

“R.  B.  Adams,  M.D.,  Secretary 
Nebraska  State  Medical  Association, 

416  Federal  Securities  Building, 

Lincoln,  Nebraska. 

Dear  Doctor  Adams: — 

The  following  is  a portion  of  the  report  of  the 
Public  Relations  Committee  of  Chicago  Medical  So- 
ciety presented  to  and  adopted  by  the  Council  at  its 
meeting  held  on  March  13th,  1945: 

‘The  Journal  of  the  American  Medical  Asso- 
ciation, March  3rd,  1945  carried  an  article  re- 
garding “Recommendations  Adopted  by  the 
Steering  Committee  on  Health  Services  Advis- 
ory to  the  Children’s  Bureau,  U.  S.  Department 
of  Labor,  Washington,  D.  C.,  January  28th.” 
This  proposes  to  give  the  Children’s  Bureau  al- 
most unlimited  powers.  It  puts  the  Bureau  into 
the  field  of  public  health  where  it  in  no  wise 
belongs.  It  places  a large  section  of  the  prac- 
tice of  medicine  under  the  domination  of  a lay- 
controlled  bureau.  The  Committee  is  strongly 
of  the  opinion  that  the  war  should  not  be  used 
as  an  excuse  for  this  Bureau  to  enlarge  its 
powers  nor  should  the  Bureau  be  allowed  to 
increase  its  powers  during  war  time.  Because 
of  the  peculiar  methods  of  this  Bureau  we 
recommend  that  the  Council  direct  a letter  to 
every  representative  from  Cook  County  and  to 
both  of  our  Senators  asking  that  the  Children’s 
Bureau  be  given  no  increased  appropriations  for 
any  purpose  until  after  the  war  ends.  The  Com- 
mittee further  recommends  that  a copy  of  this 
letter  be  sent  to  the  Council  of  the  Illinois  State 

^Dr."  Johnson's  remarks  follow  these  minutes  on  the  next  page. 
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Medical  Society  and  to  the  Secretaries  of  all 

State  Medical  Societies  with  the  request  that 

they  take  similar  action.’ 

I am 

Very  truly  yours. 

Warren  W.  Furey,  M.D. 

Secretary. 

A motion  was  made  by  Dr.  C.  H.  Sheets 
that  the  House  of  Delegates  concur  with  the 
sentiment  of  the  resolution  and  that  a copy 
of  the  resolution  be  sent  to  the  2 senators 
and  4 representatives  of  the  state  of  Ne- 
braska. The  motion  was  seconded  and  car- 
ried. 

Mr.  M.  C.  Smith  read  a letter  from  Mr. 
R.  E.  Jones,  Manager  Farmers  Hospital  As- 
sociation, and  presented  samples  of  their 
agreement  and  folders  explaining  the  meth- 
od of  presentation  of  their  prepayment  medi- 
cal care  and  hospitalization  plan. 

General  discussion  relative  to  the  merits 
of  this  plan,  the  feasibility  of  endorsing  any 
specific  plan,  the  advisability  of  encouraging 
establishment  of  prepayment  plans,  etc.,  en- 
sued. 

A motion  was  made  by  Dr.  E.  L.  Brush 
that  the  matter  be  referred  to  the  Planning 
Committee ; that  they  study  it ; and  that  they 
report  back  to  the  House  of  Delegates  at  its 
next  meeting. 

Further  discussion  followed  and  Dr.  Brush 
withdrew  the  motion  before  the  House. 

A motion  was  made  and  seconded  that  Dr. 
Brush  be  allowed  to  withdraw  his  motion. 
The  motion  carried. 

A motion  was  made  by  Dr.  F.  C.  Hill  that 
the  House  approve  the  principle  of  prepay- 
ment non-profit  health  insurance,  provided 
it  is  on  a safe  basis,  but  not  pass  on  the  fi- 
nancial status  of  any  particular  company. 
The  motion  was  seconded  and  carried. 

Mr.  M.  C.  Smith  asked  the  opinion  of  the 
House  as  to  the  advisability  of  holding  polio 
meetings  in  different  sections  of  the  state, 
and  read  a letter  from  Mr.  Clinton  Belknap, 
Nebraska  Representative  for  The  National 
Foundation  for  Infantile  Paralysis,  in  which 
he  stated  he  thought  it  possible  to  get  quali- 
fied speakers  for  these  meetings. 

Dr.  C.  A.  Selby  asked  permission  of  the 
floor  and  told  about  Kansas’  successful  meet- 
ings and  stated  that  at  a meeting  of  the 
state  health  officers  recently  held  in  Wash- 


ington they  were  told  they  were  expecting 
a 35%  increase  in  polio  incidence  in  the 
United  States  over  last  year. 

Dr.  J.  B.  Redfield  stated  he  knew  his  dis- 
trict would  welcome  such  a speaker,  or 
speakers;  in  fact,  they  had  asked  for  it. 

A motion  was  made  by  Dr.  E.  W.  Han- 
cock that  the  association  approve  the  proj- 
ect and  refer  it  to  the  Public  Health  Com- 
mittee with  permission  to  make  necessary 
arrangements.  The  motion  was  seconded 
and  carried. 

In  compliance  with  the  wishes  of  the 
Council,  the  chair  asked  Dr.  C.  A.  Selby  to 
take  the  floor  and  speak  relative  to  the 
medical  care  situation  in  some  of  our  state 
institutions. 

Dr.  Lowell  Dunn  suggested  that  we  add 
to  the  original  motion  of  the  Council  that 
we  express  a desire  to  be  of  constructive  help 
to  the  Board  of  Control  through  this  com- 
mittee. 

Dr.  Decker  expressed  his  appreciation  for 
the  attendance  and  cooperation  extended  him 
throughout  the  meeting. 

A motion  was  made  to  adjourn.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Earle  G.  Johnson,  after  being  pre- 
sented as  the  newly  elected  President-Elect: 

“Members  of  the  House: 

“It  is  with  a great  deal  of  pride  that  I ac- 
cept this  honor.  I also  feel  very  humble 
because  I realize  and  have  known  the  ability, 
sincerity,  and  honesty  of  many  that  have 
gone  before  me.  I do  not  believe  any  society, 
or  any  community,  to  be  more  than  the 
group  of  men  representing  it.  and  if  when  I 
fellow  our  present  leader,  Dr.  McMartin, 
we  do  not  have  the  support  of  the  rank  and 
file  of  the  Nebraska  State  Medical  Associa- 
tion, we  will  have  written  a chapter  of 
failure. 

“The  Constitution  under  which  we  are  op- 
erating no  whas  been  liberalized  where  the 
men  in  each  councilor  district  can  nominate 
and  present  to  the  House  of  Delegates  the 
man  of  their  choice  with  the  thought  that 
they  would  bring  their  brains  to  the  aid  of 
medicine — and  all  of  us  must  admit  that 
medicine  must  have  the  best. 

“I  seriously,  earnestly,  ask  each  one  of 
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you  to  go  back  home  and  say  that  you  are 
a member  of  your  State  Association.  I don’t 
want,  nor  does  Dr.  McMartin  want,  anyone 
to  have  any  thought  there  is  a certain  clique, 
or  political  group,  running  this  Association. 
This  society  is  yours — not  ours — not  the 
Board  of  Trustees — or  the  House  of  Dele- 
gates. We  are  all  members  of  this  Associa- 
tion, as  will  be  our  sons  who  follow  us — all 
other  doctors  who  are  going  to  follow  us. 
We  want  to  leave  them  a heritage  that  is 
just  as  proud  and  grand  as  ours  is.  Again, 
I thank  you  for  this  honor.” 


ROLL  CALL— HOUSE  OF  DELEGATES,  1945 


Session 

ADAMS—  1st  2nd 

G.  L.  Pinney,  Hastings  (D) P P 

L.  A.  Swanson,  Hastings  (A) 

BOONE— 

G.  W.  Sullivan,  St.  Edward  (D) P P 

J.  E.  Davis,  Albion  (A) 

BOX  BUTTE— 

J.  S.  Broz,  Alliance  (D) P P 

F.  P.  Sucgang,  Alliance  (A) 

BUFFALO— 

BURT— 

L.  E.  Sauer,  Tekamah  (D) P 

F.  M.  Heacock,  Lyons  (A) 

BUTLER— 

Lloyd  Ragan,  David  City  (D) P P 

L.  j.  Ekeler,  David  City  (A) 

CASS— 


CEDAR,  DIXON,  DAKOTA,  THURS- 
TON, WAYNE— FIVE  COUNTY— 

Walter  Benthack,  Wayne  (D) P P 

L.  J.  Killian,  Wayne  (A) 

R.  E.  Bray,  Ponca  (D) 

R.  P.  Carroll,  Laurel  (D) 

F.  G Dewey,  Coleridge  (A) 

CHEYENNE,  KIMBALL,  DEUEL— 

C.  B.  Dorwart,  Sidney  (D) 

Hull  Cook,  Sidney  (A) 

CLAY— 

H.  V.  Nuss,  Sutton  (D) 

0.  Asa,  Ong  (A) 

COLFAX— 

Chas.  D.  Eby,  Leigh  (D) 

H.  Dey  Myers,  Howells  (A) 

CUSTER— 

F.  H.  Burnham,  Arnold  (D) 

R.  D.  Bryson,  Callaway  (A) 

DAWSON— 


C.  H.  Sheets,  Cozad  (D) P P 

E.  C.  Stevenson,  Gothenburg  (A) 

DODGE— 

R.  T.  Van  Metre,  Fremont  (D) P P 

A.  0.  Fasser,  Fremont  (A) 

FILLMORE— 

J.  Bixby,  Geneva  (D) 

A.  A.  Ashby,  Fairmont  (A) 


FRANKLIN— 

Hal  C.  Smith,  Franklin  (D) 

F.  A.  Nail,  Franklin  (A) 

FOUR  COUNTY- 
GAGE— 

R.  W.  Taylor,  Beatrice  (D)_ 


H.  D.  Runty,  DeWitt  (A) P P 

GARDEN,  KEITH,  PERKINS— 

HALL— 

Geo.  DeMay,  Grand  Island  (D) P P 

E.  E.  Farnsworth,  Grand  Island  (A)_ 
HAMILTON— 

J.  M.  Woodward,  Aurora P P 

HARLAN— 

HOLT  AND  NORTHWEST— 

J.  W.  Gill,  Chambers  (D) P P 

HOWARD— 

J.  Y.  Racines,  Palmer  (D) P P 


M.  0.  Arnold,  St.  Paul  (A) 
JEFFERSON— 

Harold  J.  Lynch,  Fairbury 


D.  0.  Hughes,  Fairbury 

JOHNSON— 

C.  C.  Conlee,  Cook P P 

C.  N.  Zeigler,  Vesta 

LANCASTER— 

E.  W.  Hancock,  Lincoln P P 

E.  E.  Angle 

W.  C.  Becker P P 

T.  C.  Moyer _ 

E.  S.  Wegner P P 

H.  S.  Morgan 

LINCOLN— 

Geo.  B.  Dent,  North  Platte P P 


L.  F.  Valentine,  North  Platte. 
MADISON  SIX— 

H.  W.  Francis,  Bancroft 

A.  W.  Anderson,  West  Point. 


E.  E.  Curtis,  Neligh P P 

U.  S.  Harrison,  Neligh 

E.  L.  Brush,  Norfolk P P 

A.  N.  Howley,  Norfolk 

W.  E.  Wright,  Creighton P P 


R.  E.  Johnson,  Wausa__ 

W.  I.  Devers,  Pierce 

A.  E.  Mailliard,  Osmond 

J.  D.  Reid,  Pilger 

H.  S.  Tennant,  Stanton. 


MERRICK— 

NANCE— 

C.  D.  Williams,  Genoa P P 

H.  E.  King,  Fullerton 

NEMAHA— 

I.  W.  Irvin,  Auburn P P 

Edgar  Cline  


NORTHWEST  NEBRASKA— 

R.  L.  Hook,  Rushville 

J.  S.  Anderson,  Gordon 

NUCKOLLS— 

Claude  T.  Mason,  Superior. 


Arnold  Webman,  Superior P P 

OMAHA-DOUGLAS— 

Olin  J.  Cameron,  Omaha P P 

J.  W.  Duncan 

Herbert  H.  Davis P P 

E.  L.  MacQuiddy 
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E.  M.  Walsh P P 

Chas.  F.  Moon 

Lowell  Dunn  ; P P 

L.  0.  Hoffman 

W.  J.  McMartin P P 

A.  C.  Johnson 

F.  C.  Hill P P 

E.  J.  Kirk 

A.  J.  Offerman P P 

David  Findley  

OTOE— 

J.  P.  Gilligan,  Nebraska  City P P 


D.  D.  Stonecypher,  Nebraska  City 

PAWNEE— 

E.  L.  McCrea,  Table  Rock 

A.  B.  Anderson,  Pawnee  City 


PHELPS— 

Theo.  A.  Peterson,  Holdrege P P 

H.  A.  McConnahay,  Holdrege 

PLATTE— 

A.  W.  Abts,  Humphrey P P 

C.  H.  Campbell,  Columbus 

POLK— 

H.  S.  Eklund,  Osceola  (D) 


C.  L.  Anderson,  Stromsburg  (A) 

RICHARDSON— 

H.  R.  Miner,  Falls  City  (D) 

Wm.  Shepard,  Falls  City  (A) 

SALINE— 

L.  W.  Forney,  Crete  (D) 

F.  J.  Stejskal,  Crete  (A) 

SAUNDERS— 


W.  W.  Noyes,  Ceresco  (D) P P 

A.  E.  Stuart,  Cedar  Bluffs  (A) 

SCOTTS  BLUFF— 

W.  J.  Gentry,  Gering  (D) P P 

H.  A.  Blackstone,  Bridgeport  (A) 

SEWARD— 

J.  E.  Meisenbach,  Staplehurst  (D) P P 

C.  F.  Hille,  Beaver  Crossing  (A) 

SOUTHWEST  NEBRASKA— 

C.  Minnick,  Cambridge  (D) P P 

THAYER— 

F.  A.  Mountford,  Davenport  (D) P P 

V.  D.  Douglas,  Carleton  (A) 

WASHINGTON— 

Morris  Nielsen,  Blair  (D) P P 


C.  D.  Howard,  Blair  (A) 

WEBSTER— 

S.  H.  O’Neill,  Blue  Hill  (D) 

E.  V.  Lewis,  Red  Cloud  (A) 

YORK— 

H.  0.  Bell,  York  (D) P P 

F.  W.  Karrer,  Benedict  (A) 


REPORT  OF  THE  PLANNING  COMMIT- 
TEE TO  THE  HOUSE  OF  DELEGATES 
1945 

The  Planning  Committee  reported  to  the 
February  meeting  of  the  Council  as  follows: 
The  1944  House  of  Delegates  instructed  this 
committee  to  study  the  question  of  pre- 
payment medical  care  and  to  prepare  a state- 
wide plan  for  the  State  of  Nebraska  and  pre- 
sent it  to  the  1945  meeting  of  the  House  of 
Delegates. 

The  Planning  Committee  has  largely  con- 
fined its  interest  to  this  particular  question. 
We  have  collected  a large  amount  of  informa- 
tion in  regard  to  this  subject.  This  informa- 
tion includes  much  of  a rather  broad  social 
nature  which  forms  the  basis  for  all  plans. 
We  also  have  information  in  regard  to  many 
states  and  local  plans  now  in  question.  This 
material  has  been  gone  over  carefully  by  the 
several  members  of  the  committee.  In  ad- 
dition to  this,  we  have  made  several  trips 
through  the  state  and  met  with  a number 
of  the  District  and  County  Societies.  We 
have  done  this  partly  to  interest  the  mem- 
bers, to  give  them  information  in  regard  to 
the  problem,  principally,  however,  we  have 
tried  to  get  some  idea  of  the  feeling  of  vari- 
ous members  throughout  the  state.  We  re- 
gret that  we  have  not  been  able  to  meet  with 
more  of  the  societies,  but  time  and  the  diffi- 
cult^ in  travel  have  made  us  limit  this  par- 
ticular effort. 

One  of  our  members  attended  the  Decem- 
ber meeting  of  the  North  Central  Medical 
Conference  in  St.  Paul,  where  this  question 
was  discussed  in  detail.  A considerable 
contact  has  been  made  with  those  who  are 
interested  in  plans  in  various  other  states, 
especially  in  this  section. 

The  Committee  has  been  much  interested 
in  the  Nebraska  Surgical  Plan  which  has 
been  developed  in  Douglas  County.  We  have 
the  feeling  that  the  experience  gained  in  this 
particular  effort  should  be  of  great  help  in 
deve’oping  a state  plan.  In  addition  to  this, 
the  committee  has  been  in  close  contact  with 
the  activities  of  the  Nebraska  Health  Plan- 
ning Committee  which  is,  as  you  probably 
know  a very  active  committee  composed 
largely  of  laymen  and  representing  many 
strong  state  groups.  From  all  these  sources 
we  could  give  a report  almost  without  end. 
However,  only  a brief  summary  of  our  im- 
pressions at  this  time  will  be  included. 


250 


REPORT  OF  PLANNING  COMMITTEE 


Nebr.  S.  M.  Jour. 
July,  1945 


We  have  the  feeling  that  in  general  the 
public  is  anxious  for  more  security  in  case 
of  illness;  also,  that  the  public  is  desirous 
of  some  type  of  pre-payment  plan  controlled 
and  directed  largely  by  the  medical  profes- 
sion, rather  than  any  type  of  a strictly  gov- 
ernment controlled  plan. 

While  this  general  feeling  and  desire  has 
been  growing  for  many  years,  it  has  been 
brought  into  a sharp  focus  during  the  past 
few  years.  Plans  for  pre-payment  medical 
care  are  much  more  adaptable  to  industrial 
employed  groups  than  self-employed  groups. 
Because  of  this,  plans  started  in  industrial 
areas  have  been  successful  but  do  not  seem 
adaptable  to  agricultural  groups. 

In  general,  plans  now  in  operation  are 
coming  to  operate  on  a state  level.  The 
plans  may  include  any  or  all  of  three  types 
of  service.  First,  surgical  and  obstetrical; 
second,  in  hospital  medical  care;  and  third, 
complete  medical  care.  The  difficulty  and 
risk  of  operation  increase  with  each  plan 
in  the  above  order. 

Plans  may  be  developed  either  on  an  in- 
demnity or  service  basis.  The  service  plans 
are  more  popular  with  those  who  are  social 
minded,  but  again  are  more  difficult  as  re- 
gards operation  and  risk.  Most  plans  oper- 
ate to  a degree  with  Blue  Cross  hospitaliza- 
tion, the  Blue  Cross  acting  to  sell  and  service 
the  plan  only. 

Thus,  the  whole  subject  resolves  itself  into 
a very  few  questions.  First,  do  we  want 
such  a plan ; second,  should  the  plan  be  on 
an  indemnity  or  service  basis;  third,  what 
illnesses  should  be  covered;  fourth,  who  is 
going  to  operate  or  assist  in  operating  the 
plan. 

PROPOSED  MEDICAL  SERVICE 
PLAN  FOR  NEBRASKA 

t Nebraska  State  MfwcAi  Association 

I louse  Or  Delegates  * 

Council 

Meo/cal  Service  Committee  * 

♦EZxccutive  Committee  Of  Nebraska  Surgical  Plan 
* Directors  Of  Nebraska  Surgical  Plan 

k Ncbraska  SuRG*cal  Plan 

Since  our  report  to  the  Council  on  Febru- 
ary 4,  1945,  we  have  continued  to  study 
this  problem.  Several  months  ago  we  sent 
all  members  of  the  Association  a card  ques- 


tionnaire. Two  questions  were  asked  on 
the  cards  with  a space  to  check  “yes”  and 
“no”  for  each.  First,  would  you  favor  a 
plan  for  prepayment  sickness  insurance; 
second,  would  you  support  a plan? 

Association  Survey 

Indefi- 


Yes 

No  nite 

Omaha 

106 

9 

7 

Lincoln 

49 

3 

3 

East  Part 

Nebr. 145 

47 

4 

West  Part 

Nebr. 76 

21 

7 

Service 

55 

8 

8 

Total 

431 

88 

29 

Cards  were 

sent  to  all 

members 

of 

State  Association  including  the  men  in  serv- 
ice. 548  cards  were  returned  and  of  these 
431  answered  “yes”  to  each  question;  88 
answered  “no”  to  each  question ; and  29  gave 
indefinite  answers.  For  the  most  part  both 
questions  were  checked,  either  “yes,”  or 
both  questions  “no.”  In  the  indefinite 
group  a number  checked  that  they  were  not 
in  favor  of  a plan  but  would  support  a plan 
if  requested  to  do  so  by  the  Association. 
Only  a few  indicated  that  they  did  not  under- 
stand the  questions  by  checking  that  they 
were  in  favor  of  a plan,  but  would  not  sup- 
port it. 

Many  fine  letters  were  sent  with  the  re- 
turned cards  and  a very  few  expressed  fixed 
ideas  for  or  against  Pre-payment  Plan. 
Some  expressed  themselves  that  the  profes- 
sion should  not  go  into  the  insurance  busi- 
ness. The  great  majority,  as  indicated  in 
the  tabulation,  seemed  to  feel  that  it  was 
up  to  the  profession  to  now  take  an  active 
and  even  aggressive  attitude  and  proceed  to 
establish  some  form  of  state-wide  plan. 
There  is  some  little  expression  for  a service 
plan,  but  a stronger  expression  for  an  in- 
demnity plan  for  surgical  and  obstetrical 
benefits.  Several  favored  also  major  medi- 
cal benefits  in  hospital  cases.  It  was  grati- 
fying and  stimulating  to  note  the  frequent 
expressions  of  confidence  in  the  committee 
and  in  our  Association. 

The  committee  felt  that  more  first  hand 
information  in  regard  to  detail  of  plans  and 
their  operation  should  be  obtained.  The 
Board  of  Trustees  were  requested  to  provide 
a fund  to  defray  expenses  for  this  purpose. 
The  Board  cooperated  by  providing  not  to 
exceed  $300.00. 

Dr.  Cooper  went  to  Denver  where  he  in- 
vestigated the  Colorado  Medical  Service  In- 
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corporation  Plan.  Dr.  Nielsen  went  to  Des 
Moines  where  he  investigated  the  proposed 
Iowa  plan.  Dr.  Offerman,  while  in  Chicago 
during  the  February  meeting,  investigated 
several  plans — the  Michigan  plan  in  particu- 
lar. During  the  latter  part  of  April,  Dr. 
Rogers  as  President  of  the  State  Associa- 
tion, was  invited  as  a guest  of  the  Michigan 
State  Medical  Society  to  spend  two  days  in 
Detroit.  The  presidents  of  eighteen  other 
states  were  invited  to  this  meeting.  With 
this  invitation  Michigan  expressed  the  feel- 
ing that  as  a state  they  had  gone  a long  way 
in  solving  the  problem  in  pre-payment  medi- 
cal care  and  so  had  something  that  should 
not  only  ward  off  government  interference 
in  the  practice  of  medicine,  but  would  actu- 
ally greatly  benefit  the  profession,  em- 
ployees and  their  families,  and  employers. 
They  also  felt  that  as  a single  state  they 
could  do  little  on  the  national  level  but  hoped 
that  other  states  could  and  would  join  them 
in  this  effort  and  so  solve  the  problem  na- 
tionally. 

Our  conclusions  may  be  stated  as  fol- 
lows: First,  we  believe  that  the  Nebraska 
State  Medical  Association  should  have  a 
plan  for  pre-payment  medical  care  for  the 
citizens  of  Nebraska.  Second,  that  for  the 
present  time,  this  should  be  an  indemnity 
plan ; third,  for  the  present  time  only,  lim- 
ited surgical,  obstetrics,  x-ray,  anesthesia, 
and  pathology  services  should  be  included. 
Later,  when  sound  actuarial  experience  has 
been  developed,  limited  in  hospital  medical 
care,  and  immunization  procedures  may  be 
added.  Still  later  as  guided  by  experience, 
which  will  accumulate,  further  benefits  may 
be  added.  Plan  should  be  integrated  with 
the  Blue  Cross  Plan. 

The  Planning  Committee,  following  the  in- 
structions of  the  1944  House  of  Delegates, 
recommends  to  the  1945  House  of  Delegates 
the  following:  That  the  Nebraska  State 
Medical  Association  ally  itself  with  and  ap- 
prove the  Nebraska  Surgical  Plan  with  the 
understanding  that  this  plan  is  to  become 
a state-wide  plan.  A Pre-payment  Medical 
Care  Committee  for  the  Nebraska  State 
Medical  Association  shall  be  appointed  in 
the  usual  manner.  This  committee  shall  act 
as  a liaison  committee  between  the  State 
Association  and  the  Nebraska  Surgical  Plan. 
It  shall  keep  informed  in  regard  to  all  activ- 
ities of  the  Nebraska  Surgical  Plan,  and  it 
shall  make  an  annual  report  to  the  Council 
and  House  of  Delegates  as  to  past  and  anti- 


cipated activities  of  the  Nebraska  Surgical 
Plan.  The  House  shall  then  annually  ap- 
prove or  disapprove  the  action  of  the  Ne- 
braska Surgical  Plan  and  shall,  through  its 
Pre-payment  Medical  Care  Committee,  make 
recommendations  to  the  Directors  of  Ne- 
braska Surgical  Plan  for  future  action  and 
policy  of  Nebraska  Surgical  Plan. 

The  Nebraska  Surgical  Plan  will  inform 
the  President-elect  of  the  Nebraska  State 
Medical  Association  as  to  the  number  of 
medical  members  of  the  board  of  directors 
to  be  elected  at  the  following  annual  meet- 
ing. The  president  will  then  designate  from 
the  membership  of  the  Nebraska  State 
Medical  Association  a like  number  of  physi- 
cians to  be  approved  by  the  Council  and 
House  of  Delegates.  These  names  will  then 
be  transmitted  to  the  Nebraska  Surgical 
Plan. 

Should  a vacancy  occur  among  the  medi- 
cal members  of  the  board  of  directors,  the 
president  of  the  Nebraska  State  Medical  As- 
sociation shall  designate  such  a member.  It 
is  specifically  understood  that  the  directors 
of  Nebraska  Surgical  Plan  will  be  sensitive 
to  the  suggestions  and  advice  of  the  House 
of  Delegates  and  its  Pre-payment  Medical 
Care  Committee. 

The  Board  of  Directors  of  Nebraska 
Surgical  Plan  will  be  enlarged  from  nine  to 
twelve  this  year.  The  directors  of  Nebraska 
Surgical  Plan  will  be  increased  annually  so 
that  eventually  all  parts  of  the  state  will 
have  representation  on  the  Board.  The 
maximum  number  of  directors  will  be  twen- 
ty-one. An  Executive  Committee  will  be 
appointed  by  the  Directors  of  Nebraska 
Surgical  Plan  to  function  between  meetings 
of  the  Board. 

Members  of  the  Nebraska  State  Medical 
Association  will  be  given  the  opportunity  to 
participate  in  the  direction  and  supervision 
by  the  above  method.  They  will  be  given 
the  opportunity  to  participate  in  the  fi- 
nancing of  the  Nebraska  Surgical  Plan  by 
the  purchase  of  4%  surplus  notes  in  the 
amount  of  $100.00  each.  It  is  estimated  that 
an  additional  $9,000.00  will  be  needed  to  ex- 
tend the  plan  state-wide.  Each  County 
Medical  Society  should  appoint  a Pre-pay- 
ment Medical  Care  Committee  of  three 
members  to  cooperate  in  the  state-wide  ex- 
tension and  operation  of  Nebraska  Surgical 
Plan. 


252  IN  MEM  (MU  AM  Nebr.  S M.  Jour. 


' Benjamin  F.  ‘Bailey,  M.  D. 

Lincoln,  Nebraska 


Born  1860 

Died  October  31, 1944 


President  Nebraska  State  Medical  Association  1923 


V. 
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(Qemoriam 


Harry  Evan  ‘Totter,  M.  D. 

Fairbury,  Nebraska 


Born  1876 

Died,  February  27,  1945 


V 


J 


President  Nebraska  State  Medical  Association  1927 


NECROLOGY  LIST 


Nebr.  S.  M.  Jour. 
July,  1945 


NECROLOGY  LIST 

1 


Adams,  Howard  C 

Wotbach 

November  2,  1944 

Bowman,  John  E 

Broken  Bow 



...November  15,  1944 

Christie,  Burton  W 

Omaha. 

May  28,  1944 

Cutter,  Irving  S 

Chicago,  111. 

February  2,  1945 

Delfs,  Claus  G 

Geneva 

February  1,  1945 

Fitzsimmons,  Albert  P 

Tecumseh 

February  21,  1945 

Fitzsimmons,  Alexander  W. 

Omaha... 

October  23,  1944 

Gafford,  Charles  C .. 

Wymore. 

...January  30,  1945 

Greene,  John  M 

Falls  City. 

June  10,  1944 

Hansen,  Nelson  Lewis 

Emerson  

November  30,  1944 

Hull,  Solomon  L 

Central  City 

1944 

Hull,  Chas.  Aaron 

Omaha..  

May  8,  1945 

Kenner,  Wm.  C. 

Utica 

February  11,  1943 

Leiber,  Chas 

Gurley  

1944 

Loomis,  John  J. 

Lincoln 

March  21,  1945 

Mackechnie,  Wm.  I). 

Indianola 

March  4,  1945 

Mayer,  Charles  F. 

Burr 

January  23,  1945 

Miller,  Harold  B 

Lincoln 

May  22,  1944 

Morrill,  Ralph  M. 

Lincoln  

June  28,  1944 

Neely,  John  M.,  Sr. 

Lincoln 

October  24,  1944 

Nye,  Frank  H 

Plainview... 

July  18,  1944 

Pedersen,  Peder  M 

Dannebrog 

August  2,  1944 

Pinkerton,  William  James. 

Omaha 

..April  15,  1945 

Pinto,  Alvin  Sherman,  Sr. 

Omaha 

.....  December  7,  1944 

Powell,  Ward  H. 

Minden 

...  November  13,  1944 

Prachar,  Gordon  A. 

Tecumseh  

May  28,  1944 

Richardson,  Ira  F 

Fremont 

August  6,  1944 

Roberts,  Douglas  H. 

.Lincoln 

February  5,  1945 

Smith,  Clifton  H.  

Big  Springs 

...  September  29,  1944 

Smith,  Roscoe  L Los  Angeles,  Calif. November,  1944 


Stearns,  Lester  M. Kearney January  1,  1945 

Taylor,  Edwin  Lawrence York  January  13,  1945 

Walden,  Clifford  W. Beatrice May  11,  1944 

Wanek,  Anton  E ...Loup  City June  20,  1944 

Wild,  William  F Jackson  Heights,  N.  Y November  13,  1944 

* Killed  in  Action 
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WOMAN'S  AUXILIARY 

PRESIDENT'S  MESSAGE 

I feel  very  deeply  honored  in  being-  re- 
elected President  of  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association. 

I still  look  back  on  the  years  of  ’40  and 
’41  with  a great  deal  of  pleasure,  my  asso- 
ciation with  members  of  the  state  board  and 
the  cooperation  given  me,  has  made  a most 
memorable  moment  never  to  be  forgotten. 

Now  I look  forward  to  the  years  of  ’45 
and  ’46  with  a great  deal  of  anticipation, 
meeting  many  of  my  former  associates  on 
the  state  board,  and  extending  my  friend- 
ship to  the  new  members. 

Since  the  beginning  of  the  war,  we  have 
been  more  or  less  inactive,  striving  to  keep 
our  present  auxiliaries  united,  and  to  retain 
their  normal  memberships. 

Under  the  able  leadership  of  Mrs.  Her- 
bert Davis,  our  past  president,  membership 
was  increased. 

The  severe  handicap  of  war,  will  make  us 
put  forth  every  effort  to  increase  the  pres- 
ent membership,  and  place  our  auxiliaries 
again  on  an  active  basis  for  our  returning 
members. 

My  list  of  chairmen  of  standing  commit- 
tees has  not  been  completed  and  will  not  be 
published  until  later. 

With  best  wishes  for  the  ensuing  year, 
Respectfully  submitted, 

MRS.  ANDREW  D.  BROWN 

MESSAGE  OF  THE  RETIRING 
PRESIDENT 

As  my  term  as  President  of  the  Nebraska 
State  Medical  Auxiliary  ends,  it  gives  me 
much  pleasure  to  report  on  the  year  that  has 
just  closed: 

Membership  increased  from  171  to  217. 

Hygeia  subscriptions  increased  from  27 
to  86.  (Additional  subscriptions  were  re- 
turned due  to  the  paper  shortage) . 

Bulletin  subscriptions  increased  from  11 
to  41.  (This  brought  us  up  from  31st  place 
on  the  list  of  39  Auxiliaries  in  the  nation  to 
11th). 

An  increase  in  activities  was  likewise 
marked.  One  Auxiliary  participated  in 
staffing  a Bond  Booth  during  the  Sixth  War 


Loan  Drive;  one  sponsored  the  recreational 
activities  of  Cadet  Nurses;  several  have  par- 
ticipated in  making  surgical  dressings  for 
hospitals,  in  canteen  work  and  Russian  War 
Relief.  All  Auxiliaries  participated  in  the 
Juvenile  Delinquency  and  Cancer  Control 
programs.  Contributions  were  made  to  the 
Community  Chest,  American  Red  Cross, 
Children’s  Memorial  Hospital,  and  $100.00 
was  invested  in  War  Bonds.  Publicity  was 
given  to  the  Health  Programs  of  the  Amer- 
ican Medical  Association  and  Cancer  Control 
Society.  Regular  meetings  were  held  by  all 
Auxiliaries  and  a spirit  of  renewed  vigor 
and  friendliness  was  evident. 

This  is  a report  to  be  proud  of  and  it  is 
because  of  the  cooperation  of  each  member 
of  the  Board,  each  county  officer,  and  each 
individual  member  of  the  Auxiliary  that  I 
can  submit  this  fine  record.  This  has  been 
a happy  year  for  me  in  the  contacts  and 
associations  my  office  has  afforded  me,  and 
I thank  you  all  for  making  it  a successful 
year  as  well. 

Special  gratitude  goes  to  my  loyal  and  ef- 
ficient secretary,  Mrs.  W.  B.  Moody. 

In  closing,  I extend  all  good  wishes  to  my 
successor,  Mrs.  A.  D.  Brown,  and  to  the 
Auxiliary  as  a whole. 

Respectfully  submitted, 

OLGA  M.  DAVIS, 

President,  1944-1945. 

At  the  Annual  Board  meeting  of  the  Ne- 
braska-State Medical  Auxiliary,  which  was 
held  Tuesday,  May  8 at  the  Cornhusker 
Hotel  in  Lincoln,  the  following  officers  were 
elected  for  1945-1946 : 

President — Mrs.  A.  D.  Brown,  Central 
City. 

President-elect — Mrs.  E.  S.  Wegner,  Lin- 
coln. 

First  Vice  President — Mrs.  Howard  Mor- 
rison, Omaha. 

Second  Vice  President — Mrs.  L.  J.  De 
Backer,  Hastings. 

Treasurer — Mrs.  J.  D.  Woodin,  Grand 
Island. 

Historian — Mrs.  F.  L.  Rogers,  Lincoln. 

Directors — One  year:  Mrs.  Id.  O.  Bell, 
York  and  Mrs.  Warren  Thompson,  Omaha; 
two  years:  Mrs.  R.  T.  Van  Metre,  Fremont 
and  Mrs.  J.  M.  Nealy,  Lincoln. 
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The  State  Board  of  Control  early  in  May 
announced  the  appointment  of  Dr.  Charles 
W.  Rudolph  of  Houston,  Texas,  as  the  head 
of  the  State  Hospital  for  the  Tuberculosis 
in  Kearney,  to  succeed  Dr.  L.  C.  Albertson, 
who  resigned.  Dr.  Rudolph  has  been  active 
in  tuberculosis  work  for  20  years.  He’s  a 
graduate  of  the 

For  twelve  years  he  was  in  charge  of  tuber- 
culosis at  the  Tucson,  Arizona  Veterans 
Hospital.  In  1943  he  joined  the  Army  and 
later  was  retired  on  account  of  physical  dis- 
ability. 

In  connection  with  the  recent  upheaval 
following  Dr.  Albertson’s  resignation  the 
Medical  Society  of  Buffalo  County  has  issued 
the  following  statement  which  appeared  in 
the  Kearney  “Hub:” 

“The  various  members  of  the  Buffalo  County  Med- 
ical society  have  made  a personal  investigation  of 
the  conditions  existing  at  the  Hospital  for  Tuber- 
culosis, with  specific  reference  to  the  nursing  con- 
ditions, sanitation,  and  food  as  it  exists  at  the 
present  time,”  the  statement  said. 

“We  have  conferred  with  the  members  of  the 
board  of  control  and  find  that  they  have  employed 
men  of  the  highest  reputation  to  take  charge  of 
the  surgical  work,  medical  examinations,  and  treat- 
ments, including  air  injection  into  the  pleural  cavity 
for  the  purpose  of  resting  the  lung  in  the  required 
cases.  They  have  assured  us  that  it  is  their  inten- 
tion to  supply  whatever  funds  are  necessary  in  or- 
der that  the  best  possible  medical,  surgical,  nurs- 
ing and  general  patient  care  can  be  given  the  people 
in  this  institution. 

“We  feel  that  they  have  done  everything  within 
their  power  to  warrant  confidence  and  assurance 
on  the  part  of  the  patients  and  their  families. 

“Furthermore,  we  feel  that  within  a very  short 
period  of  time,  this  institution  will  rank  among  the 
highest  of  its  type  in  America.” 

Organization  of  the  plans  for  the  Chil- 
dren’s Memorial  Hospital  in  Omaha  have 
been  completed  and  the  Board  of  Trustees 
announces  that  building  of  the  institution 
will  start  as  soon  as  materials  become  avail- 
able. Subscriptions  are  still  coming  in  from 
all  over  this  area.  Among  the  recent  con- 
tributors from  the  medical  group  are:  Drs. 
Howard  Hunt,  George  P.  Pratt  and  Arthur 
J.  Offerman  of  Omaha;  Dr.  E.  S.  Wagner 
of  Lincoln;  Dr.  E.  E.  Baker  of  Scottsbluff; 
Dr.  Charles  W.  Way  of  Wahoo;  Dr.  L.  F. 
Valentine  of  North  Platte;  Dr.  B.  R.  Famer 
of  Norfolk,  and  Drs.  J.  W.  Irwin  and  Edgar 
Cline  of  Auburn. 


The  controversy  over  the  Veterans  Hos- 
pital Administration  is  still  going  strong.  A 
recent  Associated  Press  report  quoted  Rep- 
resentative Rankin  of  Mississippi  who  heads 
the  Investigations:  “(The  Veterans  Admin- 
istration) may  have  to  set  up  a different 
system  for  selecting  physicians.”  Under 
present  Civil  Service  rules  salaries  of  physi- 
cians in  the  Veterans  facilities  range  from 
$3,200  to  $7,500  a year.  Dr.  A.  L.  Miller, 
our  Congressman,  who  is  a memebr  of  the 
Committee  made  public  a letter  he  had  writ- 
ten Brigadier  General  Frank  T.  Hines,  Ad- 
ministrator of  Veterans  Affairs,  a part  of 
which  states:  “It  seems  to  me  that  while 
the  Veterans  Administration  has  excellent 
buildings  and  equipment  they  too  frequently 
lack  qualified  personnel  in  these  hospitals. 
The  salaries  allowed  physicians  do  not  at- 
tract medical  men  of  high  rank.  It  is  im- 
possible to  get  the  well  qualified  physicians 
under  the  present  standards.” 


A testimonial  dinner  by  the  Five  County  Medical 
Society  was  given  in  honor  of  Dr.  F.  P.  Dorsey,  Sr., 
at  Wayne,  early  in  May  in  honor  of  the  celebration 
by  Dr.  Dorsey  of  fifty  years  of  practice. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  brought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise 
of  ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  : 6.00 

Scarlet  fever  6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 

★ ★★★★★★★★★★★ 
BUY  WAR  BONDS  and  STAMPS 
★★★★★★★★★★★★ 
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FROM  THE  OFFICE  OF  THE  SURGEON 
GENERAL 

Technical  Information  Division 
Washington,  D.  C. 

V-E  DAY  MEANS  BIGGER  TASK  FOR  ARMY 
MEDICAL  DEPARTMENT 

The  ending  of  hostilities  in  Europe  means  that 
the  doctors,  nurses,  technicians  and  other  personnel 
who  comprise  the  Army  Medical  Department  will 
now  begin  an  even  bigger  job  than  they  have  been 
doing  which  means  there  is  no  immediate  prospect 
for  the  general  release  of  personnel,  Major  General 
Norman  T.  Kirk,  The  Surgeon  General,  declared  on 
V-E  Day. 

The  Medical  Department,  he  pointed  out,  not  only 
must  continue  to  care  for  the  sick  and  wounded  but 
must  make  immediate  preparations  for  the  rede- 
ployment of  troops  to  the  Pacific  or  this  country. 

One  of  he  biggest  tasks  will  be  to  give  physical 
examinations  to  some  3,500,000  soldiers  before  they 
leave  Europe.  In  addition,  a goal  of  90  days  has 
been  set  in  which  to  evacuate  the  sick  and  wounded 
from  the  European  Theater  to  this  country.  Then 
there  will  be  the  final  matter  of  redeploying  the 
Medical  Department  personnel  and  equipment. 

Soldiers  whose  condition  necessitates  a medical 
discharge  will  be  given  further  treatment  and  ne- 
cessary examinations  in  the  United  States.  All  sol- 
diers, prior  to  discharge  from  the  service,  will  be 
screened  for  tuberculosis,  syphilis  and  other  diseases, 
and  for  possible  strains  and  other  physical  defects. 
Thus  hospitals  here  will  probably  be  operating  at 
capacity  with  a critical  need  for  medical  personnel 
for  many  months  to  come. 

“Practically  all  officers  and  men  in  the  Medical 
Department  came  in  for  the  emergency,”  said  the 
Surgeon  General,  “and  so  far  as  we  are  concerned 
the  emergency  is  far  from  being  over.” 

DDT  STUDIED  FOR  OUTDOOR  USE  HERE 

Extensive  investigations  are  now  being  conducted 
to  determine  the  benefits  and  possible  hazards  in- 
volved in  the  contemplated  use  of  the  insecticide 
DDT  on  a large  scale  outdoors  as  part  of  a plan  to 
control  insect-borne  diseases. 

In  the  Pacific  Theater,  DDT  proved  highly  valu- 
able in  bringing  insect-borne  diseases  under  control. 
However  DDT  will  not  be  employed  indiscriminate- 
ly in  this  country  until  more  research  work  has  been 
completed  on  the  general  biological  effects  of  this 
insecticide. 

Besides  killing  insects  that  carry  diseases,  DDT 
may  kill  other  insects  that  are  beneficial — and  thus 
affect  the  balance  of  nature  which  is  important  to 
agriculture  and  wild  life.  In  combat  zones,  where 
the  health  of  the  soldier  was  at  stake,  it  was  neces- 
sary to  ignore  these  considerations  but  in  the 
United  States  general  outdoor  applications  will  not 
be  adopted  until  more  is  known  about  these  biologic- 
al effects. 


ARMY  DOCTORS  CONSERVE  FILM— MAINTAIN 
HEALTH  STANDARDS 

Because  of  serious  civilian  and  military  short- 
ages of  x-ray  film  and  photographic  paper,  Army 


Medical  Officers  have  been  ordei'ed  to  conserve 
these  materials  while  maintaining  present  high  med- 
ical standards. 

Following  V-E  Day,  Medical  case  histories  will 
continue  to  be  prepared  on  all  troops  being  re- 
deployed but  routine  chest  x-rays  will  not  be  made. 
This  step  will  not  be  necessary,  the  Office  of  the 
Surgeon  General  explained,  because  chest  x-rays 
were  made  of  these  men  when  they  went  overseas 
and  the  Army  has  kept  a critical  medical  eye  on 
them  ever  since.  However,  if  the  redeployment  ex- 
amination indicates  tuberculosis  or  any  other  chest 
disease,  an  x-ray  will  be  made  promptly. 

GENERAL  LULL  DISCUSSES 
PSYCHONEUROTICS 

Speaking  on  the  “Doctors  Look  Ahead”  radio 
program  recently,  Major  General  George  F.  Lull, 
USA,  Deputy  Surgeon  General,  stated  that  out  of 
every  hundred  soldiers  suffering  from  combat- 
engendered  emotional  disturbances,  40  to  50  are  fit 
for  return  to  combat  after  two  days  under  the  care 
of  their  divisional  psychiatrist.  An  additional  10  to 
15  men  return  to  combat  after  two  weeks  of  treat- 
ment in  forward  hospitals.  About  30  more  of  the 
hundred  improve  sufficiently  to  remain  in  the 
theater  in  some  non-combat  job,  while  others  can 
continue  to  do  some  type  of  Army  work  in  this 
country. 

The  remainder  who  are  discharged  from  the  Army 
suffering  from  some  type  of  psychoneurosis  are  not 
insane,  General  Lull  stated  emphatically.  “Treat 
them  with  naturalness,  understanding  and  patience,” 
he  advised.  “Help  them  get  established  in  their 
home,  among  their  friends  and  in  a good  job — and 
the  chances  are  10  to  1 that  their  combat  nervous 
symptoms  will  fade  entirely.” 

“THE  ROAD  AHEAD” 

A new  weekly  radio  program,  “The  Road  Ahead,” 
featuring 'patients  in  Army  and  Navy  hospitals  with 
Clifton  Fadiman  as  MC,  and  guest  stars,  was  in- 
augurated this  month  over  the  Blue  Network.  It  is 
regularly  scheduled  for  Wednesday  evenings  at 
9:00  E.  W.  T. 

Purpose  of  the  program  is  to  build  an  effective 
and  productive  link  between  the  folks  back  home  and 
those  who  are  being  reconditioned  under  the  joint 
auspices  of  the  Army,  Navy  and  Red  Cross.  Hos- 
pital local,  guest  stars  and  commercial  sponsor 
change  weekly. 


SURGEON  GENERAL  OUTLINES  PERSONNEL 
RELEASE  POLICY 

Substantial  releases  of  Army  Medical  Department 
personnel  will  not  take  place  before  the  latter  part 
of  this  year,  Surgeon  General  Norman  T.  Kirk  said 
in  announcing  a policy  on  discharges  in  conformity 
with  War  Department  procedures.  This  is  due  to 
the  fact  that  the  peak  of  the  Medical  Department’s 
activities  will  not  be  reached  until  fall. 

In  formulating  the  policy  consideration  was  given 
to  civilian  needs  for  professional  medical,  dental  and 
veterinary  care  without  weakening  military  needs. 
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Other  factors  considered  were  the  length  of  time 
necessary  for  personnel  to  complete  their  work  in 
the  Mediterranean  and  European  Theaters  and  re- 
turn to  the  United  States;  replacement  of  Medical 
Department  personnel  in  active  theaters  by  those 
who  have  not  had  overseas  duty;  necessity  for  the 
maintenance  of  a high  standard  of  medical  care; 
the  heavy  load  of  patients  in  the  United  States; 
evacuation  of  the  sick  and  wounded  from  Europe  in 
the  next  ninety  days  and  continuing  medical  service 
in  the  Pacific. 

The  policy  applies  with  equal  effect  to  Army 
medical  officers  assigned  to  the  Veteran’s  Adminis- 
tration and  other  agencies. 

It  reads: 

Medical  Corps — 

a.  Officers  whose  services  are  essential  to  mili- 
tary necessity  will  not  be  separated  from  the  serv- 
ice. 

b.  Offmers  above  50  years  of  age  whose  special- 
ist qualifications  are  not  not  needed  within  the 
Army  will  receive  a high  preferential  priority  for 
release  from  active  duty. 

c.  Adjusted  Service  Ratings  will  be  utilized  as  a 
definite  guide  to  determining  those  who  are  to  be 
separated. 

Army  Nurse  Corps — 

a.  All  Nurses  whose  husbands  have  been  released 
from  active  duty  will  be  discharged  upon  request 
when  release  of  husband  is  proven. 

b.  No  officer  will  be  separaed  whose  services 
are  essential. 

c.  Officers  with  children  under  18  years  of  age 
who  wish  to  be  released  will  receive  a high  prefer- 
ential priority  for  selection. 

d.  Adjusted  Service  scores  will  govern  other 
cases. 


ACTING  SECRETARY  OF  WAR  PATTERSON 
AND  GENERAL  KIRK  REPORT  ON 
HEALTH  OF  ARMY 

In  presenting  Major  General  Norman  T.  Kirk, 
Surgeon  General  of  the  Army,  at  the  Secretary  of 
War’s  press  and  radio  conference  on  May  24,  1945, 
the  Honorable  Robert  P.  Patterson,  Acting  Secre- 
tary of  War,  said  in  part: 

The  war  in  which  we  are  engaged  has  produced 
many  seemingly  unsurmountable  problems,  prob- 
lems without  precedent  in  the  development  of  new 
weapons,  new  methods  of  training,  and  new  tactics. 
But  none  of  these  problems  has  been  more  difficult 
than  the  problems  faced  by  our  Medical  Department 
in  caring  for  the  largest  American  Army  in  history, 
fighting  in  virtually  all  parts  of  the  world.  And 
yet,  despite  these  problems,  no  Army  at  any  time  in 
history  has  achieved  a record  of  recovery  from 
wounds  and  freedom  from  disease  comparable  to 
that  of  the  American  Army  in  this  war. 

The  Medical  Department,  its  doctors,  its  nurses, 
its  corpsmen,  has  saved  the  lives  of  97  out  of  every 
100  men  wounded  in  battle  who  reach  a hospital, 
compared  with  92  in  the  World  War.  Seventy  out 
of  every  100  wounded  overseas  were  returned  to 
duty,  and  27  were  evacuated  to  this  country. 

During  the  past  three  years,  the  Medical  De- 


partment has  maintained  a record  of  less  than  one 
death  from  diseases  per  1,000  men  per  year.  Dur- 
ing the  World  War,  19  out  of  every  1,000  men 
died  each  year  from  disease.  During  the  Spanish- 
American  Ward  we  lost  26  out  of  every  1,000  per 
year,  and  in  the  Civil  War,  65  out  of  every  1,000 
men  died  each  year  from  disease. 

In  all,  during  this  war,  12,000  men  died  from 
disease  from  December  7,  1941,  to  May  1,  1945.  In 
World  War  I,  62,670  men  died  from  disease;  in  the 
Spanish-American  War,  3,500  died  from  disease,  and 
in  the  Civil  War,  336,216  men  of  the  Union  and  Con- 
federate armies  from  disease. 

Malaria  has  been  reduced  from  hundreds  of  cases 
per  1,000  men  per  year  to  less  than  50.  The  dysen- 
teries, which  once  put  entire  regiments  and  armies 
out  of  action,  have  occurred  among  less  than  90  out 
of  every  1,000  men  per  year  and  have  been  readily 
controlled.  During  World  War  I,  38  per  cent  of 
the  men  who  contracted  meningitis  died,  compared 
with  4 per  cent  in  the  present  war,  and  24  per  cent 
of  those  who  caught  pneumonia  died  in  1918  com- 
pared with  only  seven-tenths  of  one  per  cent  in  this 
war. 

No  greater  tribute  can  be  paid  to  the  Medical 
Department  of  our  Army  than  the  tribute  paid  by 
its  record  of  saving  lives  in  this  war. 

It  is  a record  written  by  Medical  Corpsmen  fol- 
lowing the  troops  into  battle;  by  doctors  perform- 
ing their  surgery  amid  the  bursting  of  bombs;  by 
the  self-sacrifice  of  American  women  in  the  Nurse 
Corps,  laboring  long  hours  under  the  most  difficult 
of  conditions,  by  thousands  of  other  Medical  Depart- 
ment personnel,  and  by  scientific  research  and  de- 
velopment. 

The  Medical  Department  today  is  well  prepared 
for  the  intensification  of  its  work  brought  about  by 
the  cessation  of  hostilities  in  Europe.  Thousands 
of  wounded  veterans  in  the  European  and  Mediter- 
ranean theaters  are  being  transported  to  the  United 
States  as  fast  as  ships  and  planes  are  available. 
Physical  examinations  are  being  given  to  each  of 
the  3,500,000  soldiers  in  those  theaters  before  they 
are  redeployed.  And  Medical  Department  person- 
nel will  be  sent  to  the  Pacific  in  ever-increasing 
numbers  as  our  forces  are  marshalled  for  the  final 
blows  against  Japan. 

The  peak  of  the  Medical  Department’s  activities 
will  not  be  reached  until  the  fall  of  1945.  At  pres- 
ent, wounded  and  sick  are  being  returned  to  this 
country  from  all  theaters  at  the  rate  of  44,000 
a month.  This  evacuation  will  continue  until  all 
of  the  patients  in  the  European  and  Mediterranean 
theaters  are  removed,  which  will  require  90  days. 

In  anticipation  of  this  movement  of  patients  from 
Europe  to  this  country,  the  Army  has  provided 
seven  additional  hospital  ships,  three  of  which  are 
now  in  service,  with  four  more  to  be  commissioned 
shortly.  This  will  bring  the  total  number  of  hos- 
pital ships  to  29,  with  an  aggregate  patient  ca- 
pacity of  20,000.  Of  the  25  Army  hospital  ships 
now  in  operation,  18  are  in  the  Atlantic,  five  are  in 
the  Pacific,  and  two  more  are  enroute  to  the  Pacific. 

In  addition  to  these  hospital  ships,  special  hos- 
pital equipment  has  been  placed  aboard  24  troop 
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transports,  giving  the  Army  an  additional  patient- 
carrying capacity  of  40,000. 

Eight  thousand  patients  a month  are  being 
brought  back  to  the  United  States  by  plane,  with 
three-fourths  of  this  air  traffic  over  the  Atlantic. 

The  arrival  of  these  thousands  of  wounded  and 
sick  in  this  country  during  the  next  three  months 
will  place  a heavy  load  on  our  General  and  Con- 
valescent hospitals.  The  population  of  all  Army 
hospitals  in  the  United  States  at  present  is  290,000. 
By  September,  this  is  expected  to  reach  315,000, 
taking  into  consideration  the  discharge  rate. 

It  can  readily  be  seen  that  the  Medical  Depart- 
ment will  be  operating  at  capacity  for  many  months 
to  come  and  there  will  be  a critical  need  for  its  pro- 
fessional and  civilian  personnel  during  this  period. 

General  Kirk’s  statement  follows: 

“The  Army  Medical  Department  is  well  prepared 
to  maintain  its  record  of  saving  lives  and  guarding 
against  disease  in  the  second  phase  of  World  War  II 
which  will  be  centered  in  the  Pacific.  As  combat  ac- 
tivities increase  in  that  area  troops  moved  from 
European  theaters  will  find  a different  type  of  war- 
fare, different  diseases  and  different  methods  of 
combating  disease. 

“The  Medical  Department  has  been  preparing  for 
years  for  its  fight  on  disease  in  the  Pacific.  In  ad- 
dition to  its  intensive  research  into  diseases  common 
to  that  area  it  has  gained  much  value  in  practical 
application  of  its  methods  from  the  campaigns  al- 
ready fought. 

“In  the  Pacific  areas  our  fighting  men  are  ex- 
posed to  many  types  of  disease  that  are  rare  in  the 
United  States  and  Europe.  However,  this  should 
not  be  considered  cause  for  alarm.  With  proper  pre- 
ventive measures  and  medical  service  the  disease 
rate  in  the  Pacific  will  be  kept  to  a minimum. 

“Every  fighting  unit  in  the  Pacific  area  has  had 
the  same  type  of  medical  organization  accompany- 
ing it  as  those  in  other  theaters.  The  chain  of 
evacuation  of  the  wounded  is  well  organized  and  is 
very  effective.  Because  of  geographical  and  cli- 
matic differences  certain  changes  were  desirable, 
but  the  same  high  type  facilities  are  available. 

“The  main  diseases  to  be  encountered  in  the  Pa- 
cific are  malaria,  the  dysenteries,  scrub  typhus,  skin 
infections,  schistosomiasis,  filariasis  and  dengue 
fever.  Excellent  progress  has  already  been  made  in 
keeping  the  incidence  of  all  of  these  diseases  to  a 
very  low  degree. 

“Malaria,  for  example,  has  been  reduced  to  one- 
fourth  its  incidence  in  the  early  part  of  the  war  so 
that  the  overall  death  rate  from  malaria  in  the 
Army  is  .01  per  cent. 

“The  use  of  D.D.T.  and  atabrine  is  primarily  re- 
sponsible for  lowering  the  incidence  rate  of  the  most 
disabling  tropical  diseases.  The  remarkable  record 
in  lowering  the  malaria  rate  is  due  also  to  strict 
discipline  and  control  measures.  Malaria  is  spread 
by  the  anopheles  mosquito.  D.D.T. , a recently 

developed  insecticide,  is  used  to  kill  this  mosquito 
and  the  larva.  Areas  are  sprayed  with  D.D.T.  by 
plane  and  a five  per  cent  solution  of  D.D.T.  sprayed 
on  barracks  walls  in  kitchens  and  huts  kills  all 


mosquitoes  and  flies  alighting  thereon  for  months 
after  spraying. 

“The  dysenteries,  so  common  in  the  Pacific 
areas,  which  are  spread  by  flies  are  also  rendered 
less  prevalent  by  the  use  of  D.D.T. 

“Atabrine  has  been  found  more  effective  as  a 
therapeutic  agent  in  the  control  of  malaria  than 
quinine. 

“Filariasis,  which  is  also  spread  by  the  mosquito, 
is  reduced  by  the  use  of  D.D.T.  and  mosquito  con- 
trol methods. 

“Schistosomiasis  is  caused  by  a small  fluke  found 
in  pools  and  running  streams  which  in  a matter 
of  seconds  burrows  through  the  skin  and  infects  the 
individual.  All  water  found  to  contain  these  flukes 
is  posted  and  personnel  is  warned  not  to  bathe, 
wade  or  wash  in  it. 

“Areas  found  to  contain  scrub  typhus  are  imme- 
diately burned  over,  clothing  is  impregnated,  and 
efforts  are  being  made  to  develop  a vaccine  to 
counteract  it. 

“Dengue  fever,  also  spread  by  the  mosquito,  is 
controlled  by  the  use  of  D.D.T.  and  mosquito  abate- 
ment. 

“It  can  readily  be  noted  that  D.D.T.  is  one  of 
the  miracle  developments  of  this  war. 

“Last  year  a tropical  disease  center  was  opened 
by  the  Army  Medical  Department  at  Moore  General 
Hospital,  Swannanoa,  North  Carolina.  It  was  desig- 
nated as  a center  for  the  study  and  treatment  of 
tropical  diseases.  This  center  has  assisted  greatly 
in  the  investigation  and  treatment  of  these  diseases 
and  has  reduced  the  loss  of  manpower  as  a result 
of  illness,  thereby  making  an  important  contribu- 
tion to  the  continuing  improvement  of  American 
medicine. 

“In  addition  to  protecting  the  soldier  from  dis- 
eases of  the  tropics  the  Army  Medical  Department 
is  affording  all  possible  protection  against  dis- 
ease and  harmful  pests  which  might  be  brought  in- 
to the  United  States  by  military  traffic.  This  is 
done  through  a quarantine  branch  which  works  in 
conjunction  with  the  U.  S.  Public  Health  Service 
and  the  Navy. 

“The  Army  program  includes  measures  to  pre- 
vent the  importation  of  dangerous  insects  from 
abroad.  Extensive  insect  control  programs  have 
been  carried  out  about  military  stations  and  air- 
ports abroad,  using  highly  effective  techniques  and 
agents.  Passengers,  planes,  ships  and  cargo  are 
sprayed  with  insecticides  in  order  to  eliminate  in- 
sect risk. 

“The  battle  is  also  waged  through  the  control  of 
rats  and  vermin.  The  most  effective  means  of  rid- 
ding ships  of  rats  has  been  to  build  ships  in  such 
a way  that  rats  cannot  live  or  breed  aboard  them. 
Modern  American  ships  are  practically  free  of  this 
age-old  problem. 

“To  protect  the  country  against  agricultural  dis- 
eases and  pests  which  might  be  imported,  rigid  re- 
strictions and  inspections  are  made  fully  effective 
for  military  traffic.  Particular  stress  is  laid  upon 
packing  materials  which  might  harbor  insect  forms. 

“The  Army  Medical  Department  has  complete 
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medical  and  sanitary  surveys  of  all  the  territory  in 
the  Pacific  which  is  potential  battle  ground.  The 
health  hazards  to  soldiers  are  known  to  the  Medical 
Corps  officers  who  accompany  all  invasion  troops 
and  that  knowledge  is  distributed  to  all  the  men. 

“The  Army  Medical  Department  has  been  doing  a 
fine  job  in  the  Pacific  and  will  continue  to  do  that 
job  as  activities  in  that  theater  increase.  It  is  true 
that  the  pestilential  islands  of  the  Pacific  have  not 
been  changed  into  gardens  of  Eden,  but  when  the 
deplorable  health  conditions  that  existed  there  are 
compared  with  what  has  been  accomplished  it  is  ob- 
vious that  our  victory  over  the  Japs  will  be  hast- 
ened. 

“While  all  of  this  work  and  planning  was  going 
on  for  the  increased  activity  in  the  Pacific  the 
Army  Medical  Department  during  1944  took  care  of 
4,435,000  patients  in  hospitals — 2,315,000  in  the 
United  States  and  2,120,000  in  hospitals  overseas. 
In  addition  it  provided  care  for  an  additional  43,210,- 
000  non-hospitalized  patients — those  with  minor  in- 
fections and  injuries  who  were  only  temporarily  in- 
capacitated. 

“It  performed  the  essential  functions  of  caring 
for  men  wounded  in  battle,  the  injured  and  the  sick 
to  maintain  fighting  strength  with  45,000  medical 
corps,  15,000  dentists,  52,000  nurses,  2,000  veteri- 
narians, 18,700  medical  administrative  corps  men, 
2,500  sanitary  corps  specialists,  1,000  physical 
therapists,  1,500  dietitians,  61  pharmacy  corps  offi- 
cers, 535,000  enlisted  medical  aid  men  and  approxi- 
mately 80,000  civilian  employees. 


MEDICAL  BILLS  IN  CONGRESS 

S.J.  Res.  58  by  Mr.  Kilgore  of  West  Virginia, 
April  20.  A Bill  to  establish  the  first  week  in  Octo- 
ber of  each  year  as  National  “Employ  the  Physical- 
ly Handicapped  Week.”  Referred  to  Committee  on 
the  Judiciary. 

S.  800  by  Mr.  Langer  of  North  Dakota,  March  28. 
A Bill  to  provide  for  the  establishment  of  a Na- 
tional Infantile  Paralysis  Clinic.  Referred  to  Com- 
mittee on  Education  and  Labor. 

S.  825  by  Mr.  Byrd  of  Virginia,  April  4.  A Bill 
to  establish  a Research  Board  for  National  Se- 
curity to  insure  the  continued  preparedness  of  the 
Nation  along  farsighted  technical  lines  by  providing 
for  the  application  of  scientific  research  to  national 
security;  to  provide  a means  of  utilizing  in  times 
of  peace  as  well  as  war  the  services  of  the  out- 
standing scientists  of  the  Nation  in  the  planning 
and  executing  of  military  research;  and  for  other 
purposes.  To  this  end  full  recognition  is  given  that 
an  essential  characteristic  of  progress  toward  the 
solution  of  problems  in  scientific  and  industrial 
fields  is  the  provision  of  opportunity  for  parallel 
attack  under  independent  direction  and  recognition 
that  this  procedure  is  not  costly  duplication.  Re- 
ferred to  Committee  on  Naval  Affairs. 

S.  837  by  Mr.  Langer  of  North  Dakota,  April  6. 
A Bill  to  provide  for  the  payment  of  gratuities 
to  the  parents  of  children  hereafter  born.  Referred 
to  Committee  on  Education  and  Labor. 

Comment:  “That  the  Chief  of  the  Children’s  Bu- 
reau is  hereby  authorized  and  directed  to  pay  to 
the  parents  of  each  child  bom  in  the  United  States 


after  the  date  of  enactment  of  this  Act  the  sum  of 
(a)  $500  if  such  parents  are  the  parents  of  one 
other  child,  (b)  $750  if  such  parents  are  the  parents 
of  two  other  children,  and  (c)  $1,000  if  such  parents 
are  the  parents  of  three  or  more  other  children.” 

H.R.  2710  by  Mr.  Sumners  of  Texas,  March  21. 
A Bill  to  provide  for  the  detention,  care,  and  treat- 
ment of  persons  of  unsound  mind  in  certain  Federal 
reservations  in  Virginia  and  Maryland.  Referred 
to  Committee  on  the  Judiciary.  (This  bill  is  con- 
current with  S.  759). 

H.R.  2716  by  Mr.  Randolph  of  West  Virginia, 
March  21.  A Bill  to  provide  for  health  programs 
for  Government  employees.  Referred  to  Committee 
on  the  Civil  Service. 

Comment:  The  bill  provides  “that  the  health 

services  provided  for  Federal  employees  shall  be 
established  only  upon  recommendation  of  the  Civil 
Service  Commission  after  consultation  with  the 
Public  Health  Service  and  shall  be  limited  to  (1) 
treatments  of  minor  illnesses  and  dental  conditions 
except  in  cases  of  emergency  or  of  injury  or  illness 
sustained  while  in  the  performance  of  the  em- 
ployee’s duty  in  accordance  with  the  Act  of  Septem- 
ber 7,  1916,  entitled  ‘An  Act  to  provide  compensa- 
tion for  employees  of  the  United  States  suffering 
injuries  while  in  the  performance  of  their  duties, 
and  for  other  purposes;’  (2)  preemployment  and 
other  examinations;  (3)  referral  of  employees  to 
private  physicians  and  dentists;  and  (4)  education 
and  preventive  programs  relating  to  health,  includ- 
ing the  alleviation  of  health  hazards  in  the  work- 
ing environment.”  It  is  not  intended  that  this  Act 
shall  in  any  way  interefere  with  the  work  done  by 
the  Tennessee  Valley  Authority  and  “such  health 
programs  as  are  now  being  conducted  for  other 
Federal  employees  may  be  continued  until  June  30, 
1946.” 

H.R.  2739  by  Mr.  Hefferman  of  New  York,  March 
22.  A Bill  to  create  in  the  Veterans’  Administra- 
tion a board  to  be  known  as  the  Federal  Board  of 
Psychiatrists.  Referred  to  Committee  on  World 
War  Veterans’  Legislation. 

Comment:  The  board  is  “to  be  composed  of  fifty 
psychiatrists  who  shall  be  chosen  by  the  Adminis- 
trator of  Veterans’  Affairs  from  among  the  duly 
licensed  physicians  of  the  various  States  and  the 
District  of  Columbia.”  The  Board  is  expected  to 
“meet  once  each  calendar  month.” 

H.R.  2827  by  Mr.  McDonough  of  California,  April 
2.  A Bill  to  authorize  the  release  of  persons  from 
active  military  service  and  the  deferment  of  per- 
sons from  military  service,  in  order  to  aid  in  mak- 
ing possible  the  education  and  training  and  utiliza- 
tion of  scientific  and  technological  manpower  to 
meet  essential  needs  both  in  war  and  in  peace.  Re- 
ferred to  Committee  on  Military  Affairs. 

Comment:  Among  others  to  be  referred  are 

“(b)  fifteen  thousand  trained  scientists  and  en- 
gineers now  employed  in  research  or  by  industry  in 
work  essential  to  the  health,  safety,  and  welfare 
of  the  Nation.” 

H.R.  2920  by  Mrs.  Rogers  of  Massachusetts,  April 
17.  A Bill  to  establish  a Department  of  Veterans’ 
Affairs.  Referred  to  Committee  on  Expenditures 
in  the  Executive  Departments. 

Comment:  There  shall  be  in  the  “Department 

an  Under  Secretary  and  five  Assistant  Secretaries, 
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who  shall  be  appointed  by  the  President,  by  and 
with  the  advice  and  consent  of  the  Senate.” 

H.R.  2946  by  Mr.  May  of  Kentucky,  April  18. 
A Bill  authorizing  appropriations  for  a permanent 
program  of  scientific  research  in  the  interest  of  na- 
tional security.  Referred  to  Committee  on  Military 
Affairs. 

H.R.  2969  by  Mr.  Eberharter  of  Pennsylvania, 
April  19.  A Bill  relating  to  physicians  and  dentists 
who  have  served  in  the  land  or  naval  forces  during 
the  war  period.  Referred  to  Committee  on  Mili- 
tary Affairs. 

Comment:  “That  any  individual  who  served  as 

an  officer  in  the  Medical  Department  of  the  Army 
or  Navy  during  the  war  period  and  was  discharged 
or  separated  from  service  under  honorable  condi- 
tions, and  who,  prior  to  such  discharge  or  separa- 
tion held  a license  to  practice  medicine  or  dentistry 
under  the  laws  of  a State,  shall  be  entitled  to  re- 
ceive a certificate  which  shall  authorize  such  in- 
dividual to  engage,  in  any  State,  in  the  practice  of 
the  particular  class  of  medicine  or  dentistry  covered 
by  the  State  license  held  by  him.” 

H.R.  3055  by  Mr.  Landis  of  Indiana,  April  26.  A 
Bill  to  promote  national  preparedness  and  the  na- 
tional welfare  by  providing  funds  to  assist  the  sev- 
eral States  and  Territories  in  making  adequate  pro- 
visions, through  the  public  schools,  for  physical  -edu- 
cation, educational  health  service,  wider  recreation- 
al use  of  school  facilities,  and  vocational  guidance. 
Referred  to  Committee  on  Education. 

Comment:  To  be  known  as  the  “Physical  Edu- 
cation and  Vocational  Guidance  Act  of  1945.” 

H.R.  3115  by  Mr.  Rankin  of  Mississippi,  May  3. 
A Bill  to  liberalize  and  clarify  the  laws  pertaining 
to  hospital  treatment,  medical  care,  domiciliary 
care  and  related  services,  and  for  other  purposes. 
Referred  to  Committee  on  World  War  Veterans’ 
Legislation. 

Comment:  Replaces  all  laws  administered  by  the 

Veterans’  Administration  relating  to  entitlement  to 
domiciliary  or  hospital  care,  including  transporta- 
tion, medical  treatment,  and  prosthetic  appliances, 
and  writes  a new  provision. 

H.R.  3116  by  Mr.  Barden  of  North  Carolina,  May 
3.  A Bill  to  establish  a temporary  agency  to  be 
known  as  the  Commission  on  Emergency  Federal 
Aid  to  Higher  Educational  Institutions,  and  for 
other  purposes.  Referred  to  Committee  on  Educa- 
tion. 

Comment:  The  Commission  is  only  for  the  dura- 

tion of  the  war  and  “shall  cease  to  exist  six  months 
after  the  date  of  the  termination  of  hostilities  in 
the  present  war  as  declared  by  the  President.” 


NEBRASKA  STATE  HEALTH  DEPART- 
MENT NOTES 

The  Food  “Clinic” — Another  Tool 

Almost  every  visit  to  the  doctor  results 
in  some  sort  of  advice  regarding-  diet.  Never 
has  the  significance  of  food  in  health  and  in 
sickness  been  given  more  serious  considera- 
tion than  now.  The  physician  and  the  lay- 
man alike  know  that  much  can  be  accom- 


plished toward  an  “abundant  life”  by  im- 
proving dietary  practices.  Not  always  is 
the  advising  physician  aware  of  all  the  pre- 
judices, nationality  patterns,  economic  re- 
strictions, and  so  on  which  have  governed 
the  patient’s  diet  in  the  past,  and  which  are 
so  difficult  to  surmount  and  to  overcome. 
Questioning  the  patient  to  obtain  all  this 
background  takes  precious  time  which  the 
doctor  cannot  spare.  General  directions, 
such  as  he  does  have  time  to  give,  are  often 
bewildering  to  the  over-anxious  mother  or 
patient  to  whom  they  are  hastily  given. 

Solutions  to  just  such  problems  are  avail- 
able to  Tufts  College  Medical  School  from 
the  Food  Clinic  of  the  Boston  Dispensary. 
The  story  of  the  beginning  of  the  Food 
Clinic  might  well  be  included  among  others 
about  American  pioneers.  Frances  Stern, 
who  had  served  during  Hoover’s  administra- 
tion as  a member  of  the  food  advisory  group, 
founded  the  Clinic  in  1918.  It  was  the  first 
of  its  kind  in  the  world  and  served  then,  as 
now,  as  an  example  of  applied  nutrition 
where  dietetics  became  practical  rather  than 
theoretical. 

Patients  come  to  the  clinic  for  individual 
conferences  with  the  food  consultant  who 
learns  their  food  habits  and  who  translates 
the  examining  physician’s  recommendations 
into  the  meals  for  each  day  in  such  a way  as 
to  fit  their  normal  patterns.  Two,  three  or 
more  visits  may  start  a patient  along  the 
road  he  must  travel. 

Group  conferences  are  also  conducted  in 
an  intensive  preventive  program.  Series  of 
lectures  for  mothers,  for  children,  and  for 
various’  of  the  other  clinic  patients  are  a 
regular  activity. 

The  education  of  the  patient  is  only  one 
function  of  the  Food  Clinic.  Another  is  the 
training  of  the  medical  student  in  applied 
dietetics.  The  student  does  a part  of  his 
third-year  clinical  course  here,  where  he  can 
work  with  the  patient  and  the  dietitian ; 
where  he  can  follow  the  patient  to  his  home, 
when  it  seems  advisable,  to  help  him  get 
started.  Later,  when  he  is  in  his  own  prac- 
tice, the  former  student  often  returns  for 
more  observation  or  advice. 

A similar  service  has  been  instituted  at 
the  Nebraska  University  Hospital  Clinics 
where  a nutrition  consultant  works  indi- 
vidually with  the  patient,  the  medical  stu- 
dent, and  the  student  dietitian.  She  has  her 
own  office,  where  she  can  meet  each  patient, 
on  the  same  floor  with  the  examining  rooms 
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of  the  clinic.  She  sees  the  patient  as  he 
comes  in,  sees  his  case  record  and  his  doc- 
tor’s report.  From  these  she  can  make  her 
interpretations  to  the  patient  and  spend  as 
much  time  with  him  individually  as  seems 
necessary  to  get  complete  understanding. 
Prenatal  patients,  rheumatic  fever  patients, 
crippled  children,  and  others  obtain  a service 
here  which  is  invaluable  to  them  not  only  in 
the  treatment  of  their  particular  condition, 
but  even  in  the  whole  life  regimen. 

The  work  of  the  nutrition  consultant  dif- 
fers from  that  of  a hospital  dietitian.  The 
latter  does  for  the  patient  in  the  hospital 
what  the  former  teaches  him  to  do  for  him- 
self in  his  own  home. 

The  person  to  person  contact  between  nu- 
trition consultant  and  patient  is  very  essen- 
tial to  such  teaching.  Only  in  that  way  can 
the  teacher  know  all  the  factors  involved  in 
another’s  food  habits — nationality,  mode  of 
living,  the  kind  of  home  from  which  he 
comes,  the  neighborhood  market,  the  eco- 
nomic status — all,  play  a part  in  determining 
his  habits.  They  must  all  be  taken  into  con- 
sideration to  give  the  patient  a workable 
plan  for  intelligently  modifying  his  habits. 

The  United  States  Public  Health  Service 
recently  held  a school  of  instruction  for  the 
Health  Chairman  of  the  Federation  of  Wom- 
en’s Clubs.  Twenty-six  states  were  repre- 
sented, among  them  was  Nebraska.  Dr. 
Thomas  Parran,  Surgeon  General,  in  ad- 
dressing the  group  said : 

“ . . . We  have  been  assembling  informa- 
tion on  the  postwar  health  needs  of  the  na- 
tion and  as  a result  of  our  studies  it  is  pos- 
sible to  chart  broad  objectives: 

1.  A hospital  system  for  the  provision 
of  complete  medical  service  for  every  citizen. 

2.  Expanded  public  health  services  in 
every  part  of  the  country. 

3.  Adequate  water  supplies  and  other 
sanitary  facilities. 

4.  Medical  care  for  all. 

5.  Augmented  medical  research,  and 

6.  Training  of  health  and  medical  person- 
nel in  adequate  numbers. 

“.  . . When  you  who  are  members  of  the 
General  Federation  of  Women’s  Clubs  return 
to  your  homes,  we  look  for  purposeful  action 
on  your  part.  In  addition  to  working  on 
local  problems,  I trust  that  through  study 
groups  you  will  continue  to  keep  informed 


on  health  matters  of  national  scope.  Your 
community  is  your  first  interest,  but  every 
community  in  the  country  is  affected  by 
national  legislation.” 


Rules  and  regulations  of  the  State  De- 
partment of  Health  are  being  revised  and 
will  be  ready  for  distribution  in  August. 

Four  Health  Education  Workshops  are  be- 
ing conducted  this  summer  by  the  Division 
of  Public  Health  Education.  These  are  at 
State  Teachers  Colleges  in  Kearney  and 
Wayne,  and  at  Hastings  and  Midland  Col- 
leges. About  500  teachers  will  attend  these 
Workshops.  Many  public  health  problems 
will  be  discussed.  Chief  among  these  will  be 
how  to  use  the  resources  and  the  facilities 
in  your  own  community  for  keeping  well. 

The  State  Department  of  Health  has  had 
many  calls  from  physicians  for  material  for 
their  office  tables.  We  are  glad  to  extend 
this  service  to  others. 

The  Mobile  Chest  X-Ray  Unit  is  in  action 
for  personnel  at  defense  plants  and  military 
centers.  High  school  and  college  students, 
as  well  as  other  adults  in  the  communities 
visited,  have  also  had  the  opportunity  to 
have  a free  chest  x-ray.  The  County  Medical 
Society  sponsors  the  project  in  each  area. 
Over  20,000  chest  x-rays  have  been  taken  in 
the  last  six  months. 

The  Grand  Island-Hall  County  Health  De- 
partment was  opened  March  5,  1945.  It  now 
has  a staff  of  eight  persons  with  Dr.  J.  C. 
Newman  directing.  Ruth  Ranson,  R.N.,  is 
Supervising  Nurse.  Working  with  her  are 
Mary  K.  Platt,  R.N. ; Elsie  B.  Harrison,  R.N., 
and  Helen  Zink,  R.N.  C.  B.  Ivinnison  is 
Sanitarian  and  J.  S.  Olewine,  Sanitary  En- 
gineer. Pearl  Holloway  is  the  secretary  for 
the  Department. 

A generalized  nursing  service  is  being 
developed,  including  service  to  infants,  ex- 
pectant mothers,  school  children  and  all 
family  members.  Activities  will  be  extended 
to  combat  communicable  disease,  including 
the  venereal  diseases.  The  services  rae  car- 
ried on  through  home  visitation,  through 
the  schools,  and  under  supervision  or  refer- 
ral by  the  family  physician.  These  services 
are  offered  to  everyone  in  urban  and  rural 
communities. 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul.  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
Weber,  C.  R.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Dong  Pine 
BUFFADO  COUNTY 

Dickinson,  D.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lulcens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R,  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  D.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Douisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
CUSTER  COUNTY 

Koefoot,  Ted,  Jr.,  Broken  Bow 
Leonard,  Patrick,  Broken  Bow 
DAWES  COUNTY 

McEUigott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 

DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J..  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 

DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long",  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 


As  of  June  15,  1945 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 
Heywood,  Leo.  T. 

Hirschman,  J.  H.,  Int. 
Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley.  Wm.  E. 

Kemp,  Wm.  T. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 
Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 
ICrieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 
Mangiameli,  Carl  L. 
Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 
Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 
O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 
Shamberg,  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

♦Stokes,  Harry  B. 

Strand,  Clarence  Johnson 
Tamisiea,  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens.  Raymond  J. 

Young,  Geo.  Alex.,  Jr. 
FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker,  John  G.,  Milligan 


FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P..  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
♦Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  B.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 
KNOX  COUNTY 

Carrig,  M.  H.,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Everett,  H.  H„  Jr. 

Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Greer,  Rex  E. 

Haentzschel,  L.  E. 

Haley,  Robert  R. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds.  Verne  J. 

Royal,  Paul 
Sharrar.  Lynn  E. 

Stein,  Robt.  J. 

Still,  Richard  M. 


» Killed  in  action 
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Taborsky,  A.  F. 

Teal,  Philip 
Underwood,  G.  R. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H..  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
NEMAHA  COUNTY 
Tushla,  F.  M.,  Auburn 
OTOE  OOUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 


Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D..  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 
PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 

RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 

RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 


SAUNDERS  OOUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 

SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Ohme,  K.  W.,  Mitchell 
Rosenau,  John  A.,  Scottsbluff 

SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 

SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 

THURSTON  COUNTY 
Bradley,  J.  D.,  Pender 

WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 

VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round.  John  N.,  Ord 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  aa  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Dr.  Zeno  Forth,  of  Omaha,  was  recently  ad- 
vanced from  major  to  lieutenant  colonel  in  the 
Army  Medical  Corps. 

Lt.  Commander  James  D.  Bradley  is  a navy 
flight  surgeon  stationed  on  a naval  air  station  on 
one  of  the  Marianas  in  the  South  Pacific. 

Capt.  Ralph  C.  Moore,  of  Omaha,  following  three 
years  service  overseas  has  returned  for  a visit,  to 
Omaha  with  his  parents,  Doctor  and  Mrs.  Clyde 
Moore. 

Lt.  Col.  Ross  Taggert,  formerly  of  Chambers, 
recently  received  the  Army  Medal  for  meritorious 
service  performed  with  the  Timber  Wolf  Division 
of  the  First  U.  S.  Army  in  Germany. 

Among  recent  visitors  to  their  home  town  were 
Major  Joseph  A.  Weinberg  now  stationed  at  Van 
Nuys,  Calif.,  and  Lt.  Com.  Werner  P.  Jensen  sta- 
tioned in  Norman,  Okla. 

Lt.  Col.  Louis  E.  Dickinson  following  two  years 
service  as  flight  surgeon  in  the  Mediterranean  area, 
where  he  landed  with  the  invasion  force  at  Casa- 
blanca on  November  8th,  1942,  is  now  base  surgeon 
at  the  McCook,  Nebraska,  Army  Air  Field.  He  was 
formerly  stationed  at  the  Casper,  Wyoming,  air 
base  after  his  return  from  overseas.  It.  Col.  Dick- 
inson was  formerly  from  Ravenna,  Nebraska. 

Co-head  of  the  only  Army  Hospital  in  the  Pacific 
to  devote  itself  to  civilians  is  Capt.  Richard  Cullen. 
According  to  the  Associated  Press  the  hospital  is 
located  at  Jolo  City  in  the  Philippines  and  was 
necessitated  by  lack  of  medical  care  during  three 
years  of  Japanese  occupation.  Malaria,  yaws,  beri- 
beri, tropical  ulcers  and  even  leprosy  went  unat- 
tended under  the  Japs  and  presented  an  acute  hos- 
pitalization problem  when  the  Forty-first  Division 
troops  came  ashore. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  R.  R.  Brady  of  Ainsworth  visited  in  Wash- 
ington, D.  C.,  in  May. 

Dr.  C.  L.  Williams,  of  Syracuse,  visited  his  sister 
in  Chicago  the  latter  part  of  May. 

Dr.  C.  H.  L.  Stehl  spent  part  of  May  in 
Rochester,  Minn.,  in  the  Mayo  Foundation. 

Dr.  Faye  Smith  attended  clinics  in  Denver  and  in 
the  Cook  County  Hospital  in  Chicago  in  May. 

Dr.  E.  R.  Hays,  formerly  of  Falls  City,  was  in 
Weseley  Memorial  hospital  in  Chicago,  in  May. 

Dr.  Lucien  Stark,  of  Norfolk,  was  recently  ap- 
pointed by  the  Blair  American  Legion  to  serve  on 
the  Medical  Advisory  Board  of  the  National  Amer- 
ican Legion. 

Dr.  Robert  T.  Jones,  of  Culbertson,  is  doing  re- 
fraction at  the  Children’s  Memorial  Hospital  in 
Chicago.  He  also  spent  some  time  at  Janesville, 
Wisconsin,  working  in  ophthalmology. 

Dr.  G.  A.  Harris  of  Valley,  celebrated  his  50th 
year  of  medical  practice  in  May.  He  was  given 
a dinner  by  the  Valley  Chamber  of  Commerce,  and 
was  presented  with  a gift  from  that  organization. 

After  serving  fifty  years  in  his  medical  prac- 
tice Dr.  D.  A.  Texley,  retired  the  first  of  May  at 
the  age  of  73.  The  major  part  of  his  professional 
life  was  spent  in  Carrol  where  he  located  in  1901. 

Dr.  J.  E.  M.  Thomson,  of  Lincoln,  was  a guest 
speaker  before  the  Nu-Med  Society  in  Lincoln 
early  in  May.  The  Nu-Med  Society  is  an  organiza- 
tion consisting  of  pre-medical  students  in  the  state 
university. 

Dr.  C.  A.  Selby,  Director  of  Health,  in  Lincoln, 
received  word  recently  that  his  son  T/Sgt.  Bruce 
was  awarded  the  Bronze  Star  for  achievement  in 
excess  of  duty  while  serving  with  a Bomber  group 
in  Italy  last  fall. 
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NOW  UeaAisKf,  Landed,! 

Far  more  scientific  and  accurate  fitting 
than  ever  before  and  a far  clearer,  more 
sharply  “focused”  hearing  of  conversation, 
music,  the  whole  world  of  sound. 

Three  new  Acousticon  models  at  new  low 
prices — $79.50  - $99.50  and  $159.50.  All  use 
the  same  new  fitting  for  either  air  or  bone 
conduction. 

ACOUSTICON 

916  Stuart  Bldg. 

LINCOLN,  NEBR. 


Accident,  Hospital,  Sickness 

INSURANCE* 


for 


PHYSICIANS  - SURGEONS  - DENTISTS 

Exclusively 

All  Premiums  Come  from  Physicians,  Surgeons,  Dentists 
All  Claims  Go  to  Physicians,  Surgeons,  Dentists 


$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


43  Years  under  the  same  management 

$ 2,700,000.00  INVESTED  ASSETS 
$12,700,000.00  PAID  FOR  CLAIMS 


$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

86c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 


400  First  National  Bank  Bldg.  Omaha  2,  Nebr. 


RADIUM 

{ Including  Radium  Applicators} 

FOR  ALL  MEDICAL  PURPOSES 

• 

ESTABLISHED  1919 

e 

ni  TT\TrV  X-Ray  and  Radium 
yilliNVl  Laboratories 

Owned  and  operated  by  a Physician-Radiologist 

Harold  Swanberg,  B.S.,  M.D.,  Director 

W.C.U.  Bldg.  Quincy,  111. 


i /ior  SURGICAL 

COMPANY,  Inc. 


Physicians  - Nurses 
Hospital  - Sick  Room 

SUPPLIES 

Medical  Arts  Building,  Omaha,  Nebr. 

Phone  ATlantic  5825 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 

“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 


(^Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 
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MALPRACTICE  INSURANCE 

O 

U 

> 

O 

QC 

CL 

THE  CONTINENTAL  COMPANY 

< 

1100  “O”  St.  Lincoln,  Nebr. 

BOOKS  RECEIVED 

Approved  Laboratory  Technic,  Clinical,  Patho- 
logical, Bacteriological,  Mycological,  Virological, 
Parasitological,  Serological,  Biochemical  and  Histo- 
logical, by  John  A.  Kolmer,  M.S.,  M.D.,  Dr.P.H., 
Sc.D.,  LL.D.,  L.H.D.,  F.A.C.P.,  Professor  of  Medi- 
cine in  the  School  of  Medicine  and  the  School  of 
Dentistry,  Temple  University;  Director  of  the  Re- 
search Institute  of  Cutaneous  Medicine;  Formerly 
Professor  of  Pathology  and  Bacteriology,  Graduate 
School  of  Medicine,  University  of  Pennsylvania;  and 
Fred  Boerner,  V.M.D.,  Associate  Professor  of  Clin- 
ical Bacteriology,  Graduate  School  of  Medicine  and 
Assistant  Professor  of  Bacteriology,  School  of  Medi- 
cine, University  of  Pennsylvania;  Bacteriologist, 
Graduate  Hospital,  Philadelphia.  Fourth  Edition, 
1017  pages,  including  index,  illustrated.  D.  Apple- 
ton-Century  Company,  Inc.,  New  York-London. 

Pathology  of  Labor,  The  Puerperium  and  the 
Newborn  by  Charles  O.  McCormick,  A.B.,  M.D., 
F.A.C.S.,  Clinical  Professor  of  Obstetrics,  Indiana 
University  School  of  Medicine;  Consulting  Obste- 
trician to  William  H.  Coleman  Hospital  for  Women, 
Indianapolis  City  Hospital,  and  Sunny  Side  Sani- 
tarium. 399  pages,  including  index,  with  191  illus- 
trations including  10  in  color.  The  C.  V.  Mosby 
Company,  St.  Louis.  Price  $7.50. 

The  Marihuana  Problem  in  the  City  of  New  York, 
Sociological,  Medical,  Psychological  and  Pharmaco- 
logical Studies  by  the  Mayor’s  Committee  on  Mari- 
huana. 220  pages.  The  Jaques  Cattell  Press,  Lan- 
caster, Pennsylvania.  Price  $2.50.  Publication 
date,  Nov.  25,  1944. 


THOSE  WITH  LUNG  AILMENT  SHOULD  SEE 
DOCTOR  BEFORE  TRAVELING  BY  PLANE 

Persons  suffering  from  known  diseases  of  the 
lungs  should  consult  their  physicians  before  travel- 
ing by  plane,  Lieutenant  Commander  Harold  Vin- 
cent Holter,  MC-V(S),  U.S.N.R.,  and  Lieutenant 
Orville  Horwitz,  MC-V(S),  U.S.N.R.,  advise  in  a 
recent  issue  of  The  Journal  of  the  American  Medi- 
cal Association  for  March  3. 

They  cite  an  instance  where  a young  marine  re- 
ported to  the  medical  unit  after  his  first  airplane 
flight  complaining  of  pains  in  his  chest.  Examina- 
tion revealed  about  a 60  per  cent  collapse  of  the 
right  lung.  They  believe  that  the  cause  of  this 
condition  was  the  change  of  atmospheric  pressure 
produced  by  ascent  to  8,000  feet  in  an  airplane. 
They  say  their  report  on  this  case  may  assist  other 
physicians  in  advising  their  patients  in  this  respect. 

It  has  lately  been  reported  that  patients  with 
lung  injuries  may  be  transported  by  air,  at  low  alti- 
tudes, without  danger.  However,  in  these  cases,  a 
tear  in  the  lung  is  known  to  exist,  and  no  further 
damage  may  be  expected.  “In  contrast  to  these  in- 
dividuals,” the  two  physicians  say,  “it  is  the  one 
reported  in  which  the  tear  did  not  already  exist,  but 
is  merely  a potential  weakness  which  may  be  con- 
verted into  a full  tear  by  means  of  decreased  at- 
mospheric pressure. 

“Although  no  definite  conclusion  may  be  drawn 
from  this  particular  case,  it  is  our  considered 
opinion  that  extreme  caution  should  be  exercised 
in  advising  patients  who  have  had  the  known  dis- 
eases of  the  pleura  about  airplane  travel.” 
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EDITORIAL 


THE  NEBRASKA  SURGICAL  PLAN 

In  accordance  with  the  action  taken  by 
the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  at  its  last  annual 
session,  the  Nebraska  Surgical  Plan  is  now 
a state-wide  institution.  It  is  open  to 
groups  of  people  who  believe  in  insurance 
against  unpredictable  expenditures  for  dis- 
abling conditions  which  fall  in  the  realm 
of  surgery,  obstetrics,  and  their  related 
fields.  The  details  of  the  Plan  are  pub- 
lished on  another  page  of  this  issue  of  The 
Journal. 

The  future  of  any  medically-sponsored 
pre-payment  system  lies  in  the  hands  of 
those  who  have  a direct  interest  in  it:  Those 
who  render  service, — the  physicians;  and 
those  who  purchase  the  contract, — the  pub- 
lic. In  a general  way  it  may  be  stated  that 
the  success  of  the  Surgical  Plan  will  depend 
principally  upon  the  conviction  by  the  mem- 
bers of  our  Association  that  the  medical 
profession  is  capable  of  improving  the  dis- 
tribution of  its  services  without  govern- 
mental interference,  and  upon  the  apprecia- 
tion by  the  large  sector  of  our  population 
that  regardless  of  promises  by  a few  mis- 
guided and  misguiding  visionaries  for  free 
medical  care,  in  the  American  way  of  life 
nothing  is  free  to  some  that  is  expensive 
to  others, — and  particularly  where  govern- 
mental bureaus  take  a hand  no  one  is  exempt 
from  paying  the  cost.  The  little  fellow 
knowingly  or  otherwise,  as  a rule  pays  the 
greatest  share. 

Judging  from  the  results  of  the  survey 
conducted  by  our  Planning  Committee  the 
doctors  in  Nebraska  are  conscious  of  the 
threat  of  political  interference.  The  ma- 


jority of  them  believes  that  some  form  of 
pre-payment  system  for  medical  expenses 
is  desirable,  and  should  be  made  available. 
Many  of  our  members  have  entertained  such 
a belief  for  a long  time.  To  some  undoubted- 
ly the  Plan  as  it  now  stands  is  but  a partial 
solution  to  the  problem  of  medical  care. 
They  are  right  in  their  opinions.  The  offi- 
cers of  the  Plan,  we  are  certain,  are  fully 
aware  of  this.  In  all  likelihood  they  con- 
sider the  Surgical  Plan  a stepping  stone  to 
further  extension  of  benefits,  and  in  time, 
following  actuarial  experiences,  to  full  in- 
demnity or  service  coverage.  They  feel, 
and  we  are  in  agreement  with  them,  that  it 
is  better  to  start  modestly  and  broaden  the 
system  when  conditions  are  favorable,  than 
to  leap  blindly  into  a large  undertaking  and 
run  the  risk  of  a discouraging  set-back  be- 
fore the  prepayment  principle  has  had  the 
opportunity  to  prove  its  practical  usefulness. 

Neither  this  Plan  nor  any  other  of  the 
many  systems  now  operating  throughout 
the  country  offers  a medical  economic  pana- 
cea. The  hard  fact  remains  that  there  is  no 
panacea  in  medicine  any  more  than  there 
is  in  any  other  phase  of  human  endeavor. 
In  sponsoring  these  pre-payment  systems 
organized  medicine  is  attempting  to  pre- 
serve the  basis  of  good  medical  practice,  and 
to  make  its  services  available  to  the  Ameri- 
can people  by  utilizing  the  principles  of  in- 
surance. And  since  these  plans  operate  on  a 
non-profit  basis,  it  is  possible  to  sell  the  con- 
tracts at  rates  that  the  average  wage-earner 
can  afford. 

The  primary  purpose  of  the  Surgical  Plan 
is  not  to  compete  with  private  reputable  in- 
surance companies  or  with  established  gov- 
ernmental agencies  whose  functions  in  our 
social  system  are  well  defined.  The  Surgical 
Plan  constitutes  an  effort  on  our  part  to 
help  people  of  modest  means  purchase  their 
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medical  care  on  a respectable  level,  and 
without  too  much  financial  strain,  either 
through  high  premiums  or  through  back- 
breaking taxes.  At  the  same  time  we  hope 
to  ward  off  a destructive  political  avalanche 
which  has  again  started  brewing  in  the 
congressional  pot  in  Washington,  in  a new 
form  of  the  Wagner-Murray-Dingell  bill. 

The  Nebraska  Surgical  Plan  must  succeed. 
And  no  physician  who  values  his  profes- 
sional dignity  will  miss  an  opporunity  to 
lend  his  warmest  endorsement. 


WHAT  THE  PUBLIC  THINKS 

Below  we  reprint  an  editorial  from  a re- 
cent issue  of  the  North  Platte  “Telegraph.” 
It  would  be  difficult  to  think  of  a better 
follow-up  for  our  own  editorial  above. 

POSTWAR  HEALTH  PROGRAM 

Expansion  of  the  Blue  Cross  Plan,  providing 
hospitalization  insurance  on  a prepayment  basis,  to 
every  community  or  area  in  this  country,  is  advo- 
cated by  Dr.  Morris  Hinenburg,  president  of  the 
Greater  New  York  Hospital  Association. 

Urging  the  development  of  a “more  adequate 
health  service,”  Dr.  Hinenburg  declared  that  the 
service’s  benefits  should  be  extended  to  people  in 
the  lower  income  brackets.  “Its  ultimate  goal 
should  be  to  provide  for  as  many  types  of  illnesses 
as  possible,  not  for  21  days  or  30  days,  but  for  as 
long  as  the  real  need  for  hospitalization  exists. 
Every  effort  should  be  made  to  establish  a com- 
prehensive type  of  coverage  that  will  conform  to  a 
national  plan  of  hospital  service. 

“In  fashioning  an  adequate  program  of  health 
for  the  nation,  there  must  be  a way  to  determine 
how  voluntary  hospitals,  Blue  Cross  Plans  and  vol- 
untary medical  service  plans  can  combine  their 
initiative  and  activities  with  those  of  government 
programs  in  medicine. 

“There  is  a need  for  both,  and  their  is  room  for 
both.  Neither  can  nor  should  attempt  to  assume 
the  greater  responsibility  of  a complete  program, 
but  should  bend  every  effort  to  share  in  the  realiza- 
tion of  this  constructive  purpose.” 

To  extend  hospitalization  protection  will  involve 
money,  and  Dr.  Hinenburg  makes  an  appeal  for 
support  to  employer  groups,  to  industry,  and  for 
the  continued  aid  of  government  and  philanthropy 
in  caring  for  the  indigent  and  unemployed. 

Dr.  Hinenburg’s  ideas  could  well  form  the  basis 
for  one  of  the  most  constructive  postwar  pro- 
grams that  could  be  adopted  by  any  community 
in  our  land. 

The  United  States  has  outstripped  the  world  in 
raising  its  standard  of  living  by  the  voluntary  ef- 
fort and  initiative  of  its  own  citizens.  If  it  turns 
this  same  energy  toward  providing  adequate  med- 
ical facilities  for  all,  it  will  soon  set  a record  in 
that  line. 


THE  HEALTH  EDUCATION  WORKSHOP 

For  years  organized  medicine  has  been 
pointing  out  the  necessity  for  instructing 
Normal  School  students  in  matters  of  health 
in  order  that  following  their  appointment  to 
teaching  positions  they  may  be  to  some  de- 
gree at  least,  conversant  with  the  health 
problems  of  the  class  room.  How  this  in- 
struction is  to  be  done,  by  whom  it  is  to  be 
administered,  how  much  is  to  be  taught, 
and  who  is  to  do  the  teaching,  remained  a 
controversy  which  like  most  controversies, 
obstructed  the  entire  program.  This  coupled 
with  statutory  restrictions  and  an  indif- 
ferent attitude  toward  this  phase  of  edu- 
cation by  the  public,  was  largely  responsible 
for  inactivity  in  this  field.  Nothing  was 
done.  Directors  of  Health  from  time  to  time 
when  approached  on  the  subject  would  nod 
their  heads  in  agreement  that  it  should  be 
done,  and  invariably  dismissed  their  re- 
sponsibility with  the  well  known  “But.” 

Our  state  was  by  no  means  alone  in  this 
dilemma.  Indeed  compared  with  other  lo- 
calities our  difficulty  in  the  matter  was  very 
elementary.  Col.  Bartholomew,  Acting  Di- 
rector of  Health  in  the  early  thirties  com- 
plained of  the  lack  of  this  type  of  instruc- 
tion in  the  Normal  Schools  of  Nebraska. 
Yet  with  constantly  decreasing  appropria- 
tions there  was  little  more  to  do  than  wait. 
Congressman  Miller  in  his  days  in  the  Health 
Department  also  was  in  favor  of  a health 
work  shop  for  teachers’  colleges. 

It  took  the  energy  and  organizational  abil- 
ity of  Miss  Lamkin  to  put  this  desirable 
program  into  effect.  Starting  modestly 
about  two  years  ago  she  has  built  up  a sound 
curriculum  which  though  far  from  perfect, 
nevertheless  has  good  prospects  for  growth 
and  expansion.  It  will  undoubtedly  take 
years  to  achieve  the  full  benefits  of  the 
system,  but  as  we  all  know,  education  at  best 
is  a slow,  discouraging  process.  The  begin- 
ning has  been  made.  Nebraska  will  long 
be  indebted  to  Miss  Lamkin  for  her  tireless 
efforts  in  this  field. 


WAR  BONOS  STAMPS 
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Voluntary  prepayment  sickness  insurance! 
is  again  forcibly  brought  to  the  attention  off 
the  medical  profession  by  the  introduction" 
of  the  1945  version  of  the  Wagner-Murray- 
Dingell  Bill  in  the  present  session  of  Con- 
gress. Our  strongest  weapons  in  the  fight 
against  regimentation  and  state  medicine  are 
voluntary  non-profit  prepayment  medical 
care  plans  sponsored  by  the  Medical  Profes- 
sion. 

The  Planning  Committee  of  the  Nebraska 
State  Medical  Association  during  the  last 
year  conducted  a state-wide  survey  of  the 
doctors  in  Nebraska  to  ascertain  the  desires 
of  the  medical  profession  concerning  pre- 
payment medical  care  plans.  More  than  one 
thousand  questionnaires  were  mailed  out, 
five  hundred  and  fifty  were  returned ; 
eighty  per  cent  of  those  who  returned  the 
questionnaire  cards  were  in  favor  of  estab- 
lishing a voluntary  non-profit  prepayment 
medical  care  plan.  The  Planning  Committee 
then,  after  long  and  careful  study,  recom- 
mended to  the  House  of  Delegates  the  al- 
ready established  Nebraska  Surgical  Plan. 

The  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  on  May  eighth, 
by  unanimous  vote,  adopted  this  Plan.  The 
constitution  and  by-laws  of  the  Nebraska 
Surgical  Plan  provides  that  two-thirds  of 


■ their  Board  of  Directors  must  be  members 
|of  the  State  Medical  Association.  Surgical 
Plan  is  integrated  with  the  Blue  Cross  Serv- 
ice of  Nebraska.  Blue  Cross  will  provide  for 
hospital  care.  Surgical  Plan  will  provide  for 
five  types  of  professional  care,  namely: 
Surgical,  Maternity,  X-Ray,  Anaesthesia, 
and  Pathology.  Most  of  the  care  will  be 
rendered  in  hospitals,  but  provision  has  been 
made  to  furnish  care  for  minor  surgical  con- 
ditions in  doctors’  offices  to  prevent  over- 
crowding the  already  filled  hospitals. 

The  Planning  Committee  also  recom- 
mended that  each  County  Medical  Society 
appoint  a three  man  prepayment  medical 
care  committee  to  assist  the  representa- 
tives of  Blue  Cross  and  Surgical  Plan  to 
publicize  and  popularize  the  plans  in  each 
County  Society  area.  This  is  a large  under- 
taking and  will  require  the  utmost  in  co- 
operation and  understanding  of  each  mem- 
ber of  the  Nebraska  State  Medical  Associa- 
tion. The  development  of  these  plans  must, 
of  necessity,  proceed  slowly. 

I hope  that  all  of  you  will  familiarize  your- 
selves with  the  plans  so  that  you  may  aid 
in  their  development  along  lines  that  will 
be  satisfactory  to  both  you  and  your  pa- 
tients. 

CHARLES  McMARTIN,  M.D. 


Types  of  Regressive  Versus  Compensatory 
Mental  Disorders* 

NOLAN  D.  C.  LEWIS,  M.D. 

Director,  New  York  State  Psych.  Inst,  and  Hospital 
New  York  City,  New  York 


This  afternoon  I should  like  to  try  to  give 
you  something  that  may  be  of  value  in  in- 
ternal medicine  as  well  as  in  psychiatry 
I want  to  give  you  some  work  on  constitu- 
tional mechanism,  constitutional  factors. 

These  constitutional  factors  have  been 
worked  upon  for  a long  time  and  what  I 
would  like  to  bring  out  today  are  the  results 
of  my  own  studies  started  a number  of  years 
ago  and  out  of  the  idea  that  I used  to  express 
to  my  medical  students  when  I was  faced 
with  an  autopsy  or  autopsy  material  before 
classes  in  pathology.  I used  to  say  that  if 
we  knew  as  much  about  the  dead  house 
material  as  we  should,  we  would  be  able  to 
say  what  type  of  individual  this  was,  what 
capacities  and,  more  than  that,  what  variety 
of  mental  disease  he  was  predisposed  to,  and 
if  he  ever  acquired  a mental  disease  what 
type  it  would  be. 

One  cannot  have  just  any  old  mental  dis- 
ease that  comes  along  in  the  sense  that  one 
can  pick  up  one  infection  after  another.  We 
are  organized  along  certain  lines  of  develop- 
ment. We  are  all  predisposed  to  some  type 
of  mental  disorders  just  as  we  have  a consti- 
tutional predisposition  to  certain  types  of 
physical  disease.  Barring  accidents  I have 
reason  to  believe  that  the  type  of  termina- 
tion of  the  individual’s  life,  the  type  of  death, 
type  of  disease  that  he  is  going  to  die  with, 
are  all  determined  in  the  constitution. 

I should  like  to  discuss  with  you  what  hap- 
pens in  the  regressive  type  of  individual,  and 
then  what  happens  in  which  I call  the  hyper- 
compensatory  type ; that  is,  there  are  two 
main  divisions  of  individuals  as  far  as  dis- 
eases are  concerned  and  as  far  as  personali- 
ties are  concerned  and  as  far  as  mental  dis- 
order is  concerned.  In  the  regressive  type 
the  individual  gets  along  in  his  life  up  to 
a certain  point  and  something  happens  so 
he  can  no  longer  face  his  problems,  the  reali- 
ties of  the  situation.  This  is  very  charac- 
teristic of  dementia  praecox,  schizophrenia, 
certain  varieties  of  epilepsy  and  so  on.  Then 
he  begins  to  regress  along  the  normal  pro- 
gression line  to  some  previous  age  in  his 
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life;  sometimes  he  is  cured  or  held  up,  but 
if  left  alone  he  descends  to  this  vegatative 
level  with  very  little  productive  life.  We 
find  thousands  and  thousands  of  them  in 
the  back  wards  of  the  State  Hospitals. 

Then  we  have  the  type  of  disorder  that 
keeps  up  pretty  well  with  the  normal, — cer- 
tainly at  intervals  and  sometimes  they  are 
paranoid  types  and  they  keep  up  very  well 
with  little  regression,  perhaps  a lifetime 
with  very  little  regression  or  pulling  away 
from  comparatively  normal  jobs  and  read- 
justment. 

These  two  main  divisions  are  quite  char- 
acteristic of  our  major  psychoses.  From  in- 
tern of  mental  disorder  that  one  is  going 
the  time  of  its  appearance,  the  rapidity 
with  which  it  develops  and  also  the  content, 
the  types  of  disease,  the  particular  distor- 
tions come  out  of  the  experiences  of  the 
individual  and  out  of  his  environment. 

Many  people  can  go  a lifetime  quite  heav- 
ily predisposed  to  a mental  disorder  without 
ever  having  one  at  all. 

This  idea  of  constitution  goes  back  a long 
way.  In  the  early  1500’s  there  was  a book 
called  “Physiognomonia”  written  by  Johan- 
nis  Baptistae,  a medieval  physician.  It  was 
written  in  medieval  Italian.  And  there  he 
drew  the  analogies  between  certain  types  of 
people  and  animals.  In  modern  terms  the 
asthenic  type  of  individual, the  thin,  as- 

thenic, in  the  old  days  was  called  the  habitus 
phthisicus  or  the  tuberculosis-disposed  indi- 
vidual. 

Then  there  is  the  habitus  dysplasicus, — 
the  dysplastic  individual.  These  types 
of  individuals  are  predisposed  to  regressive 
diseases  in  the  term  of  the  pathologist, — 
tuberculosis,  diabetes,  those  conditions 
which  cause  sclerosis  of  tissue,  an  increase 
of  connective  tissue  throughout  the  body 
and  in  our  own  terms  in  psychiatry  we  say 
they  are  subject  and  predisposed  to  regres- 
sive types  of  psychoses. 

(Slide):  Here  is  a typical  picture  of  one  of  my 
old  patients  where  we  have  the  regression  of  the 
personality  back,  by  analogy  almost  to  the  intra- 
uterine state.  He  is  bent  up  like  an  infant.  The 
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clenched  fists,  clenched  so  tightly  we  had  to  keep 
cotton  and  bandages  on  in  order  to  keep  the  nails 
from  cutting-  into  the  flesh.  That  is  a regression, 
a complete  shutting  out  of  the  world  with  no  vis- 
ible contact  at  all,  rigid  body  attitude,  a catatonic 
reaction.  He  is  not  any  more  interested  in  reality, 
as  we  know  it. 

(Slide):  Here  is  one  who  doesn’t  go  quite  so  far 

in  his  bodily  attitude  but  he  shuts  out  the  world. 
He  doesn’t  want  to  face  anything,  see  anything; 
must  be  left  to  himself,  and  his  whole  life  of  course 
is  non-productive. 

(Slide):  Here  is  a colored  woman  whose  regres- 

sion was  not  quite  so  deep  but  she  got  into  diffi- 
culty with  a couple  of  lovers  who  were  in  quite  a 
contest  for  her  hand  in  marriage.  Finally  one 
killed  the  other.  She  didn’t  want  to  marry  the  sur- 
vivor so  she  dealt  with  the  whole  problem  by  going 
into  a second  childhood  in  which  one  can  see  the 
pursing  of  the  mouth;  what  she  is  asking  for  is 
the  bottle. 

I used  to  demonstrate  her  to  students.  She’d 
suck  the  bottle  like  a young  child  and  her  whole 
life  was  lived  like  a young  child,  around  this  oral 
zone  and  the  stomach.  They  say  a good  definition 
of  an  infant  is  a “stomach  surrounded  by  curiosity.” 
She  is  alert  to  everything  going  on  very  much  like 
a young  child.  She  was  one  of  my  pet  patients. 
She  called  herself  “Baby”  and  used  to  call  me 
“Papa”  and  one  of  the  nurses  “Mama”  and  what 
was  very  interesting  was  that  the  regression  in  all 
these  cases  is  never  quite  total  because  they  still 
hang  on  to  some  of  the  adult  habits. 

She  was  an  old-fashioned  girl,  liked  to  smoke  and 
chew  a little  tobacco,  and  sometimes  she’d  come  and 
say,  “Papa,  give  Baby  a chew  of  tobacco.” 

The  nurses  didn’t  like  to  have  me  do  that  because 
she  was  not  always  careful  as  to  where  she  emptied 
her  tobacco  juice,  but  there  was  a regression,  a re- 
action to  life  with  a complete  withdrawal  away 
from  what  we  know  as  reality. 

These  regressive  types  lam  going  to  talk 
about  first,  pathologically.  We  find  in  around 
85%  of  those  what  I termed  the  larvateed 
status  of  lymphaticus  circulatory  apparatus, 
which  is  significant  when  it  is  based  on  a 
thousand  or  two  thousand  autopsies.  It  is 
not  lymphaticus  exactly,  but  there  is  a hypo- 
plastic circulatory  apparatus  which  is  not 
given  to  disease  as  such;  it  seems  to  be  a 
rather  hyperelastic,  thin,  and  small,  as  con- 
trasted with  the  normal  aorta,  and  this  can 
be  determined  to  some  extent  by  x-ray  be- 
cause the  heart  is  small,  as  are  all  the  other 
vessels  of  the  body,  in  this  particular  regres- 
sive type. 

I feel  that  they  haven’t  the  machinery  to 
go  ahead  with  a productive  life  and  it  would 
be  a good  thing  if  we  could  find  and  deter- 
mine it  in  young  children  because  I believe 
that  is  one  of  the  constitutional  factors  back 
of  the  idea  that  the  young  schizophrenic 
child,  the  dementia  praecox  child,  doesn’t  go 


in  much  for  sports,  he  isn’t  very  active,  is 
more  apt  to  stay  around  the  school  yard 
looking  on  and  when  he  tries  it,  he  is  rather 
awkward  and  plays  out. 

If  you  examine  such  an  aorta  histological- 
ly, you  find  that  its  fibers  are  comparatively 
small  and  closely  woven.  They  stretch  easily 
and  they  rarely  have  a tendency  to  arterio- 
sclerosis regardless  of  the  age  of  the  patient 
whether  he  dies  in  his  20’s  with  tuberculosis 
or  whether  he  has  tuberculosis  and  lives  on 
in  the  war  or  whether  he  is  killed  by  acci- 
dent or  what  not,  you  do  not  find  cardiac 
decompensation,  arteriosclerotic  patches  and 
those  various  things  that  happen  to  the 
quite  opposite  type  which  I will  describe 
shortly. 

Stained  sections  of  the  tissues  show  that 
the  circulatory  apparatus  has  always  a ten- 
dencv  to  greater  widths  of  the  perivascular 
lymph  spaces  because  when  there  is  a hypor- 
plastic  circulatory  apparatus,  these  is  always 
an  associated  widening  of  lymph  spaces,  as 
we  know.  There  is  a slow  lymph  stream  in 
these  people  and  that  is  why  they  are  very 
inviting  to  tuberculosis  and  when  they  get 
tuberculosis  they  are  very  difficult  to  cure 
and  it  kills  somewhere  around  80%  of  them. 

I bring  this  out  because  as  all  vessels  di- 
vide dichotomously,  as  we  know,  if  the  aorta 
is  small,  then  the  vessels  are  usually  small 
in  all  their  divisions.  The  basillary  vessel 
of  the  brain  is  a clearly  defined  indicator  of 
the  general  circulatory  apparatus. 

When  these  people  are  treated  with  the 
various  shock  therapies  and  all,  there  is  a 
certain  number  of  them,  a fair  percentage  of 
the  schizophrenics, — in  whom  we  do  not  pro- 
duce a remission  or  the  remissions  are  short 
and  they  go  back,  and  it  is  our  impression  at 
the  Institute  by  examining  the  vessels  (and 
you  can  get  to  blood  vessels  clinically  by  the 
opthalmoscopic  examination)  with  special 
apparatus,  that  the  vascular  bed  is  very 
small  in  these  people. 

We  have  found  that  those  patients  with 
that  small  vascular  bed  did  not  react  favor- 
ably to  shock  therapy  so  there  is  a definite 
constitutional  reaction.  They  didn’t  have 
the  stuff  to  come  along  with. 

When  we  come  to  the  endocrine  system  we 
find  that  these  regressive  types  have  a poly- 
endocrine  sclerosis.  We  find  in  the  thyroid 
a great  increase  in  the  inter-acinal  tissue, 
multiplication  of  the  interstital  cells  and  an 
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absorption  of  the  amount  of  colloid.  A cer- 
tain amount  of  this  is  due  to  the  chronic  dis- 
ease that  these  people  die  from,  but  so  many 
times  in  this  type  of  constitution,  when  the 
death  was  accidental  or  there  was  a sudden 
pneumonia  or  influenza  that  carried  the 
patient  off  or  something  happened  to  him,  I 
found  exactly  the  same  findings,  therefore 
this  is  not  all  due  to  tuberculosis.  Tuber- 
culosis may  enhance  it  in  some  cases. 

For  example,  tuberculosis  may  enhance  it 
as  in  a case  like  this: 

(Slide):  A section  of  a thyroid  where  enormous 

bands  of  replacement,  connective  tissue  all  through 
and  practically  no  colloid  and  this  is  not  a goiterous 
condition;  these  are  very  hard,  very  small,  sclerotic 
in  every  way  excepting  in  terms  of  the  blood  ves- 
sels. 

(Slide):  This  is  a section  through  the  cortex  of 

the  adrenal  with  unusually  small  cells.  It  is  anatomi- 
cally quite  perfect  in  its  organization  but  the  cortex 
is  liable  to  be  thin  and  the  various  zones  are  not  too 
easily  differentiated. 

(Slide):  The  gonads  show  sclerosis  of  the  testicu- 
lar tissue,  the  interstitial  tissue  is  increased,  the 
tubules  show  no  spermatazoa,  even  in  the  young 
regressed  individual,  and  there  is  some  attempt  at 
spermatogenesis,  but  one  sees  the  disorder  of  all 
the  cells  and  a thickening  of  the  walls  of  these  tu- 
bules. 

Now  let  us  go  to  the  other  extreme  in  this 
main  division  of  types.  I’d  say  before  I leave 
these  regressive  types  that  they  represent 
the  nuclear  constitutional  basis  of  demetia 
praecox.  We  have  cases  that  are  atypical, 
they  are  on  the  side.  They  are  the  neurotics 
and  others  of  an  affective  depressive  and 
elated  types.  In  other  words,  you  have  a lot 
of  atypical  schizophrenia  as  part  of  the 
symptomatology  that  does  not  belong  in  this 
basic  type  because  they  have  some  com- 
pensatory factors  and  are  curable.  The 
more  of  the  factors  that  I am  going  to  show 
now  that  they  have,  the  better.  We  are  go- 
ing now  on  to  the  hypercompensatory  type. 

Now  one  finds  more  of  the  pvcnicus  and 
athleticus.  Again  older  authors  recognized 
these  other  types  of  people  constitutionally 
and  that  has  been  carried  on  through  by 
constitutionalists  to  the  present  time. 

They  differ  from  your  asthenicus  type. 
These  are  compensatory  individuals.  You 
resognize  some  people;  as  such  from  time 
to  time. 

These  compensatory  or  hypercompensa- 
tory types  have  somehow  the  constitution  of 
the  body  machinery  so  that  they  develop 


quite  a different  type  of  mental  disorder  and 
while  the  other  fellows  die  of  tuberculosis 
and  regressive  diseases,  diabetes,  endocrine 
conditions,  and  so  on,  and  dysplasia,  these 
fellows  do  not  die  of  those  diseases.  I will 
show  you  in  a minute  what  happens. 

These  types  of  people  with  their  paranoic 
tendencies  do  something  about  it.  They  make 
trouble  in  the  community,  they  try  to  get 
their  inventions  across  or  they  say  that  they 
are  some  exalted  personality.  The  manic 
depressive  belongs  to  the  hypercompensatory 
group  also.  He  has  reasons  for  his  depres- 
sion or  for  his  elation.  When  elated,  he  is 
out  stirring  in  the  community,  particularly 
in  his  relations  making  trouble  with  people, 
going  out  after  people,  trying  to  convince 
them.  He  is  like  proud  flesh;  that  is  just 
as  pathological,  but  it  is  an  overgrowth  in- 
stead of  regression. 

(Slide):  So  here  we  have  a man, — I never  knew 

his  name,  but  he  insisted  on  dressing  in  white  all 
the  way  through.  He  didn’t  like  to  go  barefoot,  so 
he  had  to  wear  black  shoes  when  white  ones  were 
not  available  but  his  white  beard  and  his  facial 
expression  told  you  that  he  knew  what  was  going 
on.  In  ordinary  terms  he  is  as  smart  as  a whip. 

He  had  himself  identified  with  Elijah,  and  he 
was  going  to  work  out  some  scheme  by  which  he 
could  assist  Christ  in  saving  the  world.  He  was 
rather  free  in  expressing  these  delusions  but  very 
consistent  and  accurate  in  his  arguments.  He  was 
keenly  aware  of  everything  going  on  and  he  went 
out  after  more  converts  to  bring  within  his  horizon; 
he  is  the  progressive  type. 

(Slide):  There  is  another  example  of  a life  in 

compensatory  reaction, — a hobo  we  picked  up.  As 
you  can  see,  one  of  his  particular  quirks  was  that 
he  wanted  not  only  to  get  all  he  could  but  he  want- 
ed to  hang  on  to  it.  He  was  an  active  wanderer 
with  a special  philosophy  of  life  which  he  had 
worked  out  and  about  which  he  liked  to  talk  to 
people.  He  never  lost  a hair.  Whenever  a hair 
came  out  of  his  head,  he  would  weave  it  back  in. 

When  we  found  him,  this  was  full  of  hay- 
seed, vermin,  all  kinds  of  broken  hairs  and 
we  had  to  literally  bind  him  down  and  take 
it  off.  It  was  a worse  ordeal  than  Sampson 
ever  went  through  with  Delilah  because  he 
wasn’t  asleep  when  it  was  done  and  it  was 
a regular  “castration”  process.  When  his 
hair  was  off  he  felt  weak  and  he  thought 
he  never  could  do  anything  more;  he  could 
not  travel  over  the  country  any  more.  That 
is  the  type  of  paranoid  projection  I refer  to. 

Now  what  happens  in  this  type  of  individ- 
ual ? 

You  have  the  circulatory  apparatus  quite 
in  contrast  with  the  regressive  type  with 
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the  hyper-elasticity.  It  is  a type  of  circula- 
tory apparatus,  where  the  aorta  is  large  the 
measurement  is  done  by  comparative-scale 
in  heights  and  weights  in  all  individuals. 

A cross-section  of  that  aorta  shows  the 
difference  in  the  fiber  construction  and  in 
its  organization.  It  is  large,  compensatory, 
given  to  compensatory  hypertrophy,  which  is 
not  possible  in  the  other  type.  These  individ- 
uals are  not  only  given  to  arteriosclerosis  but 
to  all  the  compensatory  features,  e.g.,  the 
local  aneurisms.  It  is  in  this  type  of  patient 
that  you  find  the  non-syphlitic  aneurysms. 

This  is  what  happens  in  such  people  from 
the  standpoint  of  the  circulatory  apparatus. 
They  get  thrombi  and  hemorrhages.  We 
don’t  find  those  in  our  old  dementia  praecox 
cases.  We  find  the  other  type  of  pathology, 
— the  regressive  pathology,  not  the  hyper- 
compensatory  because  in  all  our  bodily  pro- 
cesses, chemistry  as  well  as  other  functions, 
we  are  always  swinging  toward  a balance 
and  away  from  it;  we  are  never  at  a dead 
level  except  when  we  are  dead.  We  are  al- 
ways going  over  a little  on  the  regression 
side  or  a little  over  on  the  compensation  and 
hypercompensation  side.  This  is  over  to  the 
hypercompensation  side.  Everything  is 
“hyper”  in  these  people. 

We  find  various  types  of  hemorrhages 
in  the  brain,  particularly  these  massive  ones 
where  a vessel  blows  out.  That  is  the  type 
of  death  we  see  here: — first  in  frequency 
the  circulatory  death  and  second  the  death 
from  neoplasia,  particularly  the  parenchy- 
matous malignant  tumors,  typical  cancer. 

These  reaction  types  of  individuals  either 
go  into  cancer  or  into  a vascular  disorder; 
they  will  die  of  a vascular  accident  some- 
where, anywhere  from  the  heart  on  through, 
or  will  wind  up  with  a carcinoma  because 
they  have,  as  you  see,  the  great  tendency  to 
adenomatous  carcinomatous  formation  all 
through  the  parenchymatous  tissues  of  the 
body  found  later  when  they  come  to  autopsy. 

Some  of  these  which  I have  autopsied  late 
in  life  have  died  from  intercurrent  disease, 
pneumonia  or  something.  I have  been 
astounded  how  these  people  escaped  cancer 
because  of  the  frequent  localized  cell  hyper- 
plasia and  hypertrophies  I have  seen  and  the 
pre-cancerous  tissues  all  through  the  organs. 

(Slide):  This  is  just  another  example  of  one  of 

these  paranoid  types. 

There  is  a section  of  the  thyroid.  You  can  see  the 


tendency  we  find  so  often  in  these  thyroids,  to 
adenomatous  formation,  cancerous  and  precancerous 
formations  of  the  tissue,  adenomatous  and  carcino- 
matous conditions.  They  are  all  through  the  endo- 
crine glands.  Instead  of  being  the  regressive  con- 
nective tissue  filling  type  of  gland,  we  have  here 
an  entirely  different  type  of  picture. 

(Slide):  There  is  another  one  with  a great  ten- 

dency to  hemorrhage.  This  hemorrhage  is  in  the 
fascia  outside  of  the  thyroid,  in  the  thyroid  capsule; 
and  we  find  this  also  in  many  of  the  hypercom- 
pensatory  types,  especially  in  the  manic  depressives 
who  had  died  after  a lot  of  great,  elated  pressure 
of  activity  and  who  have  been  aggressive.  The 
tendency  has  been  to  small  hemorrhages  around  in 
different  places  in  the  body. 

And  another  interesting  thing  about  the  manic 
depressive  is  that  he  picks  up  infections,  but  has 
great  healing  powers.  He  has  greater  healing 
power  until  finally  some  greater  disaster  overtakes 
him. 

(Slide):  Here  is  a section  of  the  adrenal  gland, 

and  as  you  compare  it  with  the  other  type  that  I 
showed  you,  you  see  the  tendency  to  larger  cell 
formation  and  groups  of  cells  in  hypertrophy, — hy- 
pertrophic groups  all  through, — not  precancerous  in 
this  case  or  preadenomatous  but  with  a tendency 
to  enlargement.  Often  there  are  islands  of  acces- 
sory adrenal  glands, — a very  common  finding  in 
manic  depressive  and  paranoid  cases,  as  far  as  my 
experience  is  concerned. 

(Slide):  In  the  hypercompensatory  type  there  is 

retention  of  well-developed  tubules  in  the  testes 
and  here  some  connective  tissue  increase  but  not 
very  much, — but  areas  on  which  there  is  complete 
destruction,  small  areas  associated  with  and  adja- 
cent to  those  where  the  tubules  are  unusually  large. 
In  other  words,  compensatory  hypertrophy.  Where 
you  find  sclerosis  you  find  a hyercompensation 
that  is  not  possible  in  the  regressive  type. 

(Slide):  Here  we  find  the  interstitial  cells  of  the 

testes.  You  find  great  lumps  of  them  growing 
here.  There  is  almost  an  adenomatous  condition. 
You  find  them  plastered  here  and  there  frequently 
through  the  testes  of  this  hypercompensatory  type. 

This  is  the  contrasting  pathology  between 
the  regressive  type  of  mental  diseases  and 
also  the  regressive  types  of  pathological 
conditions  which  appear.  These  have  the 
hypercompensatory  mental  disease,  also 
hypercompensatory  pathology,  with  tenden- 
cies to  hypertrophy,  to  accident  circulatory 
death,  to  blowing  out  of  the  vessels,  and  as 
I say,  barring  accident  or  epidemics  of  some- 
thing, they  go  along  in  that  fashion. 

This  last  group  that  I showed  you,  the  hy- 
percompensatory, develop  tuberculosis,  but 
they  have  a tendency  to  heal.  They  heal 
much  faster  in  a sanitarium.  The  regres- 
sive type  doesn’t  have  that  tendency.  He 
goes  on  and  goes  out  with  it  finally. 

I remember  very  clearly  a patient  who  was  in  the 
midst  of  a manic  depressive  excitement  or  elation. 
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He  had  developed  tuberculosis  in  the  Army.  We 
investigated  very  carefully,  kept  track  of  him  in  a 
laboratory  way  and  he  developed  more  and  more 
elation  and  compensatory  activity,  as  I call  it, 
struggling  to  keep  hold  of  reality  and  get  going 
and  keep  with  people,  and  the  lesion  became  more 
and  more  on  the  way  to  resolution.  The  x-ray 
showed  the  healing  process,  until  when  the  ' pa- 
tient was  well  mentally  he  was  entirely  healed. 

When  the  time  came  for  this  man  to  be  dis- 
charged, he  was  entirely  well.  He  looked  well.  His 
x-rays  cleared  up  and  all  that.  We  considered  him 
a closed  case  of  tuberculosis  and  also  a remission 
from  his  mental  disease,  and  I said,  “that  as  long 
as  this  man  developed  tuberculosis  before  he  got 
this  great  hypercompensatory  urge  which  charac- 
terized his  mental  disease,  he  was  in  danger  of  de- 
veloping it  again  and  his  getting  well  mentally 
would  endanger  him  again  toward  tuberculosis.” 

A year  later  his  tuberculosis  started  up  again  and 
his  end  was  tuberculosis  of  the  larynx, — and 
he  didn’t  develop  his  compensatory  mental  disease 
quite  fast  enough  to  help  him  again  in  the  healing- 
process. 

That  may  sound  a little  strange,  but  those 
are  things  that  have  been  checked  through 
pretty  closely  by  us  clinically  and  we  have 
one  large  division  here  of  regressive  and  hy- 
percompensatory reactions;  the  job  is  to  di- 
vide and  subdivide  and  see  what  things  go 
together,  how  early  we  can  tell  these  things 
in  childhood,  when  we  can  get  in  our  pre- 
ventive work,  and  how  early  we  can  get  in 
our  preventive  mental  and  physical  tests  and 
procedures  to  prevent  both  tvpes  of  dis- 
eases that  these  people  are  liable  to  develop, 
— the  physical  diseases  on  the  one  hand  and 
the  mental  reaction  types  on  the  other. 

DISCUSSION 

QUESTION : Dr.  Lewis,  which  type  would  you 

call  the  paranoid  schizophrenic?  Would  that  fall  in 
between  the  two  or  not? 

DR.  LEWIS:  As  a result  of  this  work  and  also 

clinical  work,  I don’t  believe  there  is  any  such  thing 
as  paranoid  schizophrenia  except  on  a very  super- 
ficial clinical  level. 

The  diagnosis  is  often  made  because  he  is  irritable, 
wait  a little  he  will  either  go  on  over  into  a deeper 
regression  and  become  one  of  these  hebephrenic, 
silly,  regressed,  childish  types  or  reorganize  a little 
better  and  reach  what  we  call  a paranoid  state. 
Paranoic  schizophrenia  is  a transitory  picture,  and 
all  those  who  go  on  to  greater  regression  are  the 
ones  who  have  the  poly-endocrine  sclerosis  and  hy- 
poplastic circulatory  apparatus  tendency,  while 
those  who  go  toward  the  paranoid  state  accomplish 
something  of  a working  level  so  that  they  work 
around  the  institution  or  go  out  and  go  to  work 
again  and  become  somewhat  productive.  They  fall 
into  the  hypercompensatory  group,  and  the  end  of 
those  paranoid  dementia  praecox  cases  will  be  hem- 
orrhage somewhere,  cardiac  decomposition,  a coro- 
nary situation  or  cancer.  I would  go  so  far  as  to 
say  that  any  mentally  normal  person  who  dies  of 


tuberculosis,  if  that  person  had  lived  long  enough, 
or  if  at  some  time  in  his  life  he  hrd  developed  a 
mental  disorder,  it  would  be  on  the  regressive  side, 
and  vice  Versa, — the  normal  mental  person  who  dies 
of  a cancer,  if  he  should  before  his  death  at  some  | 
time  develop  a mental  disease,  it  would  be  on  the 
hypercompensatory  side.  He  would  go  into  more  of 
a paranoid  sort  of  reaction. 

I can’t  say  the  same  about  sarcoma.  Sarcoma 
is  a very  different  condition  from  parenchymatous 
disease.  I am  talking  of  the  glandular  system  and 
the  tendency  to  hypertrophy  and  the  tendency  tc 
undergo  connective  tissue  changes  and  sclerosis. 

I might  say  that  12,000  autopsies  have  gone  into 
this  work  now,  and  out  of  a group  of  2,000  there 
were  600  of  these  hypoplastics.  This  is  too  many  to 
ignore.  It  is  a very  definite  nuclear  group. 

CHAIRMAN  BENNETT:  Do  you  find  anything 

consistent  in  the  constitutional  psychology  of  the 
so-called  psychopathic  type  of  personality  ? 

DR.  LEWIS:  I have  never  had  a chance  to  do 

many  autopsies  on  those  patients.  They  are  in  and 
out  of  jails  and  hospitals  so  much  that  we  don’t  get 
a chance  to  do  an  autopsy  on  them  until  they  are  so 
old  that  there  is  so  much  of  the  pathology  of  senility 
on  top  of  it  that  I don’t  know  where  they  belong 
in  any  big  division  such  as  this. 

There  may  be  some  subdivision,  but  I should  think 
that  the  place  to  investigate  that — and  I haven’t 
had  the  opportunity  to  do  it, — would  be  around  some 
big  prison  where  you  have  real  psychopaths  and 
where  intercurrent  infections  bring  death  to’  some 
of  them  while  young,  and  where  a good  many  get  ■; 
the  electric  chair,  etc.,  where  you’d  have  a chance  i 
to  investigate  circulatory  apparatus  and  also  to  eli- 
minate the  pathology  caused  by  the  big  dose  of  elec- 
tricity. I would  invite  anyone  here  to  go  to  work 
on  it  if  they  have  an  opportunity. 

We  don’t  get  very  many  psychopaths.  I presume 
I have  done  more  autopsies  on  paranoiacs,  the  true 
paranoias,  than  most  pathologists  as  for  seventeen 
years  I was  at  a Governmental  Hospital  for  Mental 
Diseases  where  we  had  7,000  beds.  Most  places  don’t 
get  paranoias  because  they  keep  at  their  work  or 
travel  over  the  country  and  you  can’t  prove  in  the 
courts  that  they  are  mentally  diseased;  they  are  too 
slick.  They  know  when  to  keep  quiet,  what  to  keep 
quiet  about,  what  to  say  and  what  not  to  say,  and 
you  don’t  find  every  many  of  these  purer  types 
in  the  average  hospitals. 

It  is  very  interesting  that  constitutionally  they 
are  quite  a superior  type  of  people.  This  big  vas- 
cular apparatus  functions  very  well.  If  there  is 
anything  at  all  significant  in  brain  weight,  you 
find  it  here.  The  brain  is  larger  in  the  paranoid 
individual  and  he  doesn’t  grow  old  quite  so  fast  as 
the  ordinary  person.  I am  astounded  sometimes 
at  the  memory  preservation  these  old  people  have, 
up  in  the  80’s  to  the  90’s  some  of  them.  It  is  in 
quite  some  contrast  to  the  regressive  tvpes.  They 
are  interested,  they  have  their  antennae,  their 
feelers,  out.  trving  to  see  who  is  persecuting  them 
or  what  thev  can  do  about  it. 

They  are  interested  in  every  item  of  their  environ- 
ment, quite  in  contrast  with  the  fellow  who  shuts 
himself  all  off  and  has  a wide  lymph  stream  and 
tuberculosis  and  other  types  of  regressive  disorders. 
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I hope  I have  made  this  differentiation  of  these 
two  groups  as  clear  in  the  little  while  that  was 
available. 

DR.  JAHR:  Is  there  anything  consistent  in  the 

behaviour  pattern  of  childhood  among  these  types? 

DR.  LEWIS:  The  only  way  that  can  be  deter- 

mined is  to  have  some  funds  furnished  to  these 
Child  Guidance  Clinics  that  have  been  in  existence 
for  fifteen  and  twenty  years.  Some  of  the  best 
ones  in  the  country  have  material  that  would  tell 
us.  They  have  beautiful  histories,  well  taken,  but 
their  daily  load  is  so  heavy  with  immediate  prob- 
lems that  they  haven’t  had  a chance  to  follow  these 
up,  and  it  takes  some  help  from  social  workers 
and  physicians  to  follow  these  cases  because  now 
they  have  grown  up,  a good  many  of  them,  and 
we  can  absolutely  tell  where  they  are  mentally  and 
constitutionally. 

Some  of  these  Child  Guidance  products  are  in  hos- 
pitals for  mental  diseases  now.  Some  are  not.  Some 
made  an  adjustment  on  the  other  side  and  they  have 
one  or  the  other  type  of  these  mental  disorders. 


Some  of  them  are  thirty  years  old  because  they  came 
to  the  Child  Guidance  Clinic  when  they  were  eight 
and  ten  and  some  of  these  Child  Guidance  Centers 
have  taken  histories  for  all  these  years. 

I want  to  bring  out  more  about  that  in  the  talk 
tonight  about  what  research  is  going  on  now  in 
psychiatry  that  will  help  us  not  only  with  this  but 
with  many  other  problems.  It  is  perfectly  possible 
to  trace  this  back  and  see  if  there  is  anything  in 
childhood.  I am  sure, — just  as  I am  about  any 
constitutional  factor  you  find  anywhere  in  the 
disease, — that  there  are  a lot  of  people  who  are 
functioning  normally  who  have  these  predispositions 
but  they  have  never  had  quite  enough  load,  circum- 
stances have  not  been  such  as  to  precipitate  them,  to 
break  them  down  into  the  natural  line  of  cleavage 
for  which  they  are  organized. 

In  other  words,  doing  autopsies  in  general  hospi- 
tals, you  can  find  these  different  types  which  in  my 
mind  are  the  constitutionally  predisposed. 

I hope  that  is  perfectly  clear.  I don’t  mean  every- 
body who  has  this  pathology  is  a psychotic,  but  if 
they  develop  psychoses,  they  go  this  way. 
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IN  THIS  ISSUE 


THE  STUDY  of  mental  disorders  is  be- 
coming increasingly  more  interesting  and 
more  urgent.  We  present  here  a clear  pic- 
ture on  the  subject.  It  is  a paper  read  by 
Dr.  Nolan  D.  C.  Lewis  before  the  last  ses- 
sions of  the  Omaha  Mid-West  Clinical  So- 
ciety. The  doctor  is  an  authority  on  neuro- 
psychiatry. You  will  find  it  on  page 268 

MANY  of  the  delegates,  following  the  last 
annual  session,  visited  in  Omaha  to  hear  Dr. 
Victor  Johnson,  Secretary,  Council  on  Medi- 
cal Education  and  Hospitals,  American  Med- 
ical Association.  Dr.  Johnson  read  his  pa- 
per, “The  Education  of  Physicians:  Now  and 
After  the  War”  before  the  Omaha-Douglas 
County  Medical  Society.  At  the  request  of 
many  of  our  delegates  the  paper  is  published 
at  this  time  on  page 274 

WE  ARE  also  presenting  in  this  issue  two 


papers  of  great  general  interest.  One  by  Dr. 
Malcolm  T.  MacEachern,  Associate  Director, 
American  College  of  Surgeons,  and  the 
other  by  Mr.  Edward  R.  Loveland,  Execu- 
tive Secretary,  American  College  of  Physi- 
cians. You  will  find  a great  deal  of  informa- 
tion regarding  these  two  institutions.  Dr. 
MacEachern’s  paper  appears  on  page.  280 
and  Mr.  Loveland’s  paper  is  on  page....  284 

IN  LINE  with  confusing  trends  in  our 
social  milieu,  we  are  presenting  a highly 
interesting  paper  entitled  “Concerning  Medi- 
cal Care.”  Dr.  Richard  H.  Young,  Asso- 
ciate Professor  of  Neuropsychiatry  of  Ne- 
braska University  College  of  Medicine  is 
here  expressing  his  views  on  the  doctor’s 
role  in  modern  society.  It  will  challenge 
your  thought.  You  will  enjoy  reading  it 
on  page  288 
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A high  ranking  medical  officer  who  has 
seen  army  physicians  at  work  in  several 
theaters  of  operation  recently  said : “It  is  in- 
correct and  unfair  to  state  that  the  low 
death  rate  among  our  wounded  is  due  to 
penicillin,  sulfa  drugs  and  plasma  . . This 
utterance  is  especially  significant  because  it 
came  from  a scientist  who  has  contributed 
materially  to  the  development  of  one  of  these 
potent  weapons  against  death.  He  went  on: 
“Primarily  responsible  for  the  phenomenal- 
ly low  death  rate  of  wounded  American  sail- 
ors and  soldiers  is  the  high  quality  of  our 
medical  officers,  their  superior  education  in 
our  medical  schools  and  hospitals.  The  edu- 
cation of  our  medical  students  and  house  of- 
ficers is,  and  has  for  years  been  unequalled 
elsewhere  in  the  world.” 

It  is  clear  that  the  superior  medical  care 
characterizing  civilian  medical  practice  in 
this  country,  as  well,  owes  much  to  the  tech- 
nical and  scientific  armamentarium  of  mod- 
ern diagnosis  and  therapy.  Yet  all  this  de- 
pends for  its  effectiveness  upon  the  men 
and  women,  the  well-trained  doctors  who  em- 
ploy the  x-ray,  radium,  blood  substitutes,  the 
several  new  chemotherapeutic  agents  and 
other  “magic  bullets”  available  to  medicine 
today. 

Nevertheless,  today  there  are  unprece- 
dented obstacles  in  our  program  of  training 
doctors.  Never  before  have  we  seen  the 
anomalies  faced  currently  in  medical  educa- 
tion : 

Today  we  are  educating  more  medical  stu- 
dents than  ever,  with  drastic  reductions  in 
faculties ; increased  medical  school  enroll- 
ments have  been  maintained  (up  to  now)  de- 
spite the  fact  that  physician-teachers  have 
entered  the  armed  forces  in  numbers  equal- 
ling enlistments  from  the  profession  at 
large,  proportionately. 

Today  we  have  more  medical  graduates 
and  fewer  civilian  physicians  than  ever  be- 
fore: the  large  majority  of  graduates  were 
in  the  army  or  navy  even  as  students,  and 

♦Presented  before  the  Omaha-Douglas  County  Medical  So- 
ciety, Omaha,  Nebraska,  May  8,  1945. 


the  civilian  graduates  are  fewer  in  number 
than  the  physicians  who  die  annually. 

Today  there  is  a greater  desire  than  ever 
for  advanced  hospital  and  specialty  training, 
and  the  opportunities  for  such  work  were 
never  more  limited:  the  9-9-9  program  pro- 
vides that  two-thirds  of  able-bodied  gradu- 
ates may  have  only  nine  months  of  interne- 
ship,  and  that  only  one-sixth  of  such  gradu- 
ates may  have  as  much  as  27  months  of  hos- 
pital training. 

Today,  when  virtually  no  specialists  are 
being  trained,  the  desire  for  specialty  board 
certification  is  greater  than  ever  in  the 
past. 

Today  there  is  every  indication  that  we 
will  need  more  physicians  after  the  war 
than  before  the  war,  yet  the  governmental 
policies  and  regulations  in  effect  will  result 
in  a material  reduction  in  either  the  num- 
bers or  the  quality  of  graduates  three  years 
hence  and  a drastic  reduction  in  the  follow- 
ing year. 

Today,  when  there  is  a drastic  shortage 
of  internes  and  residents,  one  of  our  major 
concerns  is  to  provide  for  hospital  house- 
officerships  in  unprecedented  numbers. 

The  last  two  of  these  problems  stand  out 
in  sharp  focus:  (1)  the  present  inadequate 
provisions  for  the  training  of  premedical 
students,  and  (2)  the  required  expansion  of 
facilities  for  the  advanced  training  of  medi- 
cal officers  after  the  war. 

THE  SUPPLY  OF  PREMEDICAL  AND 
MEDICAL  STUDENTS 

The  acute  wartime  shortage  of  physicians 
for  civilians  has  been  dramatically  empha- 
sized. There  are  about  60,000  doctors  in  the 
armed  forces.  This  is  nearly  one-third  of  all 
the  (approximately  180,000)  doctors  of  the 
United  States.  Actually,  it  is  more  nearly 
forty  to  fifty  per  cent  of  the  active  prac- 
ticing physicians,  since  many  thousands  of 
teachers,  research  workers,  administrators 
and  retired  physicians  hold  the  M.D.  degree 
but  do  not  practice  medicine. 
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However,  the  chief  concern  at  the  present 
time  is  not  the  immediate  wartime  supply  of 
physicians  for  civilians.  Primarily,  there  is 
concern  about  an  adequate  supply  of  physi- 
cians for  (1)  civilians,  veterans,  and  the 
peace-time  armed  service  after  the  war  and 
(2)  civilians  and  the  armed  forces  in  the 
event  the  present  war  is  prolonged,  which 
may  be  the  case  before  all  hostilities  cease. 

As  a consequence  of  the  war  many  more 
physicians  will  be  needed  after  the  war  than 
before  the  war.  It  appears  probable  that 
there  will  be  the  following  demands  for  doc- 
tors which  did  not  exist  before  the  war. 

Army — A regular  standing  army  includ- 
ing men  enrolled  under  a Compulsory  Train- 
ing Program,  might  total  2,000,000  men,  re- 
quiring 10,000  physicians. 

Navy — The  peace-time  Navy  will  probably 
require  about  5,000  physicians. 

Veterans  Administration  — Manning  the 
Veterans  Hospitals  may  require  about  15,000 
physicians. 

Liberated  Countries — The  widespread  de- 
struction of  hospitals  and  medical  schools 
and  physician  casualties  in  the  liberated 
countries  of  Europe  and  in  China  will  require 
the  aid  of  unknown  numbers  of  physicians 
from  the  United  States. 

Replacement  of  Casualties  — The  number 
of  physicians  in  the  armed  forces  of  the 
United  States  killed  or  incapacitated  by  the 
war,  and  requiring  replacement,  is  another 
unknown  quantity. 

Total — The  probable  number  of  doctors 
needed  after  the  war  in  addition  to  numbers 
before  the  war,  might  be  conservatively 
estimated  at  35,000  physicians. 

Even  if  the  numbers  of  enrollments,  ad- 
missions, and  graduates  are  maintained  at 
the  present  wartime  levels,  less  than  one-half 
of  this  need  would  be  met.  Under  the  ac- 
celerated program  of  medical  education  there 
will  be  approximately  20,000  graduates  dur- 
ing a complete  three  calendar-year  cycle  in- 
volving four  graduating  classes  between  July 
1,  1942  and  June  30,  1945.  If  the  acceler- 
ated program  is  continued  in  our  medical 
schools,  there  will  be  an  additional  approxi- 
mately 20,000  graduates  in  the  ensuing  three 
year  cycle  from  July  1,  1945  to  June  30,  1948. 

During  this  whole  six  year  period  of  ac- 
celerated medical  education  there  will  be  a 
total  of  approximately  40,000  graduates.  By 


comparison,  during  the  six  prewar  years 
from  July  1,  1935  to  June  30,  1941,  there  were 
31,215  graduates.  Thus  the  accelerated  pro- 
gram of  medical  education  will  produce  only 
about  9,000  more  physicians,  if  admissions 
and  enrollments  are  maintained,  than  would 
have  been  graduated  in  peacetime. 

During  the  six-year  period  from  1942  to 
1948,  approximately  24,000  physicians  have 
died  or  will  die,  since  the  death  rate  of  ci- 
vilian physicians  is  increasing.  As  a conse- 
quence, there  will  be  available  after  the  war 
only  some  16,000  additional  physicians  to 
meet  the  estimated  increased  need  of  about 
35,000. 

Even  if  enrollments,  admissions  and  grad- 
uations are  maintained  at  present  levels, 
there  will  result  a shortage  of  some  19,000 
doctors  available  for  civilians,  as  compared 
with  the  prewar  period. 

Despite  these  facts  government  policies 
and  regulations  now  in  effect  will  inevitably 
result  in  either  (1)  a sharp  reduction  in  medi- 
cal school  freshmen  enrolled  in  late  1945  and 
especially  in  1946,  or  (2)  the  selection  of 
large  numbers  of  poorly  qualified  applicants. 

The  trend  of  events  can  probably  best  be 
appreciated  by  noticing  certain  facts  about 
the  composition  of  students  now  in  medical 
schools.  The  third  and  fourth  year  classes 
contain  nearly  ninety  per  cent  Army  and 
Navy  students.  The  sophomore  class  con- 
tains fewer  students  in  this  category  al- 
though over  eighty  per  cent  of  the  class  are 
A.S.T.P.  and  Navy  V-12  students.  The  sharp- 
ly decreased  input  of  such  men  into  our  medi- 
cal schools  is  emphasized  by  the  drop  in 
Army  and  Navy  students  in  the  current  first 
year  class  which  totals  about  thirty-seven 
per  cent.  It  was  possible  for  this  first  year 
class  to  be  filled  primarily  because  of  a tem- 
porary Selective  Service  adjustment.  In 
April,  1944,  the  Selective  Service  System 
abolished  further  occupational  deferments 
of  premedical  students  effective  July  1,  1944. 
The  Selective  Service  System  permitted  the 
enrollment  of  approximately  2,000  students 
in  approved  medical  schools  before  July  1, 
1944  even  though  some  of  these  men  had  not 
completed  their  premedical  training.  ^iis 
adjustment  was  temporary  and  unless  regu- 
lations are  changed  these  numbers  will  not 
be  available  under  Selective  Service  defer- 
ment for  the  next  entering  class. 

It  is  estimated  that  Army  and  Navy  stu- 
dents completing  their  premedical  training 
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will  fill  freshman  places  in  the  1945  entering 
classes  to  the  extent  of  approximately  fifty 
per  cent  of  the  places.  This  will  virtually  de- 
plete the  supply  of  premedical  students  in  the 
Army  and  Navy  programs. 

Only  about  ten  per  cent  of  the  freshmen 
places  will  be  filled  by  students  in  the  Navy 
program  and  none  of  the  places  by  students 
in  the  Army  program  in  1946.  This  neces- 
sitates selection  at  that  time  of  ninety  per 
cent  of  the  entering  class  from  civilian 
sources.  It  is  highly  improbable  that  medical 
schools  can  secure  qualified  civilian  students 
to  fill  fifty  per  cent  of  the  places  in  the 
entering  classes  of  1945,  and  it  is  utterly  im- 
possibe  for  them  to  secure  ninety  per  cent 
of  the  freshmen  from  civilian  sources  in 
1946. 

It  is  of  extreme  importance  to  note  that 
enrollments  in  the  present  freshmen  medical 
classes  were  maintained  because  of  a special 
concession  of  the  Selective  Service  System 
for  that  class,  which  is  not  in  effect  for  sub- 
sequent classes. 

Under  the  policies  and  regulations  now  in 
effect,  there  are  four  possible  civilian  sources 
of  students  for  our  medical  schools:  (a) 
women,  (b)  physically  disqualified  men, 
(c)  men  under  18  years  of  age  and  (d)  hon- 
orably discharged  veterans.  It  is  impossible 
for  these  sources  to  provide  90%  (or  about 
5,000)  of  the  entering  medical  students  for 
our  1946  freshmen  classes.  In  the  present 
freshman  classes  these  sources  were  ex- 
ploited to  the  utmost,  and  yet  they  yielded 
only  1624  acceptable  students.  The  poten- 
tialities of  each  of  these  four  groups  deserves 
special  comment. 

(a)  Women.  In  past  years,  the  ratio  of 
women  to  men  apply  for  admission  to  ap- 
proved medical  schools  has  been  about  the 
same  as  the  ratio  of  women  to  men  accepted. 
For  example,  in  the  five  years  1937  to  1941 
inclusive,  there  were  3,144  women  and  59.932 
men  who  applied  for  admission.  Of  these 
there  were  1,612  women  and  31,994  men  ad- 
mitted. During  these  five  years  51%  of 
women  applicants  and  53%  of  men  applicants 
were  accepted  by  medical  schools*1  h Medical 
schools  have  appreciably  increased  enroll- 
ments of  wometi  since  the  war,  but  it  is  prob- 
able that  further  significant  increases  can- 
not be  made  even  if  there  is  a great  sacrifice 
of  quality.  The  total  number  of  women  who 
apply  for  admission  to  medical  schools  ap- 
proximates only  19%  of  the  numbers  of  men 


and  women  enrolled  annually  as  medical 
school  freshmen.  The  major  obstacle  to  in- 
creasing the  admission  of  women  to  medical 
schools  is  not  the  policies  of  medical  schools 
but  the  lack  of  women  possessing  the  moti- 
vation for  the  study  and  practice  of  medicine. 

(b)  Physically  Disqualified  Males.  Minor 
physical  defects  may  not  be  incompatible 
with  the  study  and  practice  of  medicine. 
However,  the  rigorous  discipline  of  labora- 
tory and  hospital  assignments  in  medical 
school,  and  the  even  more  exacting  physi- 
cal demands  of  practice  after  graduation  are 
assignments  that  require  superior  physical, 
emotional  and  mental  stamina. 

A major  cause  of  IV-F  classification  is 
emotional  instability.  A very  important 
cause  of  rejection  from  admission  to  medical 
school,  or  of  failure  after  ill-advised  admis- 
sion is  likewise  emotional  instability.  How- 
ever intelligent,  or  even  brilliant  a man  may 
be,  he  will  be  a poor  medical  student  and  doc- 
tor unless  he  is  sound  and  stable  emotional- 
ly, as  well  as  physically  able  to  carry  out 
the  tasks  of  the  profession. 

(c)  Men  Under  Eighteen  Years  of  Age. 
This  group  can  be  dismissed  with  but  brief 
comment.  An  entirely  insignificant  number 
of  men  complete  premedical  studies  before 
the  age  of  18.  Furthermore,  all  of  these  soon 
reach  the  age  of  18  in  medical  school,  which 
still  requires  a Selective  Service  adjustment. 

(d)  Veterans.  Men  who  have  served  hon- 
orably in  the  armed  forces  deserve  every 
consideration  for  admission  to  the  study  of 
medicine  or  of  any  other  profession,  trade,  or 
occupation  for  which  they  are  qualified.  Yet 
it  must  be  recognized  that  those  now  being 
discharged  from  active  service  are  in  essen- 
tially the  same  category  as  civilians  in  Class 
IV-F,  whose  physical,  emotional  and  mental 
qualifications  may  suit  them  better  for 
other  studies  than  those  of  medicine.  Emo- 
tional instability  now  ranks  high  in  the 
causes  for  discharge,  and  equally  high  in 
disqualifying  men  for  the  study  and  prac- 
tice of  medicine. 

By  the  very  nature  of  past  policies  and 
regulations,  it  necessarily  follows  that  very 
few  veterans  now  being  discharged  posses 
qualifications  for  the  study  of  medicine.  Un- 
til recently,  every  man  judged  to  be  quali- 
fied for  the  study  of  medicine  was  either  de- 
ferred or  enrolled  in  the  Army  Specialized 
Training  or  Navy  V-12  premedical  and  medi- 
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cal  programs.  Therefore,  except  for  very 
recent  inductees,  veterans  desiring  to  study 
medicine,  who  have  completed  much  of  the 
premedical  work,  have  already  applied  for 
admission  to  medical  school,  with  few  excep- 
tions, and  have  been  rejected  as  not  possess- 
ing the  necessary  qualifications. 

The  insignificant  numbers  of  veteran  pre- 
medical students  today  has  been  dramatical- 
ly emphasized  by  Dr.  Harold  Diehl (2).  In  a 
study  of  eight  large  universities,  he  found 
that  there  are  now  only  42  veterans  in  pre- 
medical studies,  who  will  be  available  for 
medical  school  admission  before  1947.  Of 
these,  about  two-thirds,  or  28,  are  good  pros- 
pects. Normally,  these  eight  schools  pro- 
vide 800-900  students  annually  to  the  fresh- 
men classes  of  approved  medical  schools. 
Whatever  numbers  of  acceptable  veterans 
may  be  available  as  medical  school  freshmen 
in  future  years,  extremely  few  will  be  quali- 
fied for  1946  classes. 

An  attempt  to  meet  this  compelling  neces- 
sity for  the  continued  training  of  adequate 
numbers  of  physicians  is  incorporated  into 
the  Ellender  Bill  (S.  637) <3)  which  was  intro- 
duced into  the  Senate  in  February,  1945.  For 
two  months,  the  Army,  Navy  and  Selective 
Service  System  effectively  blocked  consider- 
ation of  the  bill  by  the  Senate  Committee  on 
Military  Affairs,  to  which  it  was  referred. 
Eventually,  on  May  1,  hearings  were  held  by 
the  committee.  Representatives  of  the  Coun- 
cil on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  and  the  Asso- 
ciation of  American  Medical  Colleges  ap- 
peared in  support  of  the  bill.  The  Army, 
Navy,  and  the  Selective  Service  System  op- 
posed it  as  (1)  a threat  to  the  prosecution 
of  the  war  and  (2)  an  unnecessary  measure. 
Both  reasons  are  sheer  nonsense,  reflecting 
the  utter  preoccupation  of  the  military  mind 
with  guns  and  bullets  to  the  complete  exclu- 
sion of  such  unimportant  non-military  mat- 
ters as  the  health  of  the  nation. 

Scores  of  bills  pertaining  to  health  and 
medical  care  have  been  introduced  and  are 
now  pending  in  the  Congress  of  the  United 
States  and  in  the  Legislatures  of  the  various 
states.  Unless  provisions  are  made  for  the 
training  of  doctors  such  measures  are  mean- 
ingless. The  passage  of  even  the  wisest  of 
these  measures  will  be  ineffectual  unless  this 
country  is  sufficiently  wise  to  safeguard  the 
selection  and  education  of  medical  students 
and  physicians. 


POSTWAR  EDUCATION  OF  PHYSICIAN 
VETERANS 

A major  task  facing  medical  schools,  hos- 
pitals, medical  societies  and  physicians  is 
the  provision  of  educational  opportunities 
for  discharged  medical  officers  after  the  war. 
Numerous  studies  of  this  challenging  prob- 
lem have  been  published,  not  only  in  the 
Journal  of  the  American  Medical  Association 
under  the  auspices  of  the  Committee  on  Post 
War  Medical  Service  and  the  Council  on 
Medical  Education  and  Hospitals' 4)  but  in 
virtually  every  state  medical  society  journal 
as  well. 

The  most  recent  comprehensive  publica- 
tion on  this  question  is  the  report  of  Lueth(5) 
on  the  postwar  educational  desires  of  medical 
officers  in  the  Army,  Navy  and  Public  Health 
Service,  based  upon  direct  communications 
with  60,000  medical  officers  and  replies  from 
over  21,000  of  them.  In  this  study  it  was 
indicated  that  over  12,000  officers  desire 
further  training  in  hospital  residencies  of  6 
months  duration  or  more  and  that  more  than 
4500  officers  desire  training  for  periods  of 
less  than  6 months. 

Residencies.  If  the  12,534  residencies  re- 
quested by  medical  officers  are  added  to  the 
5,256  residencies  filled  in  1941 (6),  it  might 
appear  that  a total  of  17,790  residencies 
would  be  required  for  immediate  postwar 
needs,  or  that  11,994  new  residencies  might 
be  necessary  in  addition  to  the  5,796  ap- 
proved house  officerships  available  in 
1943(7).  However,  such  figures  would  apply 
only  if  all  medical  officers  were  discharged 
at  once,  which  certainly  will  not  occur.  If 
we  assume  that  discharges  will  occur  over 
a two-year  period,  there  will  be  required,  in- 
stead of  about  12,000  new  residencies,  ap- 
proximately half  that  number,  or  nearly 
6,000  places. 

This  means,  according  to  the  best  current- 
ly available  information,  that  there  will  have 
to  be  a doubling  of  the  total  number  of  resi- 
dencies approved  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American 
Medical  Association  and  acceptable  for  spe- 
cialty certification  by  the  various  American 
Boards,  if  we  are  to  fulfill  the  desires  of  re- 
turning medical  officers  plus  the  new  genera- 
tions of  medical  graduates  in  the  few  ensuing 
years. 

Although  the  overall  required  expansion 
in  house  officerships  would  appear  to  be 
about  100  per  cent,  the  additional  facilities 
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required  in  the  various  specialty  fields  differ 
considerably.  The  most  important  expan- 
sions in  residency  places  seem  to  be  neces- 
sary in  rotating  services,  surgery,  obstetrics 
and  gynecology,  and  internal  medicine. 

This  tremendous  apparent  demand  for 
specialty  training  immediately  raises  the 
question  of  the  certificate  of  specialists.  On 
March  1,  1945,  there  were  24,752  specialists 
certified  by  the  fifteen  approved  American 
Boards(8).  Medical  officers  who  state  they 
desire  certification  number  13,333(5h  Over 
half  of  these  indicate  a desire  for  certificates 
in  surgery,  internal  medicine,  or  obstetrics 
and  gynecology. 

Plans  to  provide  for  the  probable  required 
expansions  in  house-officerships  are  being 
formulated  by  hospitals  and  medical  schools 
throughout  the  country.  One  of  the  most 
comprehensive  plans  is  that  reported  for 
Northwestern  University  by  Colwell1 9 K This 
plan,  which  might  well  serve  as  a pattern  for 
other  institutions  provides  for  increasing  the 
number  of  men  in  already  approved  resi- 
dencies and  developing  new  residencies  in 
fields  not  now  approved.  Such  expansion  is 
being  effected  in  part  by  the  following  im- 
portant devices: 

1.  Most  residents  are  assigned  to  some 
work  in  such  fields  as  radiology,  pathology 
and  perhaps  anesthesiology.  Residents  gen- 
erally can  benefit  from  assignments  in  these 
fields,  in  which  there  is  a relatively  small 
demand  for  specialty  training  from  veterans. 

2.  Residents  are  assigned  some  work  in 
the  applied  basic  sciences  taught  by  a gradu- 
ate faculty  with  clinical  experience. 

3.  There  is  a full  employment  of  out- 
patient facilities,  and  residents  will  partici- 
pate in  interne  and  extern  instructions. 

4.  Affiliations  are  made  with  vai’ious 
hospitals  not  now  approved  for  residencies  in 
certain  fields  but  possessing  educational  as- 
sets in  those  fields.  Such  hospitals  are  given 
assistance  in  developing  an  acceptable  resi- 
dency wherever  possible.  When  this  does 
not  appear  feasible,  the  affiliated  hospital  is 
employed  in  a program  of  rotation,  in  which 
a resident  in  a given  specialty  may  spend  a 
period  of  a few  weeks  in  the  affiliated  hos- 
pital. A children’s  hospital,  for  example, 
may  be  unable  to  develop  an  approved  ortho- 
pedic residency,  but  may  well  provide  a resi- 
dent with  some  weeks  of  valuable  pediatric 


orthopedic  experience.  Arrangements  of 
this  kind,  which  are  being  developed  in  many 
centers  in  this  country,  promise  to  contribute 
materially  to  an  expansion  of  residency  posi- 
tions. It  is  essential  that  the  staff  of  the 
central  hospital,  preferably  part  of  a medical 
school,  should  assume  some  responsibility  for 
the  quality  of  the  educational  program  in  the 
affiliated  institutions. 

Other  devices  employed  in  the  Northwest- 
ern plan  include  assignments  in  related  clin- 
ical subjects,  research  assignments  in  se- 
lected cases;  release  of  facilities  for  resi- 
dents by  limiting  the  interneship  to  one  year, 
providing  organized  conferences  and  semi- 
nars, and  the  assignment  of  library  work. 

Key  hospitals  in  many  localities  are  em- 
ploying one  or  more  of  the  features  of  this 
comprehensive  plan  of  postwar  residency 
training. 

FULL-TIME  REVIEW  AND  REFRESHER 
COURSES 

Although  there  were  fewer  officers  in- 
dicating a desire  for  courses  of  training  of 
less  than  6 months  duration,  there  was  a 
goodly  number  (total  4,563)  in  this  cate- 
gory. At  first  sight,  it  might  appear  that 
existing  facilities  would  be  adequate  to  meet 
this  demand,  since  such  facilities  were  suffi- 
cient, in  287  full  time  courses  of  less  than 
6 months,  to  enroll  26,906  physicians  in  the 
year  1943-44.  This  is  nearly  6 times  as 
many  physicians  as  there  were  veterans  who 
indicated  a desire  for  short  courses. 

However,  about  98  per  cent  of  these  26,906 
physicians  attended  courses  of  three  months 
or  less  duration;  over  90  per  cent  of  them 
were  in  courses  of  a month  or  less.  By  con- 
trast, less  than  20  per  cent  of  the  medical 
officers  requesting  review  and  refresher 
courses  stipulated  courses  of  less  than  three 
months. 

Apparently  there  is  a great  need  to  develop 
short  full  time  courses  of  three  to  six  months 
duration,  especially  in  general  review,  in- 
ternal medicine,  obstetrics  and  gynecology, 
pediatrics  and  surgery. 

Many  medical  schools  and  other  institu- 
tions are  proceeding  vigorously  to  provide 
such  opportunities.  One  of  the  most  com- 
prehensive plans  is  that  organized  by  the 
University  of  Wisconsin.  Two  types  of 
courses  are  provided,  as  follows  (quoting 
from  the  University’s  announcement)  : 
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1.  A Refresher  Course  of  Twelve  Weeks’  Dura- 
tion. 

This  course,  open  to  returning  general  practi- 
tioners, is  of  twelve  weeks’  duration  and  has  the 
purpose  of  review  and  study  of  recent  advances  in 
medicine  and  neuropsychiatry  (four  weeks),  surgery 
and  allied  specialties  (four  weeks),  obstetrics  and 
gynecology  (two  weeks),  and  pediatrics  (two  weeks). 
The  work  will  consist  of  ward  rounds,  instruction  in 
basic  sciences  with  clinical  application,  clinics,  lec- 
tures, conferences  and  round-table  discussions.  In- 
struction hours  will  be  from  8 a.  m.  to  12  noon  and 
from  2 to  5 p.  m.  daily  (Saturday  afternoons  ex- 
cluded). This  course  shall  be  limited  to  twenty  with 
a minimum  of  ten.  The  first  session  will  be  offered 
when  ten  enrollees  are  registered  with  the  dean  of 
the  medical  school,  and  the  course  will  be  repeated 
each  three  months  while  the  demand  exists. 

2.  A Two  to  Six  Months’  Course  for  Specialists. 

Attendance  is  open  only  to  those  who  have  al- 
ready had  training  in  their  specialty.  It  is  designed 
as  a review  and  refresher  course  for  specialists. 
This  training  will  be  available  in  the  departments 
of  internal  medicine,  neuropsychiatry,  surgery,  ob- 
stetrics and  gynecology,  pediatrics,  urology,  ortho- 
pedics, otorhinolaryngology,  ophthalmology,  neuro- 
surgery, dermatology  and  physical  medicine. 

This  program,  seeking  to  meet  the  needs 
of  the  two  specific  groups  indicated,  should 
materially  assist  other  institutions  coping 
with  the  same  problem. 

CONCLUSION 

Hospitals  and  medical  schools  throughout 
the  country  are  responding  admirably  to  the 
challenge  of  providing  these  expanded  post- 
war educational  facilities  for  returning  medi- 
cal officers.  From  information  now  provided 


the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association 
by  a large  number  of  the  approved  hospitals, 
it  appears  likely  that  the  needs  will  be  met. 
This  depends  entirely  upon  whether  all  the 
institutions  of  the  country  attack  the  prob- 
lem as  vigorously  as  have  those  hospitals 
and  medical  schools  with  definite  plans  al- 
ready made. 

Our  responsibility  here  is  clear.  Veteran 
physicians  whose  training  was  curtailed  or 
interrupted  deserve  every  help  we  can  give 
them,  as  a small  measure  of  our  great  debt 
to  them.  But  there  is  a larger  responsibility 
as  well.  Unless  the  deficit  in  the  medical 
education  of  recent  graduates  is  corrected, 
there  will  result  a quality  of  medical  care 
in  this  country  for  years  to  come,  at  a lower 
level  than  that  required  to  maintain  the 
health  of  the  people  at  a superior  level. 
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COMPLICATIONS  OF  PNEUMONIA 

With  the  advent  of  penicillin  and  other  powerful 
antibacterial  drugs,  and  specific  agents  for  the  treat- 
ment of  pneumonia,  supportive  treatment  may  be  as 
important  as  the  antibacterial,  four  Boston  physi- 
cians point  out  in  The  Journal  of  the  American 
Medical  Association  for  February  10. 

S.  Howard  Armstrong,  Jr.,  M.D.;  Albert  C.  Eng- 
land, Jr.,  M.D.;  Cutting  B.  Favour,  M.D.,  and 
I.  Herbert  Scheinberg,  M.D.,  report  two  cases  of 
severe  and  progressive  anemia  and  hypoproteinemia 
which  developed  in  patients  with  extensive  and  pro- 
tracted bacterial  pneumonia  being  treated  with  peni- 
cillin. 

They  say  that  although  these  complications  hither- 
to have  been  rarely  seen  in  pneumonia,  they  “may 
occur  with  increasing  frequency  as  specific  agents 
permit  prolonged  survival  in  the  face  of  infections 
otherwise  rapidly  fatal.” 


In  one  of  the  cases,  they  explain,  the  anemia  and 
hypoproteinemia  of  nutritional  origin  probably  ante- 
dated the  pneumonia  because  the  patient,  a man 
aged  85,  had  been  on  a deficient  diet  for  several 
years.  In  the  other  case  the  anemia  and  hypopro- 
teinemia developed  after  the  onset  of  pneumonia. 

“In  these  patients,”  the  four  physicians  say, 
“enormous  amounts  of  whole  blood  and  plasma 
were  required  to  counteract  the  progression  of  the 
anemia  and  hypoproteinemia.  The  fact  that  this 
therapy  together  with  nearly  all  known  measures 
for  maintenance  of  optimum  . . . (availability  and 
utilization  of  oxygen)  in  remaining  functional  lung 
tissue,  appeared  necessary  to  maintain  life  for  some 
time  after  apparent  bacteriologic  arrest  of  the 
infection  (pneumonia)  suggests  that,  in  pneumonia 
of  this  severity,  development  of  anemia  and  hypo- 
proteinemia should  be  anticipated  by  early  use  of 
whole  blood  and  plasma  together  with  adequate 
protein  dietary  intake.” 
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Graduate  training  is  different  from  post- 
graduate education.  Postgraduate  courses 
are  more  in  the  nature  of  refresher  courses 
to  increase  knowledge  of  a specialty  in  which 
the  physicians  already  has  some  proficiency. 
Graduate  training,  on  the  other  hand,  refers 
to  the  initial  development  of  a specialty 
within  the  physician  who  aims  to  practice  it. 

A large  proportion  of  our  medical  officers 
went  overseas  before  they  had  finished  their 
training  in  medicine  or  surgery.  Some  twen- 
ty thousand  war  time  graduates  are  in  serv- 
ice. Those  who  went  into  military  service 
who  were  lacking  in  training  may  be  classified 
in  five  main  groups  as  follows:  1.  Physicians 
who  plan  to  specialize  in  medicine  or  surgery 
but  who  were  commissioned  immediately 
following  their  interneship;  2.  Physicians 
whose  residencies  in  surgery  were  inter- 
rupted for  military  service;  3.  physicians 
who  under  the  9-9-9  plan  were  deferred  and 
will  require  additional  months  of  training  to 
complete  three  full  years  following  the  in- 
terneship; 4.  physicians  who  in  military 
service  have  received  some  training  in  sur- 
gery which,  supplemented  by  further  train- 
ing, would  be  recognized  as  acceptable  prep- 
aration for  the  practice  of  surgery ; 5.  physi- 
cians with  acceptable  qualifications  who  had 
been  in  general  practice  prior  to  military 
service  and  who  have  gained  a desire  to  spe- 
cialize in  surgery. 

It  is  an  interesting  fact  that  about  seventy- 
five  per  cent  of  medical  students  look  for- 
ward to  preparing  themselves  after  they 
graduate,  for  the  practice  of  a specialty. 

The  9-9-9  program  has  disrupted  gradu- 
ate training  because  the  usual  twelve  month 
period  has  been  reduced  to  nine  months,  and 
the  maximum  allowed  for  those  eligible  for 
military  service  has  been  eighteen  months 
following  the  interneship  instead  of  the  thir- 
ty-six months  minimum  required  for  train- 
ing in  most  specialties  in  order  to  qualify. 
The  Committee  on  Postwar  Medical  Service 
authorized  the  sending  of  questionnaires  to 
the  fifty-five  thousand  physicians  in  military 
service,  and  the  reports  establish  the  fact 

^Presented  before  the  Omaha  Mid-West  Clinical  Society, 
October,  1944. 
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that  eighty  per  cent  want  more  training 
when  they  come  back  in  the  form  of  either 
short  or  long  courses.  About  twenty  thou- 
sand of  the  men  in  service  are  recent  medical 
graduates.  About  one-fourth  of  these  want 
more  than  two  years’  training,  after  their 
discharge  from  military  service.  Another 
one-fourth  want  one  to  two  years’  training. 
The  remaining  half  desire  organized  short 
courses  in  various  fields.  About  twenty  per 
cent  of  all  medical  graduates  look  forward 
to  becoming  surgeons.  We,  therefore,  esti- 
mate that  at  least  four  thousand  of  the  war 
year  graduates  will  want  extensive  additional 
training  to  qualify  themselves  for  surgery. 

Our  resources  in  the  United  States  today 
to  take  care  of  a big  medical  educational  pro- 
gram are  as  follows: 

We  have  6,611  registered  hospitals  in  the 
United  States  according  to  the  last  Ameri- 
can Med:cal  Association  report.  These  hos- 
pitals have  one  and  three-quarter  million 
beds  and  they  handle  over  sixteen  million  pa- 
tients a year.  Every  two  seconds  a patient 
enters  a hospital.  We  have  a daily  census 
of  nearly  thirteen  million  patients  in  our 
hospitals.  Therefore  we  have  enormous  clin- 
ical resources. 

The  American  College  of  Surgeons  has  ap- 
proved 3,152  of  these  hospitals.  Of  this 
number  2,769  are  fully  approved. 

The  American  Medical  Association  ap- 
proved 710  hospitals  for  interneship  in  1944. 
In  these  hospitals  there  were  5,170  internes 
on  duty.  Hospitals  approved  for  interne- 
ships,  residencies  and  fellowships  in  1944 
totaled  1,164.  The  total  number  of  resi- 
dencies, assistant  residencies  and  fellows  was 
5,393. 

Graduates  from  approved  medical  schools 
in  the  United  States  and  Canada  from  July 
1,  1944  to  June  30,  1945  were  estimated  at 
9,844,  the  increase  over  1941  when  there 
were  5,275  graduates  being  due  to  the  ac- 
celerated program.  Interneships  available 
in  1941  totaled  8,100  which,  it  may  be  as- 
sumed, will  be  available  after  the  war  and 
will  be  more  than  sufficient  to  accommodate 
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the  normal  number  of  graduates.  In  1941  personal  supervision  and  direction  of  the 
the  number  of  graduates  was  5,200.  work  of  the  resident  staff. 


The  American  Medical  Association  has  ap- 
proved a total  of  some  5,393  residencies  cov- 
ering all  specialties.  There  are  fifteen  spe- 
cialty boards.  The  specialty  boards,  the 
American  College  of  Physicians  and  the 
American  College  of  Surgeons  are  in  agree- 
ment concerning  educational  requirements. 
In  general  they  all  require  three  years  of 
training  after  interneship.  There  is  a move- 
ment to  have  one  basic  medical  science  exam- 
ination established  by  all  the  specialty  boards 
and  the  two  colleges.  The  educational  pro- 
gram is  profiting  by  unified  effort  and  uni- 
formly high  ideals. 

The  American  College  of  Surgeons  has  for 
some  five  years  been  actively  working  to 
encourage  the  formation  of  acceptable  pro- 
grams of  graduate  training  in  surgery  in  or- 
der that  ample  opportunities  may  be  provid- 
ed for  all  those  who  show  promise  of  becom- 
ing able  surgeons.  Some  of  the  essentials 
of  the  training  program  are  that  it  be  of 
sufficient  duration  and  of  proper  educational 
content  to  prepare  the  resident  to  start  the 
practice  of  surgery  in  a scientific  manner. 
The  general  practice  or  apprenticeship  route 
is  no  longer  the  way  to  train  for  surgery. 
Only  in  well  organized  hospitals  which  have 
definite  plans  and  have  set  up  preceptorships, 
and  in  certain  surgical  clinics  staffed  by 
qualified  surgeons  can  the  right  kind  of 
training  for  general  surgery  or  a surgical 
specialty  be  obtained. 

In  some  communities,  and  I am  thinking 
at  the  moment  of  the  city  of  Seattle,  a plan 
is  under  way  for  a group  of  doctors  to  take 
on  some  of  the  younger  surgeons  to  work 
in  their  offices  and  at  the  hospitals  under 
close  supervision.  Such  correlated  and  ex- 
panded plans  are  necessary  in  cases  in  which 
the  number  of  men  that  the  hospitals  can 
directly  take  on  is  too  limited.  In  another 
community  one  large  hospital  is  planning  to 
tie  in  twenty-one  smaller  hospitals  within  a 
radius  of  one  hundred  miles  in  order  that 
part  of  the  training  of  the  men  may  be  ob- 
tained in  the  smaller  hospitals.  The  large 
hospitals,  university  connected,  will  give  the 
basic  science  instruction. 

In  any  medical  teaching  program  the  medi- 
cal staff  has  a large  responsibility.  It  must 
be  well  organized  with  heads  of  the  various 
divisions  and  a committee  that  will  foster 
the  program  of  graduate  training  and  give 


The  hospital  must  keep  records  of  the  ac- 
tivities of  the  resident  staff  to  assure  that 
there  is  an  equitable  distribution  of  work 
and  that  the  resident’s  experience  is  well 
rounded  and  provides  a sound  basis  for  evalu- 
ation of  training.  Following  is  an  outline 
of  the  plan  under  which  graduate  training 
in  surgery  would  be  organized  in  a typical 
hospital : 

1.  Emphasis  on  pre  and  postoperative 
study. 

2.  Active  surgical  service. 

3.  Training  in  techniques  of  surgery. 

4.  Active  outpatient  service. 

5.  Study  of  anatomy,  physiology,  path- 
ology, biochemistry,  bacteriology  and  x-ray. 

6.  Opportunities  for  observation  and 
participation  in  autopsies. 

7.  Participation  in  clinical  and  experi- 
mental research. 

8.  A well  stocked  library  and  a com- 
petent librarian  to  encourage  literary  re- 
search. 

9.  Participation  of  the  resident  staff  in 
general  staff  conferences,  departmental  con- 
ferences and  clinical  pathological  confer- 
ences. 

10.  Participation  of  the  resident  staff  in 
teaching  activity. 

All  basic  science  study  must  be  under  com- 
petent supervision  of  accredited  heads  of  de- 
partments such  as  radiologists  or  patholo- 
gists who  have  passed  their  certifying 
boards,  and  are  competent  to  teach.  Physi- 
cal therapy  and  other  related  departments 
also  afford  good  facilities  for  teaching. 

In  many  hospitals  it  will  be  impossible  to 
provide  all  of  the  basic  science  teaching  that 
residents  in  surgery  should  have.  Such  hos- 
pitals should  arrange  affiliations  with  medi- 
acl  schools.  For  example,  in  Flint,  Michigan 
the  men  go  to  Ann  Arbor  for  six  months  of 
study  in  the  basic  sciences.  If  medical 
schools  will  cooperate  in  a program  that  will 
extend  outside  of  the  teaching  hospitals 
many  of  the  hospitals  can  give  very  good  all 
around  training  in  medical  and  surgical  spe- 
cialties. Affiliations  with  other  hospitals 
are  also  valuable  in  many  instances. 

To  promote  affiliations  between  medical 
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schools  and  hospitals  for  teaching-  purposes 
the  American  College  of  Surgeons  has  en- 
gaged Dr.  George  H.  Miller,  formerly  Dean 
of  the  Medical  School  of  the  University  of 
Beirut,  Lebanon,  Syria,  a university  run  by 
the  American  Board  of  Missions  in  New 
York.  Doctor  Miller  was  dean  of  that  school 
for  twelve  years  and  is  an  outstanding  medi- 
cal educator.  He  is  making  a study  of  se- 
lected medical  schools  which  give  a complete 
program  of  graduate  training  in  surgery 
with  special  consideration  of  the  manner  in 
which  the  applied  basic  sciences  are  taught. 

The  clinical  material  must  be  of  sufficient 
variety  to  assure  good  training.  An  organ- 
ized outpatient  department  is  always  an  as- 
set. The  number  of  patients  must  be  ade- 
quate to  give  the  resident  staff  opportunity 
for  training  and  experience  in  the  diagnosis, 
treatment  and  study  of  end  results  of  a 
variety  of  surgical  conditions.  The  clinical 
material  that  is  going  through  the  inpatient 
and  outpatient  departments  must  be  watched 
and  analyzed  in  order  that  full  utilization 
may  be  made  of  it  in  the  teaching  of  resi- 
dents. 

In  our  surveys  of  United  States  Navy,  Air 
Force,  Public  Health  Service,  and  Veterans 
hospitals  we  find  that  these  hospitals  can 
give  excellent  training  for  residents  under 
good  supervision.  Because  of  the  frequent 
changes  most  of  these  hospitals  could  not 
give  an  entire  program  in  one  hospital  but 
could  give  one  year  or  part  of  a year  of  train- 
ing and,  in  combination  with  other  hospitals, 
provide  comprehensive  training.  The  Amer- 
ican College  of  Surgeons  has  a staff  con- 
stantly in  the  field  surveying  hospitals.  The 
members  of  this  staff  are  all  physicians 
thoroughly  familiar  with  graduate  training 
problems.  They  stay  two  or  three  days  with 
the  staff  in  a hospital  helping  them  to  set  up 
a program.  Hospitals  approved  for  graduate 
training  in  surgery  total  231,  and  these  hos- 
pitals have  in  training  some  fifteen  hundred 
men.  At  least  350  additional  hospitals  have 
potentialities  for  graduate  training  in  sur- 
gery and  surveys  are  under  way  to  help 
suitable  hospitals  to  set  up  training  pro- 
grams. We  feel  that  in  the  coming  postwar 
period  the  hospitals  should  provide  oppor- 
tunities for  the  training  of  at  least  thirty- 
five  hundred  physicians  which  means  more 
than  doubling  the  number  now  in  training. 
Of  course,  this  number  is  low  because  of  the 
war  time  conditions.  In  1941  there  were 
1,898  men  in  training  in  surgery  and  surgical 


specialties  in  hospitals  approved  for  that  pur- 
pose. 

Our  own  files  give  the  basic  information 
concerning  hospitals  suitable  for  graduate 
training  in  surgery.  We  have  some  60,000 
individual  survey  reports  on  hospitals  dating 
from  the  time  Hospital  Standardization  was 
started  in  1918. 

A very  important  service  that  the  Amer- 
ican College  of  Surgeons  is  rendering  is  con- 
sultation with  individuals  who  wish  to  spe- 
cialize in  surgery  or  surgical  specialties.  We 
have  engaged  Major  General  Charles  R. 
Reynolds,  former  Surgeon  General  of  the 
United  States  Army,  as  consultant  in  gradu- 
ate training  in  surgery.  He  is  in  constant 
communication  with  men  in  service.  He 
evaluates  their  training  before  they  went  in- 
to service  and  their  experience  while  in 
service,  and  tells  them  what  additional  train- 
ing they  need  to  meet  the  standards  of  the 
College  and  the  surgical  boards. 

We  are  thinking,  too,  of  the  financial 
problems  of  the  medical  veteran.  The  G.  I. 
Bill  allows  them  fifty  to  seventy-five  dollars 
a month  for  education.  It  is  likely  that  sup- 
plementary assistance  may  be  required. 

Before  expanding  its  Program  of  Graduate 
Training  in  Surgery  the  College  had  the 
John  Price  Jones  Corporation  make  a study 
of  the  entire  problem  and  of  the  possibility 
of  raising  a large  sum  of  money  to  establish 
a fund  for  fellowships  or  loan  funds.  Fellow- 
ships would  mean  grants  of  money.  Loan 
funds  would  mean  eventual  repayment  with- 
out interest.  Universities  which  have  had 
loan  funds  find  that  they  practically  always 
get  the  money  back.  One  school  told  me 
they  had  loaned  money  and  had  lost  only  .9 
per  cent  over  a period  of  sixteen  years.  The 
John  Price  Jones  study  established  the  need 
for  helping  these  men  and  drew  the  conclu- 
sion that  no  difficulty  would  be  experienced 
in  raising  money  for  this  purpose. 

The  first  step,  however,  in  helping  these 
men  who  are  coming  back  from  the  front 
after  heroic  service  is  to  make  sure  that  in 
your  own  community  and  in  your  own  hos- 
pital everything  is  being  done  that  can  be 
done  to  set  up  a training  program  for  the 
benefit  in  large  part  of  the  returning  medical 
officer  whose  training  has  been  interrupted. 
Within  a short  time  the  American  College 
of  Surgeons  plans  to  publish  a large  volume 
which  will  contain  descriptions  of  the  gradu- 
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ate  training  plans  of  all  of  the  hospitals  in 
the  United  States  and  Canada  which  are  con- 
ducting graduate  training  in  surgery.  The 
plans  will  show  which  hospitals  offer  training 
in  general  surgery,  in  obstetrics,  in  gyne- 
cology, in  otolaryngology,  and  other  special- 
ties. What  the  resident  gets  in  the  various 
years  of  training  will  be  described.  This 
volume  will  be  of  immeasurable  assistance 
to  the  person  interested  in  selecting  a hos- 
pital in  which  to  learn. 

We  have,  in  the  American  College  of  Sur- 
geons, a large  group  of  Junior  Candidates. 
Some  of  these  are  residents  in  surgery. 
Others  have  completed  their  formal  train- 
ing but  have  not  yet  completed  the  total  of 
seven  or  eight  years  of  combined  training 
and  experience  which  is  necessary  before 
they  can  apply  for  fellowship. 

Too  many  men  who  want  to  become  sur- 
geons fail  to  plan  their  training  properly  and 
they  suffer  later  on  for  having  taken  a hap- 
hazard course.  We  find  that  some  take  a 
year  of  interneship  and  a year  of  residency, 
and  then  go  into  general  practice  or  affiliate 
themselves  with  some  physician  or  surgeon. 
If  they  fall  in  with  an  outstanding  physician 
or  surgeon,  or  medical  or  surgical  specialist 
they  may  acquire  good  training.  Our  ex- 


perience has  been,  however,  that  many  fail 
to  do  that  and  never  get  the  essential  train- 
ing. We  are  constantly  having  to  advise 
candidates  for  fellowship  in  the  American 
College  of  Surgeons  to  drop  their  general 
practice  and  go  back  into  training  even  after 
several  years  of  experience,  in  order  to  quali- 
fy themselves  properly.  Many  are  willing 
to  do  this,  but  how  much  better  off  they 
would  have  been  if  their  programs  had  been 
properly  planned  in  the  first  place. 

I believe  that  it  is  the  duty  of  the  Ameri- 
can College  of  Surgeons  and  the  American 
College  of  Physicians  to  take  the  responsi- 
bility for  graduate  training  in  our  particular 
specialties.  The  American  Medical  Associa- 
tion has  done  a wonderful  job  in  medical 
education  and  in  its  approval  program  for 
interneships  and  residencies.  It  has  laid  a 
strong  and  good  foundation.  It  is  the  duty 
of  the  Colleges  to  help  in  this  great  program 
of  education  and  to  assure  that  there  will  be 
ample  opportunities  available  in  our  fine 
hospitals  to  carry  on  higher  education  of 
specialists.  We  have  in  our  medical  schools 
and  hospitals  adequate  and  excellent  facili- 
ties and  all  we  need  to  do  is  to  get  together 
in  planning  their  maximum  utilization  and 
in  uniting  in  every  community  to  see  that  the 
programs  are  scientifically  conducted. 


* * * 


NEW  OREGON  LEGISLATION  PROVIDES  FOR 
HEALTH  EDUCATION 

The  State  of  Oregon  recently  passed  a progres- 
sive bill  to  further  health  and  physical  education. 
Known  as  House  Bill  No.  53,  it  is  entitled.  “An 
act  to  provide  for  programs  of  health  instruction 
and  physical  education  in  all  elementary  and  high 
schools  of  the  state,  to  provide  for  the  planning, 
supervision,  direction  and  evaluation  of  such  pro- 
grams by  the  superintendent  of  public  instruction, 
and  appropriating  money  therefor  . . .” 

The  purpose  of  the  law  is  to  promote,  develop 
and  maintain  among  pupils  at  all  levels  “opti- 
mum physical  growth,  health  and  physical  fit- 
ness.” 

The  July  14  issue  of  The  Journal  of  the  American 


Medical  Association,  commenting  editorially  on  the 
bill,  says: 

“The  Oregon  act  is  said  to  be  the  first  legisla- 
tion of  its  type  in  any  state.  Legislation,  or  even 
the  effective  functioning  of  the  program  under 
such  legislation  as  this,  will  not  necessarily  elim- 
inate all  physical  unfitness  and  all  sources  of  poor 
health.  Much  can  undoubtedly  be  accomplished, 
but  not  in  a year  or  in  two  years.  Measurable  re- 
sults may  take  ten  years.  In  the  meantime,  those 
who  work  in  the  program  and  those  who  appro- 
priate money  for  its  support  must  not  become  dis- 
couraged. Even  with  the  best  program  function- 
ing at  the  highest  possible  efficiency  some  condi- 
tions are  not  remediable  in  the  present  state  of 
medical  knowledge.  The  time  is  ripe  for  great 
progress  toward  improved  health  and  physical  fit- 
ness.” 


The  American  College  of  Physicians  — 
Its  Aims,  Standards  and  Activities" 

EDWARD  R.  LOVELAND,  B.S.  (Ed.) 

Executive  Secretary,  American  College  of  Physicians 
Philadelphia,  Pa. 


Medical  history  forms  a part  of  the  physi- 
cian’s interest,  and  therefore  it  does  not 
seem  inappropriate  to  say  something  about 
the  history  of  one  of  America’s  honored, 
though  young  medical  institutions,  the 
American  College  of  Physicians.  Further- 
more, there  is  a link  of  common  interest  be- 
tween the  American  College  of  Physicians 
and  the  Omaha  Mid-West  Clinical  Society — 
both  organizations  have  established  high 
standards  of  medical  accomplishments,  have 
encouraged  medical  research  and  sound  clini- 
cal investigation,  and  have  fostered  high  eth- 
ical principles. 

THE  FOUNDING  OF  NEW  SOCIETIES 

New  medical  societies  are  founded  first 
and  foremost  because  of  an  impelling  com- 
munity of  interest  and  common  need.  Less- 
er contributing  factors  are  the  personal  am- 
bitions of  individuals  who  sometimes  wish 
to  make  offices  for  themselves,  to  expound 
their  pet  theories  and  to  have  an  “opportu- 
nity for  self-expression.” 

The  early  promotion  of  a new  organization 
invariably  meets  with  widespread  opposition 
among  those  previously  founded.  This  fre- 
quently is  a challenge  to  the  founders  of 
the  new  society ; it  gives  birth  to  militant 
leadership,  to  constructive  thought  and  great 
enthusiasm.  The  survival  of  such  a society 
depends  upon:  (1)  the  degree  to  which  it 
fulfills  a service;  (2)  accepted  ideals;  (3) 
vision,  put  to  work;  (4)  an  organization  with 
a heart;  (5)  unselfish  and  continued  leader- 
ship that  merits  confidence,  and  thereby 
commands  respect.  And,  shall  we  say? — ab- 
sence of  so-called  social  legislation.  The 
adoption  of  a full  plan  of  Government  medi- 
cine, with  its  leveling  process,  would  in  time 
almost  extinguish  the  torch  of  personal  med- 
ical achievement — the  standards  this  College 
and  other  similar  institutions  have  so  long 
fostered.  Doctors  generally  would  no  longer 
be  inspired  to  qualify  for  membership.  Few 
of  our  great  American  institutions  of  the 
character  of  this  College  would  survive,  ex- 
cept in  a very  limited  degree  and  with  only  a 
past  glory  “as  was  Rome’s.”  This  College 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  Octo- 
ber, 1944. 
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and  other  medical  institutions  have  become 
an  accepted  symbol  of  the  great  values  of  the 
medical  profession.  Destroy  those  values 
and  the  symbol  no  longer  remains.  For  ex- 
ample: there  is  said  to  be  fourteen  billion 

dollars  worth  of  gold  stored  at  Fort  Knox, 
Kentucky,  three-quarters  of  all  the  gold  in 
the  world.  Let  the  rest  of  the  world  demone- 
tize gold,  what  value  would  be  left?  “Just  so 
much  Confederate  currency,”  suggests  the 
Editor  of  the  New  York  Post. 

FOUNDING  OF  THE  COLLEGE 
The  American  College  of  Physicians  was 
founded  in  1915  in  New  York  City,  the  inspi- 
ration of  Dr.  Heinrich  Stern,  who,  after  at- 
tending a meeting  of  the  Royal  College  of 
Physicians  in  London,  envisioned  a similar 
institution  in  North  America.  He  and  three 
of  his  friends  and  associates  executed  the 
first  Articles  of  Incorporation  under  the 
Laws  of  the  State  of  Delaware.  The  early 
history  of  the  College  reveals  marked  oppo- 
sition from  many  quarters,  yet  it  is  interest- 
ing to  note  that  eminent  physicians  not  only 
from  New  York  City,  but  from  Washington, 
Philadelphia,  Detroit  and  Chicago  became  in- 
terested during  the  very  first  year.  Growth 
in  membership,  though  relatively  slow,  had 
reached  150  by  1917,  representing  the  States 
of  Washington,  Oregon,  California,  Colorado, 
Georgia,  Louisiana,  as  well  as  the  mid-west- 
ern and  eastern  territory.  World  War  I cur- 
tailed College  progress,  but  promptly  with 
the  coming  of  peace  a new  era  began  and  its 
influence  spread  rapidly.  Several  reorgani- 
zations took  place,  always  the  result  of 
changing  conditions  and  the  following  of  a 
perspective  of  service,  tenaciously  pursued. 
The  most  important  reorganization  took 
place  between  1925  and  1928,  under  the  Pres- 
idences  of  the  late  Dr.  Alfred  Stengel  of 
Philadelphia  and  Dr.  Charles  F.  Martin  of 
Montreal.  Changes  effected  included:  (1) 
new  and  more  democratic  administrative  poli- 
cies; (2)  changes  in  executive  direction  and 
the  transfer  of  the  headquarters  to  Philadel- 
phia; (3)  succession  of  Officers;  (4)1  exten- 
sion of  membership  among  distinguished 
teachers  in  the  academic  field;  (5)  strength- 
ening of  the  scientific  features  of  its  Annual 
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Meetings  and  improvement  of  its  journal; 
(6)  raising  of  the  standards  of  admission, 
creating  a probationary  waiting  period  of 
Associateship  preceding  Fellowship,  and 
adoption  of  a proposal  rather  than  an  appli- 
cation system  for  membership  by  which  all 
Fellows  have  the  privilege  and  likewise  the 
responsibility  of  voting  on  the  admission  of 
each  candidate. 

From  that  time  forward  the  College  has 
been  fortunate  in  having  among  its  Officers, 
Regents  and  Governors  a group  of  eminent 
men  who  had  been  truly  unselfish  and  deeply 
interested  in  the  organization,  in  its  ob- 
jectives and  in  the  service  it  can  perform  for 
American  Medicine. 

The  constitutional  objectives  of  the  College 
are:  “to  establish  an  organization  composed 
of  qualified  physicians  of  high  standing,  who 
shall  meet  from  time  to  time  for  the  purpose 
of  considering  and  discussing  medical  and 
scientific  topics,  and  who  through  their  or- 
ganization shail  attempt  to  accomplish  the 
further  purposes  of  (a)  maintaining  and  ad- 
vancing the  highest  possible  standards  in 
medical  educatioin,  medical  practice  and  clin- 
ical research;  (b)  perpetuating  the  history 
and  best  traditions  of  medicine  and  medical 
ethics;  and  (c)  maintaining  both  the  dignity 
and  the  efficiency  of  Internal  Medicine  in  its 
relationship  to  public  welfare.”  These  ob- 
jects have  often  been  clarified,  but  have  re- 
mained basically  the  same. 

THE  COLLEGE  ACTIVITIES 

The  first  chief  activities  of  the  College 
were : establishment  of  high  standards  of 
admission  to  Fellowship,  the  inauguration 
of  its  Annual  Clinical  Session  and  the  found- 
ing of  its  journal,  first  known  as  the  “An- 
nals of  Medicine,”  then  as  the  “Annals  of 
Clinical  Medicine,”  and  in  1927  (July) 
changed  to  the  “Annals  of  Internal  Medi- 
cine.” The  Regents  of  the  College  then  re- 
paired the  financial  foundations  of  the  Col- 
lege and  established  an  Endowment  Fund, 
through  Life  Memberships,  for  the  perpetu- 
ity of  the  organization.  About  1928,  hn  ef- 
fective Credentials  Committee  for  the  real 
scrutiny  of  candidates  was  established, 
which  has  had  the  most  far-reaching  effect 
in  succeeding  years  on  the  character  of  the 
College  membership.  In  1929,  the  Regents 
established  the  John  Phillips  Memorial 
Award  for  Achievement  in  Internal  Medi- 
cine, an  award  made  annually  or  periodically 
in  recognition  of  the  best  work  accom- 


plished in  Internal  Medicine  or  one  of  its  al- 
lied specialties,  in  this  country  or  Canada. 
Since  that  time,  this  award  has  been  made 
to  eleven  eminent  authorities  for  their  re- 
search work.  In  1933,  the  College  began  the 
study  of  a proposed  plan  to  initiate  written 
examinations  for  admission  to  the  College, 
which  later  culminated  in  the  founding  of 
the  American  Board  of  Internal  Medicine  in 
1936,  founded  and  financed  by  the  College, 
but  correlated  with  the  other  national  boards 
of  certification  through  the  Advisory  Coun- 
cil on  Medical  Specialties,  with  five  members 
of  the  Board  appointed  by  the  College  and 
four  members  appointed  by  the  Section  on 
the  Practice  of  Medicine  of  the  American 
Medical  Association.  However,  it  was  not 
until  1940  that  certification  by  one  of  the 
national  certifying  boards  was  established 
as  a prerequisite  for  Fellowship  in  the  Col- 
lege. 

In  1934  the  Regents  of  the  College  found- 
ed a convocational  Lectureship  and  in  the 
same  year  established  Research  Fellowships 
in  the  amount  of  $1,800.00  each,  to  be  award- 
ed each  year  for  the  promotion  and  encour- 
agement of  research.  Since  that  time  17  Re- 
search Fellowships  have  been  awarded. 

In  1936  under  the  Presidency  of  Dr.  James 
Alex.  Miller  of  New  York  and  his  successor, 
Dr.  Ernest  B.  Bradley  of  Lexington,  the  Col- 
lege acquired  its  present  home  in  Philadel- 
phia, an  attractive,  dignified,  appropriate 
and  adequate  building  in  a charming  setting. 

It  was  during  1937  that  the  College  estab- 
lished an  active  Committee  on  Future  Policy 
for  the  Development  of  Internal  Medicine. 
Out  of  the  deliberations  of  that  Committee 
grew  a number  of  the  later  activities  of  the 
College,  including  a survey  of  postgraduate 
facilities  in  the  United  States  for  the  infor- 
mation and  guidance  of  prospective  post- 
graduate students,  the  establishment  of 
short  courses  in  various  branches  of  Internal 
Medicine  to  provide  facilities  for  graduate 
study  by  Fellows  and  Associates  of  the  Col- 
lege, the  development  of  technical  exhibits 
at  its  Annual  Sessions,  which  are  restricted 
to  products  relevant  to  the  field  of  Internal 
Medicine,  scientific  in  nature  and  approved 
by  the  College  Committee  on  Exhibits.  Ex- 
hibitors are  admitted  on  invitation  only.  It 
was  also  at  this  time  that  the  field  of  the 
College  was  more  definitely  clarified,  name- 
ly, that  the  College  shall  not  be  wholly  limit- 
ed to  physicians  practicing  the  specialty  of 
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Internal  Medicine,  but  that  it  shall  include 
also  those  practicing  such  allied  specialties 
as  Pathology,  Neurology,  Psychiatry,  Pediat- 
rics, Dermatology,  Public  Health  and  the 
broader  field  of  Radiology — in  fact,  all  those 
inter-related  specialties  not  allied  with  Sur- 
gery, such  as  Obstetrics,  Gynecology,  Anes- 
thesiology, etc.  It  was  also  reaffirmed  at 
this  time  that  the  American  College  of  Phy- 
sicians is  not  in  competition  in  any  sense  with 
County  medical  societies.  State  medical  so- 
cieties, or  the  American  Medical  Association. 
The  College  was  not  established,  nor  is  it 
intended,  to  represent  the  general  practition- 
er, or  specialists  in  other  fields  than  those 
designated.  The  general  practioner  is  ade- 
quately represented  by  his  County  and  State 
medical  societies  and  the  American  Medical 
Association.  Under  no  circumstances,  there- 
fore, should  the  American  College  of  Physi- 
cians be  considered  a glorified  society  to 
which  the  general  practitioner  may  aspire 
without  adequate  training  and  subsequent 
specialization. 

On  numerous  occasions  the  College  has 
made  grants  varying  from  small  amounts  up- 
ward to  $10,000.00  to  such  organizations  as 
the  Commission  on  Graduate  Medical  Educa- 
tion, the  National  Research  Council,  medical 
schools,  and,  more  recently,  the  Council  for 
Study,  Prevention  and  Treatment  of  Rheu- 
matic Fever,  and  the  Committee  on  War- 
Time  Graduate  Al’edical  Meetings.  In  1939 
the  College  initiated  its  program  of  intensive 
Postgraduate  and  Refresher  Courses,  a pro- 
gram that  has  been  consistently  developed 
and  continued,  until  now  it  is  accepted  as 
one  of  the  most  worthy  activities  of  this 
organization.  While  the  courses  are  given 
primarily  for  members  of  the  College,  where 
facilities  permit  admission  is  granted  to 
other  qualified  physicians,  candidates  for 
membership  and  those  preparing  for  certifi- 
cation by  the  American  Board  of  Internal 
Medicine.  These  courses  are  underwritten 
by  the  College,  and  only  a minimum  tuition 
fee  is  exacted  from  the  attendant ; and  these 
fees  are  paid  in  bulk  by  the  College  to  the 
director,  faculty  or  institution  giving  the 
course.  The  courses  are  conducted  on  a high 
level,  with  faculty  members  from  various 
institutions,  selected  for  their  real  ability 
as  teachers  and  as  recognized  authorities  in 
their  special  fields. 

For  many  years  the  College,  in  addition  to 
its  Annual  Sessions,  encouraged  more  inti- 
mate State  meetings  of  its  members,  organ- 


ized and  conducted  by  the  College  Governor 
for  each  State  or  Province.  With  the  advent 
of  World  War  II,  the  nucleus  of  an  effective 
expansion  of  these  State  meetings  was  util- 
ized to  take  the  place  of  the  national  Annual 
Meeting,  in  the  form  of  Regional  Meetings, 
embracing  numerous  contiguous  States.  It 
appeared  to  our  Regents  that  it  was  both  a 
practical  and  patriotic  necessity  to  discon- 
tinue the  large  national  meetings  for  the  du- 
ration of  the  war,  a decision  to  which  we 
have  adhered.  The  Regional  Meetings  have 
covered  practically  the  entire  United  States 
and  Canada,  have  been  highly  effective  and 
have  had  the  great  value  of  keeping  our 
membership  active  and  interested.  We  have 
actually  had  a much  larger  attendance  of 
members  at  these  Regional  Meetings,  with 
a larger  percentage  of  contact,  than  we  had 
before  the  war  when  we  conducted  the  one 
large  national  meeting. 

It  was  through  these  Regional  Meetings, 
early  in  the  war,  that  we  initiated  a program 
of  graduate  lectures  for  Medical  Officers  in 
the  Armed  Forces,  establishing  an  opportu- 
nity that  theretofore  did  not  exist.  There 
soon  developed  a demand  for  the  extension 
of  the  program  to  cover  not  only  the  field  of 
Internal  Medicine,  but  of  General  Medicine, 
Surgery  and  the  other  specialties.  It  was 
then  that  the  American  College  of  Surgeons 
and  the  American  Medical  Association  were 
invited  to  join  the  project  under  the  title  of 
the  “War-Time  Graduate  Medical  Meetings.” 
A central  committee  with  an  appointee  from 
each  organization,  was  established,  grants 
by  the  three  organizations  were  made  for  the 
operation  of  the  project,  and  approval  was 
obtained  from  the  Surgeons  General  of  the 
Army,  Navy  and  Public  Health  Service.  The 
objective  of  the  Committee  is  to  carry  these 
graduate  medical  lectures,  demonstrations, 
ward  teaching,  and  panels  to  the  Army  and 
Navy  installations,  and  especially  to  larger 
groups  of  Medical  Officers  at  remote  loca- 
tions where  their  opportunities  for  instruc- 
tions are  greatly  limited  or  do  not  exist  at 
all.  The  United  States  was  divided  into 
twenty-four  zones,  each  zone  presided  over 
by  a sub-Committee,  an  appointee  from  each 
participating  society.  A national  faculty  of 
recognized,  able  teachers  was  appointed  who 
readily  expressed  their  willingness  to  make 
this  contribution  to  the  war  effort.  Actually 
hundreds  upon  hundreds  of  short  courses 
have  been  given  at  medical  installations  all 
over  our  country  and  in  Canada.  The  meet- 
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mgs  have  taken  many  forms — some  with  a 
traveling  faculty  moving  day  to  day  from 
one  installation  to  another;  others  were  cen- 
tralized meetings  at  one  large  installation  to 
which  Medical  Officers  came  from  surround- 
ing installations ; others  combined  central- 
ized meetings  with  other  groups,  such  as 
with  Regional  Meetings  of  the  American  Col- 
lege of  Physicians,  State  society  meetings  and 
even  some  in  combination  with  several  so- 
cieties. The  central  idea  has  been  to  offer 
to  these  Medical  Officers  those  topics  in 
which  instruction  was  requested.  Time  does 
not  permit  of  the  further  detailed  discussion 
of  this  splendid  program. 

Since  the  outbreak  of  World  War  II,  the 
College  has  used  all  facilities  and  resources 
at  its  command  to  aid  its  members  and  the 
war  effort.  Even  before  the  outbreak  of  the 
war,  the  College  was  sensitive  to  its  opportu- 
nities for  service  and  alive  to  its  responsibili- 
ties. A Preparedness  Committee  was  ap- 
pointed ; grants  were  made  for  the  classifica- 
tion and  evaluation  of  physicians  for  military 
service,  carried  on  by  ex-President  James 
E.  Paullin ; a grant  of  $10,000.00  was  made 
for  blood  plasma  research ; dues  of  all  mem- 
bers in  the  Armed  Forces  were  waived  for 
the  duration,  and  their  initiation  fees  were 
reduced  from  $80.00  to  $10.00 ; standards  for 
promotion  to  Fellowship  have  not  been  modi- 
fied or  diminished,  but  Associates  on  active 
duty  are  granted  an  extension  of  time  after 
discharge  to  complete  their  credentials ; our 
journal  is  furnished  to  Medical  Officers  of 
the  Army  and  Navy  at  cost;  the  journal  was 
admitted  to  the  list  of  approved  publications 
of  the  Offices  of  the  Surgeons  General  of  the 
Army  and  Navy,  resulting  in  hundreds  of 
copies  going  to  Army  and  Navy  medical  in- 


stallations all  over  the  world;  1,718  College 
members,  34%  of  our  membership,  have 
joined  the  Armed  Forces,  and  a host  of  them 
occupy  high  places  in  the  Army,  Navy  and 
Public  Health  Service,  such  as  the  Surgeons 
General,  the  Consultant  in  Medicine  for  the 
Pacific  Area  (Dr.  Maurice  C.  Pincoffs),  the 
Consultant  in  Medicine  for  the  European 
Theater  (Dr.  William  S.  Middleton),  Consult- 
ants to  Service  Commands  of  the  Army,  Dis- 
trict Medical  Officers  of  the  Navy,  many 
Commanding  Officers  and  Chiefs  of  Medicine 
in  Army  and  Naval  Hospitals  at  home  and 
abroad. 

We  have  a Committee  on  Post-War  Plan- 
ning for  Medical  Service,  working  in  collab- 
oration with  a central  committee  of  the 
American  Medical  Association  and  the  Amer- 
ican College  of  Surgeons.  With  the  co-oper- 
ation of  the  Surgeons  General,  all  Medical 
Officers  are  receiving  questionnaires  in  an 
effort  to  determine  their  post-war  needs  in 
regard  to  additional  training,  internships, 
residencies,  long  and  short  postgraduate 
courses,  types  of  work — teaching,  private 
practice,  industrial  practice,  etc. — desired 
after  the  war,  and  many  other  relevant  data 
which  will  enable  us  to  complete  an  effective 
program  for  their  aid  in  the  post-war  era. 

In  conclusion:  This  College  has  empha- 

sized quality — high  professional  and  ethical 
standards,  and  not  quantity.  Membership 
is  not  limited,  except  to  the  degree  that  phy- 
sicians have  the  ability  to  qualify.  Our  mem- 
bership consists  of  four  Masters,  4.017  Fel- 
lows and  1,133  Associates ; total.  5,154.  The 
College  is  dedicated  to  service  to  its  mem- 
bers, to  the  profession  and  to  the  public 
welfare. 


* * * 


MICHIGAN  MEDICAL  SERVICE  PLAN 

Increase  of  benefits  to  subscribers  with  no  in- 
crease in  rates  has  been  announced  by  Michigan 
Medical  Service.  The  additional  benefits  were  made 
effective  April  1,  and  were  enabled  by  the  unusual- 
ly strong  financial  position  of  the  Michigan  plan. 
Nearly  800,000  subscribers  are  entitled  to  the  new 
benefits. 

Among  the  liberalizations  are:  Removal  of  the 
previous  limit  of  $150  for  surgical  service  provided 
under  the  Schedule  of  Benefits  and  performed  at 
the  same  time  or  for  the  same  purpose;  shortening 
of  the  waiting  period  for  maternity  care  from  10 
months  to  nine  months;  elimination  of  the  waiting 
period  on  other  obstetrical  services;  and  provision 


for  emergency  surgical  services  for  doctors  in  hos- 
pital out-patient  departments. 

Continued  high  public  interest  in  Michigan  Medi- 
cal Service  was  cited  by  P.  L.  Novy,  M.D.,  President. 

“As  a result  of  a promotional  mailing  a short 
time  ago,  more  than  400  groups  wrote  in  request- 
ing an  opportunity  to  enroll,”  Dr.  Novy  said.  “Our 
enrollment  representatives  are  offering  the  service 
to  these  groups  as  fast  as  possible. 

Michigan  Medical  Service  is  sponsored  by  the 
Michigan  State  Medical  Society.  Its  companion  or- 
ganization, Michigan  Hospital  Service,  also  insti- 
tuted an  increase  in  benefits  on  April  1,  but  an  in- 
crease in  subscriber  rates  was  necessary  to  pro- 
vide for  the  hospital  service  increase. 


Concerning  Medical  Care 

RICHARD  H.  YOUNG,  M.D. 
Omaha,  Nebraska 


The  subject  of  “Socialized  Medicine,” 
“State  Medicine,”  “National  Medicine,”  the 
“Problem  of  Medical  Care”  or  whatever  be 
its  title,  is  something-  at  which  every  physi- 
cian should  take  at  least  one  good  crack.  It 
it  not  a topic  solely  reserved  for  presidential 
addresses,  itinerant  medical  orators  or  the 
chairman  of  committees  on  medical  econom- 
ics, but  a topic  on  which  every  physician 
should  orient  himself  according  to  his  best 
beliefs  and  life  experiences.  It  is  to  our  dis- 
credit if  we  merely  go  about  handing  out 
pamphlets  of  canned  information  or  become 
addicts  of  perseveration  in  our  repetition  of 
the  usual  heavy  artillery.  There  is  a serious 
need  of  individual  thinking,  free  of  emotional 
coloring,  and  it  should  be  expressed  (be  it 
naive  or  a production  of  the  uninformed). 

The  usual  busy  physician  is  so  preoccupied 
with  his  professional  duties  that  there  is  lit- 
tle time  for  thoughtful  reflection  on  the 
broader  aspects  of  medical  care.  His  chief 
concern  is  with  the  sick  individual  rather 
than  community  health,  and  with  acute 
threats  to  life  rather  than  the  problems  of 
living.  The  much-discussed  doctor-patient 
relationship  burdens  him  with  grave  respon- 
sibilities, absorbs  his  interest  and  consumes 
his  time.  Politically,  a conservative,  the 
physician  is  often  indifferent  to  social  legis- 
lation, a passive  campaigner  and  too  busy 
to  respond  to  any  requests  for  political  serv- 
ice. Such  indifference  was  exemplified  in  a 
recent  discussion  with  a state  senator.  The 
senator,  when  confronted  with  the  fact  that 
he  had  been  supporting  osteopathic-inspired 
state  legislation  opposed  by  the  medical  pro- 
fession, stated  he  had  heard  from  no  physici- 
ans regarding  the  bills  discussed ; this  in 
spite  of  an  urgent  request  sent  out  by  the 
executive  secretary  of  the  State  Medical  as- 
sociation to  the  physicians  that  they  con- 
tact their  state  senators  and  explain  their 
opposition. 

Although  there  exists  a certain  social  iso- 
lationism and  a tendency  to  discuss  the 
status  of  medical  practice  in  society  from  a 
topical  standpoint,  it  is  to  the  advantage 
of  the  medical  group  to  consider  medical 
care  on  a broad  basis.  For  the  purpose  of 
this  paper,  an  effort  will  be  made  to  approach 
the  issue  from  the  standpoint  of  the  political, 


social,  economic  and  medical  factors  involved. 
As  a result  of  such  a discussion,  certain  pro- 
posals will  be  made. 

POLITICAL  FACTORS 

Perhaps  the  chief  political  issue  is  the  role 
to  be  played  by  state  or  national  government 
in  medical  care.  In  a sense  it  has  been  un- 
fortunate that  the  problem  has  been  reduced 
to  an  either/or  basis,  that  is,  either  “private” 
or  “governmental”  medicine.  Rather  the 
question  would  seem  to  be  how  much  of  med- 
icine should  be  private  and  how  much  state 
or  national  government. 

Undoubtedly  the  prevailing  belief  in  the 
medical  profession  is  that  “government 
should  do  only  those  things  that  the  people 
can’t  do.”  On  such  a basis,  there  is  little  ob- 
jection to  the  state  care  of  the  chronic  men- 
tal illness,  tuberculosis  and  some  orthopedic 
disorders,  cases  that  cannot  be  cared  for  by 
private  or  foundation  funds.  Also,  there  is 
little  to  quibble  about  in  most  of  the  public 
health  projects. 

The  chief  source  of  concern  lies  in  the 
existing  political  philosophy.  To  begin  with, 
a political  philosophy  emerges  as  the  result 
of  the  existing  economic  and  social  order. 
The  years  of  depression,  with  associated 
anxieties,  allowed  a regression  in  democratic 
political  philosophy.  As  always  with  regres- 
sion, there  developed  a passive  dependent  at- 
titude with  an  insistence  upon  rights,  a neg- 
lect of  responsibilities  and  the  emergence  of 
that  ever-present  human  compulsion,  the  at- 
tempt to  exploit  our  fellow-man. 

There  has  been  a shift  from  legislative  to 
an  executive  type  of  government  and  a vir- 
tual burial  of  one  of  the  vital  philosophies  of 
democratic  government,  that  we  are  gov- 
erned by  consent.  Furthermore,  the  passive 
dependent  attitude  is  nurtured  by  the  sopor- 
ific promise  of  security.  Everyone  wants  to 
be  secure,  but  whether  we  allow  a political 
capitalization  of  this  need  depends  upon 
whether  we  prefer  to  be  cared  for  and  pas- 
sively receive  our  security,  or  whether  we 
aggressively  wish  to  achieve  our  security. 
Therefore,  though  we  admit  the  right  of 
government  to  perform  certain  limited 
duties,  there  is  a need  for  more  definitive 
studies  as  to  which  phases  of  medical  care 
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are  private  and  voluntary  and  which  are  gov- 
ernment or  legislative.  Also,  there  is  the 
necessity  to  support  an  aggressive  political 
philisophy  that  will  negate  the  existing  “Call 
to  the  Cradle.” 

SOCIAL  FACTORS 

Social  living  is  achieved  by  the  individual 
under  protest,  with  the  help  of  neurotic  de- 
vices, compromises,  compensations  and  with 
the  aid  of  such  great  institutions  as  the 
family,  education,  religion,  law  and  govern- 
ment. With  a background  of  mores,  taboos 
and  folkways,  we  fashion  a particular  local 
and  national  pattern  of  living  that  is  forever 
shifting.  In  this  cultural  milieu  are  all  the 
problems  of  living,  charged  with  anxiety  and 
an  ever-present  effort  to  resolve  the  prob- 
lems of  the  individual  and  of  the  group. 
Along  with  the  social  need  for  adequate  food, 
shelter  and  recreation,  to  say  nothing  about 
our  insistence  upon  frivolities  and  gadgets, 
there  is  a rising  insistence  that  there  be 
adequate  medical  care. 

There  is  little  doubt  but  that  the  welfare 
and  health  of  a community  are  social  respon- 
sibilities. This  is  a responsibility  that  is  ac- 
cepted by  private  philanthropy  and  govern- 
ment. That  we,  as  individuals,  are  aware  of 
such  obligations  is  evidenced  by  the  large 
sums  raised  each  year  for  the  welfare  of  our 
local  communities. 

With  every  social  problem  there  is  the 
question  as  to  the  delegation  of  responsibili- 
ty. In  the  case  of  people  with  borderline  in- 
comes, the  matter  of  social  responsibility  for 
medical  care  remains  vague  and  poorly  de- 
fined. However,  this  situation  in  medical 
care  cannot  be  considered  unique  when  we 
still  find  private  and  county  welfare  organi- 
zations quibbling  about  the  responsibility  of 
providing  food,  shelter  and  clothing  for  this 
same  group  with  borderline  incomes.  Per- 
haps in  the  future  city,  state  and  national 
welfare  councils  will  help  to  define  this  prob- 
lem. 

In  the  last  analysis,  the  only  manner  of  de- 
termining the  existing  social  sentiment  as  to 
the  responsibility  for  medical  care  would  be 
at  the  polls,  a truly  democratic  way  of  de- 
ciding the  issue. 

ECONOMIC  FACTORS 

This  phase  of  the  problem  may  be  sep- 
arated into  the  over-all  economic  prospects 
and  the  prospects  as  they  are  related  to 


medicine.  Most  economists  predict  5 or  more 
years  of  relative  prosperity  after  the  war. 
Faced  with  a 250  billion  dollar  national  debt, 
there  is  no  reason  to  believe  that  our  exist- 
ing tax  structure  will  be  radically  altered. 
This  is  of  some  importance  because  the  prob- 
lem of  medical  care  becomes  acute  during  de- 
pression and  lessens  during  periods  of  finan- 
cial prosperity. 

While  the  report  of  the  committee  on  the 
costs  of  medical  care  is  now  out  of  date, 
the  information  at  that  time  states  that  14% 
of  the  population  have  incomes  below  $1,000 
annually.  These  people  must  get  their  care 
at  public  expense.  Another  41%  have  in- 
comes from  $1,000  to  $2,000  annually.  It  is 
this  group  which  presents  the  most  serious 
problem.  This  is  a group  that  usually  man- 
ages to  budget  for  automobiles,  radios,  re- 
frigerators, etc. ; and  it  is  a question  to  what 
an  extent  their  health  problem  is  a social 
responsibility  requiring  compulsory  legisla- 
tion. 

While  the  prosecution  of  the  war  has  cur- 
tailed national  legislation  on  medical  care, 
there  has  been  a lively  attempt  to  inaugurate 
such  legislation  in  State  Assemblies.  Recent- 
ly in  California  the  governor  has  advocated 
to  the  legislature  a plan  for  compulsory  state 
health  insurance.  To  date  there  has  been 
great  opposition,  although  the  discussion  has 
been  lively.  The  Los  Angeles  Chamber  of 
Commerce  has  recently  come  out  with  un- 
equivocal opposition  and  has  accented  the 
economic  defects.  It  is  its  belief  that  in  the 
state  of  California  there  would  be  deficits 
as  high-  as  2 million  dollars  a year.  Also, 
it  feels  that  industry  and  business  would 
be  competitively  crippled  by  a new  tax  of 
11/2%  on  payrolls  which  already  are  bear- 
ing tax  burdens  averaging  8%. 

The  economic  repercussions  of  compulsory 
health  insurance  in  California  would  apply 
to  any  other  state  or  to  the  country.  Our 
present  economic  structure  with  great  in- 
debtedness and  high  tax  levy  would  support 
such  a project  only  with  great  difficulty. 

From  an  economic  standpoint  the  sound- 
est measures  to  date  proposed  have  been  vol- 
untary hospital  and  health  insurance.  This 
is  exemplified  by  the  Blue  Cross  and  Ne- 
braska Surgical  Plans.  Besides  not  adding 
to  public  debt  or  taxation  there  are,  in  plans 
privately  initiated  and  voluntary  in  nature, 
healthy  political  and  social  repercussions. 
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MEDICAL  FACTORS 

Until  recently  there  has  been  a sentiment 
on  the  part  of  the  medical  profession  to 
maintain  the  status  quo  of  medical  care. 
However,  more  recently  there  has  been  an 
awareness  of  a public  need  for  prepaid  med- 
ical and  hospital  care.  An  increasing-  num- 
ber of  physcians  and  hospital  administra- 
tors have  been  interested  in  providing  such 
benefits  on  a low  cost  and  voluntary  basis. 
The  efforts  of  state  societies  like  those  of 
Massachusetts  and  California  have  been  of 
particular  interest. 

Everywhere  there  is  respect  for  the  great 
advances  in  care  of  the  sick,  and  for  the 
physician  in  his  discharge  of  medical  duties. 
The  main  problem  is  centered  around  how 
medical  care  can  be  best  made  available. 

The  state  of  health  of  the  country  has 
been  a source  of  great  concern  to  many. 
There  was  considerable  furor  over  the  high 
percentage  of  rejection  at  the  induction  cen- 
ters. However,  of  4,217,000  rejections,  only 
2,246,500  were  made  on  the  grounds  of  phys- 
ical defects.  Of  this  latter  group  350,000 
were  suffering  from  muscular  or  skeletal  de- 
fects; 275,000  from  social  diseases;  240,000 
from  hernias ; 220,000  were  neurological 
cases;  and  220,000  suffered  from  poor  eye- 
sight. It  is  doubtful  that  any  change  in  the 
plan  of  medical  practice  could  have  prevent- 
ed these  difficulties.  The  defects  listed 
above,  while  for  the  most  part  are  not  pre- 
ventable, constitute  a challenge  to  see  that 
they  are  remedied  where  possible. 

It  has  been  emphasized  repeatedly  that 
medical  care  is  only  one  phase  of  the  health 
problem.  The  individual  willingness  to  follow 
healthful  advice  or  regimes  of  living  is  of 
great  importance,  to  say  nothing  about  the 
important  factors  of  heredity,  sanitation  and 
public  health  measures. 

PLANS  FOR  CONSIDERATION 

No  man  has  a solution  to  the  problem  of 
medical  care ; there  is  no  ideal  plan,  and  a 
plan  for  one  community  might  work  poorly 
in  another.  The  politician,  industrialist,  la- 
bor leader,  the  welfare  worker  and  the  physi- 
cian all  have  their  contributions  to  make. 
From  the  standpoint  of  the  physician,  one 
of  the  serious  difficulties  remains  as  to  how 
he  can  best  integrate  his  medical  practice 
with  the  social,  economic  and  political  life  of 
his  city  and  state.  How  can  he  best  protect 
his  method  of  practice  and  society  against 


the  pressures  of  aggressive  minority  groups  ? 
How  are  physicians  to  assure  themselves  of 
an  adequate  role  in  planning  for  medical 
care  ? How  can  the  medical  societies  best  or- 
ganize to  meet  the  existing  social  sentiments 
and  demands  ? 

These  are  not  new  questions  and  there  has 
been  an  attempt  to  achieve  these  goals  on  a 
national  and  state  basis.  However,  there 
must  be  greater  and  more  intensive  local 
efforts  to  assume  a responsible  role.  Any 
such  plan  would  necessitate  a greater  in- 
come and  this  in  turn  an  increase  in  yearly 
dues  to  local  and  state  societies.  An  increase 
in  dues,  which  have  always  been  nominal, 
would  be  much  less  a burden  in  these  times. 
With  such  an  increase  in  income,  the  follow- 
ing plan  would  be  possible : 

1.  Employment  of  a full-time  secretary  for 
the  Omaha-Douglas  County  Medical  Society 
and  possibly  one  or  two  of  the  other  societies, 
as  well. 

In  the  employment  of  a full-time  secre- 
tary for  a large  local  medical  society,  it 
would  be  advisable  to  have  a close  working 
relationship  with  the  state  secretary.  Such 
a relationship  would  be  helpful  in  legislative 
matters  as  they  affect  the  state  group.  Some 
effort  could  be  utilized  toward  the  promo- 
tion of  Blue  Cross  Hospital  Insurance  and 
the  Nebraska  Surgical  Plan.  There  is  still 
a need  for  dissemination  of  information  on 
hospital  insurance  and  our  own  plan  for  sur- 
gical care.  At  present,  about  11%  of  the 
hospital  patients  in  Omaha  are  cared  for 
under  a hospital  insurance  plan  of  which 
about  4%  are  Blue  Cross.  The  larger  the 
group  cared  for  on  a voluntary  basis,  the 
less  likely  the  development  of  compulsory 
legislation.  If  ever  industry  is  to  become 
interested  in  voluntary  plans,  it  should  be 
now.  Besides  the  improvement  in  labor  re- 
lationship the  voluntary  insurance  affords, 
the  tax  situation  would  make  it  financially 
attractive  to  the  employer. 

Cooperative  farm  organizations  could  be 
interested  in  the  society’s  plan  for  medical 
care  and  in  turn  our  own  interest  and  coop- 
eration could  be  enlisted  in  such  worthy  aims 
of  theirs  as  might  need  our  help.  The  farm 
cooperative  organizations  are  only  used  as 
an  example  to  emphasize  the  fact  that  we, 
as  citizens  of  an  agricultural  state,  should 
be  interested  in  the  problems  of  the  farmer 
and  should  have  them  interested  in  our  prob- 
lems, as  well. 
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From  a local  standpoint,  a full-time  secre- 
tary in  Omaha  could  perform  valuable  liai- 
son work  with  civic,  political,  fund-raising 
and  welfare  organizations,  all  fields  in  which 
the  physicians’  efforts  have  been  lacking. 
In  fund-raising  campaigns,  organizations 
build  good  will  by  making  their  contribu- 
tions as  a group.  There  is  every  reason  that 
physicians  should  give  evidence  of  their 
sense  of  social  and  community  responsibility 
by  contributing  as  a group.  This  a full-time 
secretary  could  manage  . 

It  would  be  the  secretary’s  duty  to  inter- 
est the  physicians  in  community  problems, 
as  well  as  to  present  to  the  community  the 
problems  of  the  medical  profession.  It  is  of 
interest  to  note  that  $400,000  has  been  raised 
in  this  state  and  surrounding  area  by  civic- 
minded  business  leaders  for  the  building  of  a 
Children’s  Hospital,  without  the  seeking  of 
approval  from  a state  or  county  medical  so- 
ciety, or  what  is  more  regrettable,  without  a 
county  or  state  medical  society  offering  its 
support. 

2.  Employment  of  Public  Relations  Coun- 
sel. 

Any  large  group  has  need  for  rapport  with 
other  groups,  and  this  usually  is  labeled  pub- 
lic relations.  The  medical  profession  is  re- 
spected for  its  medical  proficiency  and  its 
zealous  guardianship  of  the  physician-pa- 
tient relationship.  Its  code  of  ethics  re- 
strains personal  aggrandizement  and  the 
physicians’  personal  modesty  impedes  med- 
ical organizational  efforts  to  publicize  their 
work.  Industries,  railroads,  utilities,  banks 


and  all  other  large  organizations  seek  public 
relation  counselling;  certainly  we,  naive  as 
we  are  in  the  matter  of  social  relationship, 
could  afford  some  expert  help.  Perhaps  this 
could  be  carried  out  by  executive  secretaries, 
with  the  help  of  counselling.  We  need  to  be 
more  articulate  as  a group,  and  we  need 
something  more  than  the  old  cliches  that 
have  been  offered  up  through  the  years. 

3.  Employment  of  a commercial  public 
opinion  survey  to  study  the  state  needs  in 
medical  care. 

A final  point  has  to  do  with  the  sugges- 
tion of  surveys  of  public  opinion  and  med- 
ical needs.  If  we  are  truly  social-minded 
and  if  we  support  the  democratic  principles 
of  government  by  consent,  we  should  have 
some  idea  of  what  the  people  want  and  what 
they  think.  As  far  as  it  is  known,  the  prob- 
lems of  medical  care  have  not  been  subject- 
ed to  careful  survey  in  any  midwestern  agri- 
cultural state.  Such  a fact-finding  survey 
should  precede  any  thought  of  legislation, 
would  guard  against  political  exploitation, 
would  bring  into  relief  city,  county  and  state 
health  needs  and  would  express  the  senti- 
ment of  the  people.  Too  many  public  health 
measures  have  been  bred  in  culture  media 
of  passive  dependency  and  nurtured  by  gov- 
ernmental largesse. 

A final  benefit  would  be  that  the  initia- 
tion of  such  a program  by  the  medical  pro- 
fession of  Nebraska  would  substantiate  the 
fact  that  we  are  aware  of  our  social  re- 
sponsibility in  the  problem  of  medical  care. 


* * * 


HAZARDS  OF  ANILINE  DERIVATIVES 

Because  the  drug  aniline  is  known  to  be 
poisonous,  as  are  its  derivatives,  Allan  D. 
Bass,  M.D.;  L.  H.  Frost,  M.D.,  and  William 
T.  Salter,  M.D.,  New  Haven,  Conn.,  advise  in 
The  Journal  of  the  American  Medical  Asso- 
ciation that  “The  hazard  of  such  intoxica- 
tion of  human  beings  might  be  mitigated  if 
special  care  was  taken  that  . . . substances 
are  named  as  aniline  derivatives.  At  least 
a cautionary  label  should  be  applied  to  warn 
industrial  safety  committees  of  the  danger.” 
They  say  that  to  the  best  of  their  knowl- 


edge it  had  not  been  shown  that  2-anilino- 
ethanol,  an  aniline  derivative  which  they  say 
has  been  improperly  named  “phenyl  ethan- 
olamine,”  causes  cyanosis.  They  tell  of  2 
men  in  a commercial  plant  who  developed 
cyanosis  while  using  this  compound  under 
the  name  “phenyl  ethanolamine.” 

“Because  this  problem  of  toxicity  is  likely 
to  arise  repeatedly  as  new  industrial  uses 
are  found  for  the  many  related  chemical 
substances  which  will  be  available,”  the 
three  physicians  explain,  “this  example  has 
been  cited.” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


NEWS  and  VIEWS 


NEW  FOUNDATION  TO  FURTHER  EDUCATION 
IN  MEDICAL  FIELD 

The  C.  W.  M.  Poynter  Foundation,  to  per- 
petually memoralize  the  achievements  of 
Dr.  Poynter,  since  1930  Dean  of  the  Univer- 
sity of  Nebraska  College  of  Medicine,  has 
been  formally  incorporated  by  five  Omaha 
doctors  who  are  graduates  and  members  of 
the  faculty  of  the  school.  The  incorporators 
include  Drs.  J.  Dewey  Bisgard,  A.  R.  Mc- 
Intyre, F.  Lowell  Dunn,  W.  A.  Willard  and 
J.  P.  Tollman. 

Establishment  of  scholarships  at  the  Col- 
lege of  Medicine,  and  furthering  of  educa- 
tion and  research  in  the  field  of  medical 
sciences  are  the  objects  stated  in  the  articles 
of  incorporation.  Dean  Poynter  is  professor 
of  anatomy  at  the  institution. 


Business  administration  of  Nebraska 
Surgical  Plan,,  which  has  operated  in  Omaha 
and  Douglas  County  since  November  1,  1944, 
will  be  handled  through  the  Blue  Cross  Plan 
office,  with  J.  H.  Pfeiffer  as  Executive  Di- 
rector of  both  groups.  Dr.  Arthur  J.  Offer- 
man,  Omaha  surgeon,  heads  the  Surgical 
Plan  and  Francis  J.  Bath,  Business  Manager 
of  St.  Joseph’s  Hospital,  Omaha,  is  president 
of  the  Nebraska  Blue  Cross  Plan. 

Members  of  the  planning  committee  which 
recommended  approval  of  the  plan  to  the 
medical  group  include:  Dr.  Floyd  Rogers, 
Lincoln,  chairman ; Dr.  Donald  Steenburg, 
Aurora;  Dr.  A.  L.  Cooper,  Scottsbluff;  Dr. 
Morris  Nielson,  Blair,  and  Dr.  Offerman. 


Refresher  courses  covering  the  advances 
made  in  medicine  during  the  war  will  be 
offered  to  returning  medical  officers  by  the 
Creighton  University  School  of  Medicine,  it 
was  announced  recently  by  Dean  Charles  M. 
Wilhelmj. 

The  courses  will  consist  of  both  clinical 
and  theoretical  work.  The  Creighton  Dis- 
pensary, St.  Catherine’s  and  St.  Joseph’s 
Hospitals  will  be  used. 


Dr.  J.  F.  Gardiner  of  Omaha  was  elected 
president  of  the  Nebraska  Tuberculosis  As- 
sociation at  the  annual  meeting  of  the  Asso- 
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ciation  in  June.  Dr.  Gardiner  succeeds  Dr. 
J.  Harry  Murphy. 

Delmar  R.  Serafy  is  the  new  executive  sec- 
retary of  the  Nebraska  Tuberculosis  Asso- 
ciation succeeding  Miss  Alice  Marsh  ell  who 
served  in  this  position  for  nineteen  years. 
Dr.  J.  Harry  Murphy,  president  of  the  Asso- 
ciation, announces  that  at  the  close  of  the 
fiscal  year  March  31,  1945,  a total  of  $122,- 
572.80  was  realized  from  the  1944  Christmas 
Seal  Sale  in  Nebraska. 

Dr.  Philemon  E.  Truesdale  of  Fall  River, 
Mass.,  died  early  in  June.  It  is  interesting 
to  note  that  some  thousands  of  column  inches 
were  devoted  to  the  dramatic  operation  for 
diaphragmatic  hernia  performed  in  1935 
by  Dr.  Truesdale  on  the  “upside  down  girl,” 
while  the  announcement  of  his  death  in  an 
Omaha  newspaper  occupied  1%,  column 
inches. 

HOSPITAL  NEWS 

BLUE  CROSS  SETS  NEW  MEMBERSHIP, 
PAYMENT  RECORDS 

All  records  of  the  Associated  Hospital 
Service  of  Nebraska  were  toppled  in  May  as 
the  state’s  Blue  Cross  Plan  membership 
soared  to  new  heights,  and  benefits  paid  to 
hospitals  for  services  given  members  were 
more  than  double  the  amount  expended  dur- 
ing the  entire  first  year  of  the  organization’s 
history. 

Executive  Director  J.  H.  Pfeiffer’s  goal 
of  “50,000  Members  by  July  1st!”  appeared 
close  to  realization  with  the  addition  of  1,797 
participants  during  May,  sending  the  mem- 
bership June  1st  to  47,792. 

Payments  of  $18,532  were  made  to  hos- 
pitals during  the  month  for  care  of  422  pa- 
tients— claims  paid  since  January  1st  totaled 
$78,696  on  June  1. 

Largest  membership  increase  effected  in 
May  was  the  enrollment  of  more  than  500 
new  participants  in  the  Grand  Island  area. 

St.  Joseph’s  Hospital  and  Home,  West 
Point,  Nebraska,  became  the  forty-ninth 
contracting  hospital  in  the  Blue  Cross  family 
when  its  contract  was  signed,  May  10th. 

Nebraska  Surgical  Plan  membership  June 
1st  was  1,951,  and  it  is  expected  that  this 
figure  will  accelerate  rapidly  when  enroll- 
ment gets  under  way  in  communities  over 


the  state  in  which  Blue  Cross  already  is  op- 
erating. 

DIAMOND  JUBILEE  OF  ST.  JOSEPH’S, 
OMAHA,  IS  SEPTEMBER  EVENT 

Creighton  Memorial  St.  Joseph’s  Hospital,  Oma- 
ha— Nebraska’s  pioneer  home  of  mercy — is  busily 
engaged  in  preparations  for  a three  day  celebration, 
September  25-27,  which  will  mark  the  seventy-fifth 
anniversary  of  the  opening  of  the  institution. 

“St.  Joseph’s  Mercy  Hospital,”  as  it  originally 
was  called,  was  located  on  a high  bluff  at  12th  and 
Mason  Streets,  overlooking  the  railroad  yards  and 
the  sprawling  little  river  town  of  Omaha.  It  was 
on  September  25,  1870  that  the  first  patient  was  ad- 
mitted to  the  institution  which  was  established  by 
the  Sisters  of  Mercy,  who  owned  and  operated  it 
until  1880,  when  ownership  was  transferred  to  the 
Sisters  of  St.  Francis,  the  present  owners. 

Opening  event  of  the  Diamond  Jubilee  celebra- 
tion will  be  a solemn  pontifical  mass  on  Tuesday, 
September  25,  in  the  hospital  chapel,  which  is 
undergoing  renovation  and  remodeling  in  prepara- 
tion for  the  ceremonies.  Most  Rev.  James  Hugh 
Ryan,  S.T.D.,  Bishop  of  Omaha,  will  pontificate, 
and  Very  Rev.  Alphonse  M.  Schwitalla,  S.J.,  of  St. 
Louis,  President  of  the  Catholic  Hospital  Associa- 
tion of  the  United  States  and  Canada,  will  be  the 
speaker  of  the  occasion. 

A number  of  other  events  are  being  planned  in 
observance  of  the  anniversary. 


Members  of  the  Nebraska  Negro  medical  society 
in  June  announced  plans  to  construct  a 50-bed  hos- 
pital in  Omaha.  Construction  is  expected  to  start 
within  a year. 

Dr.  Craig  Morris,  society  president,  said  the 
national  urban  league  recommended  such  a hos- 
pital for  Omaha  and  declared  that  Negro  physi- 
cians cannot  rise  to  their  highest  abilities  without 
such  an  institution. 


CATHOLIC  SISTERS  BUY  LOUP  CITY 
HOSPITAL 

Carl  C.  Arnick,  M.D.,  owner  and  operator  of  the 
Loup  City  Hospital,  reports  purchase  of  the  insti- 
tution by  the  Sisters  of  St.  Joseph,  of  Chicago  and 
Stevens  Point,  Wis.  The  new  owners  will  take 
possession  October  1st,  marking  their  first  venture 
into  the  hospital  field  in  Nebraska. 

Opened  originally  in  a residence  with  accommo- 
dations for  six  patients,  the  hospital  outgrew  its 
modest  facilities  and  moved,  in  1936,  into  a modern 
fireproof  building  constructed  by  Dr.  Amick.  The 
new  structure  has  a capacity  of  17  beds,  housing 
also  Dr.  Amick’s  office.  A separate  nurses’  home 
adjoins  the  institution. 


CENTRAL  CITY  GIVEN  HORD  HOMESTEAD 
FOR  COMMUNITY  HOSPITAL 

The  concern  which  has  been  prevalent  in  Central 
City,  Nebr.,  during  the  past  several  months  over 
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the  threatened  closing  of  Community  Hospital,  has 
been  allayed  by  announcement  recently  made  by 
Heber  Hord  of  donation  of  the  T.  B.  Hord  mansion 
to  the  community  for  hospital  purposes. 

One  of  the  show  places  of  Merrick  County,  the 
Hord  mansion  of  19  rooms  will  practically  double 
present  hospital  facilities  in  Central  City.  Con- 
structed at  the  turn  of  the  century  by  the  late 
T.  B.  Hord,  father  of  Heber  Hord,  the  structure 
contains  many  features  which  will  lend  themselves 
admirably  for  hospital  usage.  Besides  its  19  rooms, 
the  home  has  three  baths,  several  attractive  sun 
porches,  spacious  kitchen  and  laundry  facilities.  It 
is  finished  in  beautiful  oak  paneling  and  has  heavy 
two-inch  oak  doors. 

When  the  new  institution  is  ready  for  occupancy, 
several  months  hence,  it  will  be  known  as  Hord 
Memorial  Hospital,  thus  perpetuating  the  name 
which  has  been  closely  linked  with  Merrick  County 
history  for  three  score  years. 

MILITARY  DEMANDS  FOR  NURSES  EASED 

Nebraska  hospital  superintendents  are 
breathing  easier  since  the  announcement  by 
Army  and  Navy  officials  that  military  re- 
quirements for  nurses  had  been  fulfilled 
June  1st,  and  orders  issued  for  suspension  of 
recruiting  activities  for  the  armed  forces  for 
the  present  time.  Directors  of  Schools  of 
Nursing  have  been  requested  to  urge  mem- 
bers of  senior  classes  to  remain  on  general 
duty  service,  while  awaiting  deferred  calls 
for  military  service,  and  thus  relieve  the 
critical  need  for  nurses  in  civilian  hospitals. 

In  order  to  make  available  an  up-to-the- 
minute  picture  of  nursing  needs  in  the  state, 
Mrs.  Alyce  Rastede,  R.N.,  state  chairman, 
Procurement  and  Assignment  Service  for 
Nurses,  of  the  War  Manpower  Commission, 
has  forwarded  to  hospital  directors  forms 
which  are  to  be  supplied  her  office  monthly, 
giving  names  of  new  staff  nurses  as  well  as 
names  of  those  who  have  left  hospital  serv- 
ice. 

In  the  meantime,  Nebraska  schools  of 
nursing  are  proceeding  with  plans  for  the 
enrollment  of  new  summer  and  fall  nursing 
classes,  following  closely  upon  the  gradua- 
tion of  several  hundred  members  of  senior 
classes,  most  of  whom  are  Cadets. 


COMPENSATION  COURT  PLANS  HEARING 
ON  PROPOSED  RATE  INCREASES 

Following  several  conferences  in  which 
the  members  of  the  State  Relations  Com- 
mitteee  of  the  Nebraska  Hospital  Assembly 
presented  a plea  on  behalf  of  hospitals  of 
the  state  for  increases  in  the  Basic  Fee 


Schedule  for  the  care  of  employees  injured 
in  industrial  accidents,  O.  M.  Olsen,  presid- 
ing Judge  of  the  Nebraska  Workmen’s  Com- 
pensation Court  notified  the  committee  on 
June  18th  that  a public  hearing  on  the  peti- 
tion will  be  held  Wednesday,  August  1,  at 
Lincoln,  beginning  at  10:00  a.m. 

Invited  to  the  hearing  will  be  representa- 
tives of  all  insurance  carriers  in  the  state  as 
well  as  self-insured  industries,  giving  all  an 
opportunity  to  be  heard  in  connection  with 
the  proposed  increases,  as  requested  by  the 
committee  acting  on  behalf  of  the  hospitals. 
Date  for  the  hearing  has  not  been  deter- 
mined but  it  tentatively  has  been  scheduled 
for  the  first  week  in  August,  Judge  Olsen 
has  advised  the  Committee,  which  is  com- 
posed of  Francis  J.  Bath,  Omaha,  chairman; 
Harold  J.  Hamilton,  Holdrege,  and  Rev.  E. 
C.  McDade,  Lincoln. 

The  annual  scientific  and  clinical  session 
for  1945  of  the  American  Congress  of  Physi- 
cal Medicine  has  been  cancelled.  This  meet- 
ing was  to  have  been  held  in  New  York  City, 
September  5 to  8,  1945. 


NEBRASKA  SURGICAL  PLAN 

The  Non-Profit  Prepayment  Sickness  In- 
surance Plan  sponsored  by  the  Nebraska 
State  Medical  Association  in  accordance  with 
action  taken  by  the  House  of  Delegates  at 
its  annual  session  May  8,  1945,  has  the  fol- 
lowing directors  and  officers: 

President,  Arthur  J.  Offerman,  M.D. 

Vice  President,  J.  Jay  Keegan,  M.D. 

Secretary,  Edward  K.  McDermott. 

Treasurer,  Arthur  L.  Coad. 

Directors,  John  W.  Duncan,  M.D. ; Ed- 
mond M.  Walsh,  M.D. ; E.  L.  MacQuiddy, 
M.D. ; Herman  F.  Johnson,  M.D. ; R.  C.  Yant. 

Executive  Director,  J.  H.  Pfeiffer,  330 
City  National  Bank  Bldg.,  Omaha,  Nebr. 

In  August,  1945,  three  outstate  directors 
will  be  added  to  the  Board,  two  of  whom  will 
be  physicians  and  one  layman. 

The  Plan  is  available  only  to  employed 
groups  and  their  dependents. 

The  Surgical  Plan  offers  surgical,  ob- 
stetrical, pathological,  x-ray  and  anesthesia 
benefits  to  subscribers  at  moderate  fees. 
The  Plan  is  an  answer  to  the  need  of  the 
lower  income  groups,  particularly  to  under- 
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write  the  costs,  in  part  or  in  full,  of  unusual 
or  emergency  illnesses.  The  Plan  indemni- 
fies the  employed  individual  and  all  of  his 
dependents,  whether  they  number  three  or 
ten.  It  is  the  opinion  of  the  Directors  that 
this  Plan  will  extend  better  and  more  medi- 
cal care  to  many  persons  who  find  difficulty 
in  meeting  bills  for  unusual  or  emergency 
illnesses.  It  also  provides  benefits  for  ma- 
ternity care;  it  provides  limited  benefits  for 
x-ray  diagnosis  and  radiation  treatments.  It 
provides  for  treatment  of  certain  minor  op- 
erative procedures  outside  of  the  hospitals  in 
the  doctors’  offices. 

The  Plan  provides  a scale  of  surgical  and 
maternity  indemnities  as  follows: 


Tonsillectomy  and 

Adenoidectomy  $ 35.00 

Maternity  care  (normal 

delivery)  50.00 

Hemorrhoidectomy  50.00 

Herniotomy  75.00 

Appendectomy  100.00 

Laparotomy  — 100.00 

Cholecystectomy  125.00 


Similar  moderate  indemnities  for  other 
operations  not  listed. 

Indemnities  for  the  treatment  of  fractures 
will  closely  approximate  the  Nebraska  Com- 
pensation fee  schedule. 

The  above  schedule  of  indemnities  can  be 
provided  for  by  the  following  monthly  pay- 
ments : 

Per 

Month 

Individual  (no  maternity 


benefits)  $ .75 

Man  and  wife  (no 

maternity  benefits)  1.50 

Man  and  wife 

(maternity  included)  2.00 

Entire  family  group 

(maternity  included)  2.00 


The  members  of  the  Association  now  have 
the  opportuity  to  actively  cooperate  with 
each  other  and  make  Surgical  Plan  a big 
success.  The  members  of  this  Association 
must  now  think:  “What  can  I contribute  to 
make  this  Plan  successful”  — rather  than, 
“What  can  I get  out  of  the  Plan?”  We  must 
extend  more  and  better  medical  care  to  all 
groups  of  people  and  we  must  provide  a 
method  whereby  this  medical  care  can  be 
paid  for  in  an  adequate  manner.  Doctors 
must  now  accept  the  responsibility  and  as- 


sume the  initiative  to  make  Surgical  Plan 
a success.  We  may  make  some  mistakes, 
but  we  will  have  the  opportunity  and  the 
ability  to  correct  our  mistakes.  If  Doctors 
fail  to  accept  this  duty  and  responsibility 
they  can  expect  to  give  up  their  medical 
freedom. 

The  Surgical  Plan  will  preserve  the  fine 
Patient-Physician  relationship.  It  will  pre- 
serve FREEDOM  of  choice  of  physician.  It 
will  not  set  a fee  schedule.  The  FEE  for 
services  rendered  will  be  determined  by  mu- 
tual agreement  between  patient  and  physi- 
cian as  it  is  now  customary.  This  method  of 
underwriting  these  medical  expenses  will  ex- 
tend to  an  additional  great  number  of  people 
better  MEDICAL  SERVICE,  by  removing 
the  financial  barrier. 

The  Associated  Hospital  Service  (the  Blue 
Cross)  sells,  services,  and  administers  the 
business  management  of  Surgical  Plan,  un- 
der the  direction  of  the  Directors  of  Surgical 
Plan.  Surgical  Plan  operates  independently 
and  separately  from  the  Blue  Cross  Hos- 
pital Plan.  Surgical  Plan  is  a separate  cor- 
poration, with  separate  funds  and  finances. 
Surgical  Plan  and  Blue  Cross  Plan  maintain 
and  occupy  the  same  office,  employ  the 
same  Executive  Director,  utilize  the  same 
sales  force  and  business  management,  there- 
by reducing  the  overhead  expenses  of  oper- 
ation of  both  plans.  Surgical  Plan  and  Hos- 
pital Plan  have  many  things  in  common  and 
naturally  supplement  each  other. 

The  Surgical  Plan  does  not  provide  for 
medical  -service,  such  as  house  visits  in  the 
care  of  ordinary  illnesses,  such  as  infectious 
disease,  influenza,  pneumonia,  cardio-renal- 
vascular  diseases  and  other  medical  afflic- 
tions. As  yet,  there  has  not  been  any  sound 
actuarial  experience  to  underwrite  this  type 
of  medical  service,  but  these  experiences  are 
accumulating  and  when  they  are  found  to 
be  actuarially  sound  they  can  be  added  to, 
and  included  in  the  Plan.  For  example,  it  is 
thought  that  a medical  illness,  treated  in  a 
hospital,  exclusive  of  the  first  three  days, 
might  be  indemnified  for  the  next  twenty- 
five  days  for  a reasonable  amount,  say  $3.00 
per  day. 

The  certificate  that  Surgical  Plan  issues 
has  certain  limitations,  for  example:  it  does 
not  indemnify  any  individual  for  surgical 
services  or  other  services  who  has  or  has 
had  cancer,  tuberculosis,  diabetes,  or  osteo- 
myelitis, prior  to,  or  at  the  time  of  his  ap- 
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plication  for  membership.  Venereal  dis- 
eases, functional  nervous  disorders,  con- 
genital anomalies,  addiction  to  drugs  or  al- 
cohol will  be  excluded. 

Surgical  payments  are  provided  only  after 
six  (6)  months  from  the  effective  date  of 
the  membership  agreement  for  the  following 
conditions : 

Tonsillectomy  and  adenoidectomy ; 

Chronic  hernia; 

Chronic  appendicitis  and  other  chronic 
diseases  of  the  gastro-intestinal  tract; 

Chronic  gynecological  conditions; 

Chronic  urological  conditions ; 

Other  chronic  conditions ; 

For  obstetrical  services  or  surgical  care 
and  services  for  conditions  arising  from 
pregnancy,  surgical  benefits  are  provided 
only  when  such  services  are  rendered  after 
12  months  from  the  date  of  the  member- 
ship agreement. 

This  Plan  must  have  the  active  interest 
and  cooperation  of  ALL  Doctors,  if  it  is  to 
be  successful.  This  voluntary  effort  will  suc- 
ceed beyond  our  fondest  expectations  if  we 
can  awaken  the  doctors  to  their  opportunity 
and  responsibility.  The  Directors  earnestly 
solicit  your  help.  You  can  help  immeasur- 
ably by  actively  discussing  this  Plan  with 
your  patients,  with  groups  of  employed  peo- 
ple and  with  employers  of  large  groups  of 
people.  Many  employers  are  now  making 
sizeable  contributions  to  the  cost  of  sickness 
and  hospital  insurance  because  they  realize 
that  this  is  a method  of  improving  the  effi- 
ciency and  the  productivity  of  their  em- 
ployees. They  further  realize  that  it  is  a 
method  of  improving  their  relations  with 
their  employees,  with  little  or  no  cost  to  the 
employer,  for  the  reason  that  these  amounts 
are  deductible  from  the  employer’s  income 
tax. 

The  fate  of  American  medicine  and  the 
interest  of  the  American  people  hang  on  the 
question  of  who  reaches  the  goal  first  and 
gains  control  of  the  vast  field  of  medical 
practice  — THE  MEDICAL  PROFESSION 
OR  THE  POLITICIANS. 

Arthur  J.  Offerman,  M.D. 

President, 

Nebraska  Surgical  Plan. 


THE  NATIONAL  FOUNDATION  FOR 
INFANTILE  PARALYSIS 

Reports  reaching  this  office  from  head- 
quarters of  the  National  Foundation  for 
Infantile  Paralysis  indicate  that  the  inci- 
dence of  new  cases  of  infantile  paralysis 
from  January  1st  through  the  middle  of  May 
this  year  exceeds  by  50%  new  cases  reported 
for  the  corresponding  period  last  year.  The 
second  largest  epidemic  in  the  nation's 
history  was  recorded  during  the  calendar 
year  of  1944. 

The  National  Foundation  for  Infantile 
Paralysis  was  established  in  1938.  The  Na- 
tional Foundation  and  the  Georgia  Warm 
Springs  Foundation  are  entirely  separate 
and  distinct.  The  National  Foundation  and 
its  local  County  Chapters  do  not  operate 
any  clinics,  treatment  centers,  laboratories, 
or  training  schools ; but  rather  sponsor  such 
services  through  duly  established  and  quali- 
fied channels. 

Each  year  in  the  month  of  January  the 
Foundation  receives  contributions  through 
the  “March  of  Dimes”  fund  appeal.  50%  of 
the  net  funds  ra’sed  in  each  county  are  for- 
warded to  national  headquarters  for  use  in 
sponsoring  a year-around  program  of: 

1.  Research  into  the  cause,  cure,  and 
prevention  of  infantile  paralysis, 

2.  Dissemination  through  the  press,  ra- 
dio, pamphlets,  and  otherwise,  current  in- 
formation pertaining  to  infantile  paralysis — 
both  for  the  professional  and  lay  person, 

3.  Training  courses  for  physicians, 
nurses,  and  physical  therapists  in  the  mod- 
ern treatment  and  care  of  the  infantile 
paralysis  patient; 

4.  Emergency  service  to  major  epidemic 
areas  when  called  upon  for  such  co-opera- 
tion by  health  officials  of  such  areas. 

With  the  50%  of  the  funds  remaining  in 
the  local  County  Chapter  treasuries  through- 
out the  nation,  the  respective  Chapters  are 
pledged  to  ascertain  that  no  victim  of  infan- 
tile paralysis  shall  go  untreated  because  of 
lack  of  funds — regardless  of  race,  creed, 
color,  or  age.  If,  in  fulfilling  its  responsi- 
bilities a local  Chapter  of  the  National 
Foundation  exhausts  its  funds,  such  a Chap- 
ter may  secure  an  advance  from  national 

^Resume  of  remarks  before  the  Annual  Meeting  of  the 
Douglas  County  Chapter  of  the  National  Foundation  for  Infan- 
tile Paralysis,  by  Clinton  Belknap.  Nebraska  Representative  for 
the  Foundation,  on  June  12,  1945. 
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headquarters,  to  be  repaid  from  subsequent 
fund-raising  appeals  on  any  basis  the  Chap- 
ter deems  fair.  The  funds  of  the  local  Chap- 
ters may  be  used  for  hospitalization,  doc- 
tors’ and  nurses’  services  in  all  stages  of  the 
disease,  including  the  convalescent  period. 
The  Chapters  may  provide  and  pay  for  trans- 
portation for  infantile  paralysis  patients,  in- 
cluding ambulance  service  to  hospitals  and 
clinics,  and  taxi  or  private  car  service  for 
medical  care  check-ups  in  the  post-isolation 
period  of  the  disease. 

The  Chapter  funds  may  also  be  used  for 
the  purchase  of  hospital  and  clinic  equip- 
ment required  for  the  treatment  of  infan- 
tile paralysis,  as  well  as  for  orthopedic  ap- 
pliances for  individual  polio  patients.  The 
local  Chapters  of  the  Foundation  through- 
out the  nation  are  likewise  authorized  to  ex- 
pend funds  for  sponsoiang  the  training  of 
doctors,  nurses,  and  physical  therapists  in 
the  modern  methods  of  treating  infantile 
paralysis. 

Because  of  the  present  acute  shortage  of 
qualified  physical  therapists  in  the  United 
States,  the  National  Foundation  for  Infan- 
tile Paralysis  has  appropriated  more  than 
$1,200,00  for  a physical  therapy  training 
program,  and  is  offering  scholarships  to 
qualified  candidates  (both  men  and  women) 
at  approved  physical  therapy  schools 
throughout  the  nation.  The  scholarships  in- 
clude tuition,  as  well  as  maintenance,  books, 
and  transportation.  The  courses  range  from 
nine  to  twelve  months  in  length.  The  mini- 
mum qualifications  are  two  years  of  college 
with  twelve  semester  hours  of  science,  in- 
cluding biology;  or  graduation  from  ac- 
credited schools  of  nursing  or  physical  edu- 
cation. 

Dr.  Herman  L.  Kretchmer,  President  of 
the  American  Medical  Association ; Dr.  Don- 
ald C.  Smelzer,  President  of  the  American 
Hospital  Association,  and  Dr.  Fred  W.  Slobe, 
President  of  the  American  Association  of 
Industrial  Physicians  and  Surgeons,  have 
all  joined  with  Dr.  Thomas  Parran.  Surgeon 
General  of  the  U.  S.  Public  Health  Service,  in 
pointing  up  the  importance  of  physical  ther- 
apy in  the  post-war  medical  world,  and  urge 
young  women  and  men  to  avail  themselves 
of  free  training  for  careers  as  physical 
therapists. 

According  to  information  received  from 
national  headquarters,  there  are  at  the 
present  time  only  2,500  trained  physical 


therapists  in  the  entire  country.  More  than 
half  of  these  are  serving  in  the  Armed 
Forces.  It  has  been  estimtaed  within  the 
past  two  months  that  there  is  a shortage  of 
5,000  trained  physical  therapists  in  the 
United  States.  It  is  the  hope  of  the  Na- 
tional Foundation  that  its  scholarship  pro- 
gram may  result  in  the  training  of  1,000  or 
more  of  these  qualified  people.  Applica- 
tions for  scholarships  should  be  directed  to 
the  National  Foundation  for  Infantile  Par- 
alysis, 120  Broadway,  New  York  5,  New 
York. 


APPEAL  FOR  RELEASE  OF  MEDICAL 
OFFICERS  NOT  NEEDED  BY 
ARMED  FORCES 

The  Executive  Committee  of  the  Indiana  State 
Medical  Association,  at  its  regular  monthly  meeting 
June  17,  1945,  authorized  the  publication  and  distri- 
bution of  the  following  statement: 

Now  that  V-E  Day  is  passed  and  we  are  expecting  the 
release  from  service  of  part  of  our  Armed  Forces,  immediate 
consideration  should  be  given  to  the  release  of  as  many  of 
the  doctors  as  is  consistent  with  the  best  interest  of  the 
Armed  Forces  and  of  the  civilian  population.  Promptness  in 
reducing  the  size  of  the  Medical  Corps  should  be  the  posi- 
tive aim  of  everyone  having  responsibility  in  this  field. 
There  should  never  be  a time  when  any  doctor  is  being  kept 
in  the  military  service  with  nothing  for  him  to  do  profession- 
ally in  connection  with  his  military  status.  He  should  not  be 
kept  in  the  service  to  do  things  which  could  as  well  be  done 
by  those  not  trained  as  physicians.  Many  persons  have  de- 
layed obtaining  the  medical  care  they  should  have  had  until 
their  regular  physicians  get  back  from  the  war. 

The  doctors  in  the  service  have  written  a glorious  chapter 
in  the  history  of  American  medicine.  We  point  with  particular 
pride  to  the  record  of  the  Indiana  physicians  who  volunteered. 
Indiana  was  among  the  first  states  to  fill  its  quota  of  medical 
officers.  It  never  has  lagged  in  filling  any  additional  de- 
mands made  upon  the  profession  by  the  military  authorities. 
The  outstanding  service  rendered  by  these  medical  officers 
has  merited  rewards  in  every  combat  area  where  American 
troops  have  served  and  are  serving.  The  Army.  Navy  and 
Air  Force  should  not  incur  the  criticism  of  the  public  or  of  the 
physicians  in  those  services  by  holding  any  physician  in 
military  service  a day  longer  than  the  interest  of  the  country 
requires. 

The  medical  profession  of  Indiana  was  determined  at  the 
outbreak  of  the  war  that  no  one  in  the  Armed  Services  of  the 
United  States  should  ever  lack  medical  care,  no  matter  how 
urgent  and  severe  an  emergency  the  Armed  Forces  might  be 
called  upon  to  face.  Some  of  the  public  may  have  felt  that 
this  obligation  of  medicine  to  the  Armed  Forces  was  over- 
emphasized, to  the  disadvantage  of  the  civilian  population.  A 
severe  epidemic  would  have  presented  a real  medical  problem, 
and  it  is  fortunate  that  this  has  not  occurred,  for  many 
doctors  who  did  not  enter  the  service  have  carried  professional 
burdens  beyond  their  strength. 

The  Executive  Committee  of  the  Indiana  State  Medical 
Association  urges  that  those  in  authority  look  upon  the  early 
and  prompt  release  of  physicians,  when  they  can  be  spared, 
as  a matter  of  the  utmost  urgency  and  importance,  and  when 
we  say  “when  they  can  be  spared,”  we  must  be  understood  to 
mean  that  every  soldier,  sailor,  marine,  nurse.  WAC.  WAVE, 
or  SPAR,  or  anyone  else  who  needs  medical  care  in  connec- 
tion with  military  services  will  have  it,  even  without  the 
physicians  who  are  to  be  dismissed.  But  after  all  the  Armed 
Services  are  taken  care  of.  any  delay  in  releasing  a physician 
shouM  be  avoided  as  an  injustice  to  the  public,  an  unneces- 
sary burden  on  the  treasury,  a source  of  criticism  of  those  in 
authority,  and  unfair  treatment  of  the  physician  who  is  serv- 
ing his  country. 

★ ★★★★★★★★ 

BUY  U.  S.  WAR  BONDS  AND 
★ ★ ★ STAMPS  ★ ★ ★ 
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OFFICE  OF  THE  SURGEON  GENERAL 

POLICY  ON  ASSIGNMENT  OF  M.  C.  OFFICERS 
TO  VETERANS  ADMINISTRATION 

Additional  U.  S.  Army  Medical  Corps  officers 
will  not  be  assigned  to  duty  with  the  Veterans 
Administration  unless  they  had  previously  been 
serving  on  the  staff  of  that  organization,  Major 
General  George  F.  Lull,  Deputy  Surgeon  General 
of  the  Army,  announced. 

In  outlining  this  War  Department  policy  General 
Lull  stated  that  in  the  event  officers  specifically 
requested  service  with  the  Veterans  Administration 
they  would  be  eligible  for  such  assignments. 


GENERAL  KIRK  REPORTS  ON  MALARIA 
EFFECTS 

Fear  due  to  lack  of  information  can  cause  more 
harm  than  malaria  itself,  Major  General  Norman  T. 
Kirk,  Surgeon  General  of  the  Army,  declared  in  his 
first  public  report  on  the  effects  of  this  disease  on 
the  individual. 

With  the  prospect  of  thousands  of  soldiers  re- 
turning to  this  country  from  malarious  regions, 
General  Kirk  made  an  appeal  for  a better  under- 
standing of  the  problem  so  the  public  will  realize 
that,  with  a few  simple  precautions,  malaria  is  not 
a disease  that  should  give  undue  concern  either 
to  infected  service  men  or  to  their  families. 

“The  soldier,  who  through  ignorance,  worries 
about  malaria  and  the  chances  of  relapses,”  he 
said,  “will  suffer  more  ill  consequences  than  the 
man  who  understands  that  with  proper  care  this 
disease  is  not  of  serious  import  from  the  standpoint 
of  the  patient’s  general  health.  This  very  knowl- 
edge will  contribute  considerably  to  the  individual’s 
well-being  and  fitness.” 

General  Kirk  pointed  out  that  families  should  not 
consider  soldiers  infected  with  malaria  a menace 
to  them  or  the  community,  provided  the  malaria  suf- 
ferer is  taking  treatment  or  promptly  obtains  medi- 
cal care  when  symptoms  occur. 

There  are  a number  of  types  of  malaria,  but  the 
two  that  concern  American  troops  are  benign  ter- 
tian malaria,  which  is  rarely  a serious  disease,  and 
malignant  tertian  malaria,  which  without  treatment 
may  be  fatal.  The  latter  type  is  cured  by  atabrine 
so  that  it  is  not  a problem  when  properly  treated. 
The  attacks  of  malaria  which  soldiers  will  suffer 
after  return  to  this  country  will  be  due  to  be- 
nign tertian  malaria.  This  is  the  one  type  which 
is  of  military  significance  to  American  troops. 

The  service  man  infected  with  benign  tertian 
malaria  can  continue  with  his  usual  arduous  combat 
duties  as  long  as  he  takes  the  necessary  small 
doses  of  atabrine.  Benign  malaria  is  rarely  cured 
by  atabrine.  However,  this  drug  suppresses  the 
disease.  When  a man  with  benign  malaria  stops 
taking  atabrine,  the  usual  symptoms — chills,  fever, 
headache,  and  nausea — may  appear. 

In  the  majority  of  cases  the  disease  has  run  its 
course  after  a man  has  suffered  a few  relapses, 
and  no  permanent  damage  has  been  done.  Out  of 
1,000  cases,  about  one  third  will  have  only  one  at- 
tack. There  will  be  about  40  out  of  1,000  who  will 
suffer  ten  relapses,  and  only  about  one  in  1,000 


will  have  as  many  as  20  attacks.  Relapses  become 
less  .acute  as  time  goes  on. 

When  attacks  do  occur,  the  symptoms  are  rapid- 
ly relieved  and  all  progress  of  the  disease  is  quick- 
ly suppressed  if  the  proper  medical  care  is  given 
the  patient.  In  most  cases  this  can  be  accomplished 
within  48  hours,  according  to  General  Kirk. 

“As  a result  of  prompt  and  efficient  action,”  he 
said,  “attacks  of  malaria  by  themselves  cause  only 
brief  incapacitation  and  result  in  no  permanent 
damage  to  the  body.” 

General  Kirk  stressed  the  point  that  malaria 
can  be  spread  only  by  the  anopheles  mosquito. 
Even  if  a man  is  infected,  the  anopheles  mosquito 
cannot  transmit  the  disease  unless  it  has  bitten 
the  victim  during  a relapse  and  before  medical 
treatment  has  been  secured.  In  most  parts  of  the 
United  States  there  is  little  likelihood  of  this  since 
mosquito  control  measures  are  adequate. 

Infected  individuals  who  are  not  taking  regular 
suppressive  medication  are  particularly  subject  to 
relapses  if  they  engage  in  strenuous  work,  or  if  they 
suffer  from  exposure,  or  if  they  indulge  in  drinking 
to  excess. 

One  phase  of  malaria  treatment  that  causes  con- 
cern to  many  victims  is  the  yellow  color  the  skin 
takes  on  as  a result  of  using  atabrine.  This  color 
is  not  due  to  jaundice  or  any  other  malfunctioning 
of  the  body.  It  is  caused  directly  by  the  yellow 
color  of  atabrine  which  is  deposited  in  the  skin. 
The  yellowness  will  disappear  a few  weeks  after 
the  use  of  the  drug  is  discontinued. 

Deaths  due  to  malaria  since  the  beginning  of 
the  war  have  been  rare.  They  are  nearly  always 
associated  with  other  diseases  and  with  circum- 
stances which  cause  delayed  or  inadequate  treat- 
ment, Army  records  show.  In  the  early  stages  of 
the  Pacific  war,  malaria  did  more  damage  to 
American  soldiers  than  Jap  bullets — in  disabling 
troops,  but  not  in  killing  them. 


NUTRITION  SURVEY  COMPLETED 

Major  Marvin  B.  Corlette,  Chief,  Civilian  Nutri- 
tion Branch,  Nutrition  Division,  Preventive  Medicine 
Service,  has  returned  from  a seven  weeks’  tour  in 
the  European  Theater  where  he  was  in  charge  of 
a nutrition  survey  team  which  worked  primarily  in 
Holland. 

This  team  was  with  the  first  troops  into 
Utrecht,  Amsterdam,  The  Hague  and  Rotterdam 
after  the  German  surrender.  Major  Corlette  also 
made  brief  nutrition  surveys  in  Belgium  and  Ger- 
many, and  visited  the  concentration  camps  at  Belsen 
and  Dachau,  Germanv,  where  he  assisted  in  formu- 
lating plans  for  feeding  starvation  cases. 


4-HOUR  GC  TREATMENT 

A 4-hour  schedule  of  penicillin  treatment  for  gon- 
orrhea has  been  recommended  by  Dr.  J.  R.  Heller, 
Jr.,  Medical  Director,  Chief  of  the  VD  Division, 
USPHS.  The  recommendation  was  made  in  a 
memorandum  to  RTC’s*  in  which  it  was  suggested 
that  the  new  schedule  replace  the  previously  used 
15-hour  schedule.  The  memorandum  states  that  in 
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a study  of  250  female  patients  with  gonorrhea, 
using  a 4-hour  treatment  schedule,  50,000  units  of 
sodium  penicillin  in  aqueous  solution  (2  cc.)  every 
2 hours  for  3 injections,  Dr.  Ruth  Boring  Thomas 
at  the  Bellevue  Hospital  RTC  observed  that  97.3% 
passed  tests  of  cure  (4  cultures).  The  patients 
were  held  in  the  hospital  for  a minimum  of  10 
days  to  prevent  reinfections  from  confusing  re- 
sults. This  “cure”  rate  compares  favorably  with 
that  obtained  by  giving  150,000  units  of  penicillin 
over  a 15-hour  period.  Use  of  the  new  4-hour 
schedule  in  RTC’s  will  conserve  time  and  labor  of 
RTC  personnel,  and  will  permit  removal  of  patients 
to  barracks  after  a few  hours,  Dr.  Heller  said. 


NEW  SYPHILIS  SCHEDULE 

It  has  been  recommended  that  a new  schedule 
of  treatment  for  syphilis  patients,  employing  peni- 
cillin in  combination  with  arsenicals  and  bismuth, 
be  substituted  for  previously  used  combination 
treatments  and  for  most  schedules  employing  peni- 
cillin alone  in  RTC’s.  The  use  of  penicillin  alone 
is  recommended  only  for  arsenic-sensitive  patients 
and  for  young  patients  with  congenital  syphilis. 
The  discontinued  combination  schedule,  consisting 
of  8 injections  of  an  arsenical  drug,  600,000  units 
of  penicillin,  and  3 injections  of  bismuth,  has  been 
used  since  August  1944  for  comparison  with  peni- 
cillin alone.  The  new  combination  schedule  speci- 
fies 5 injections  of  an  arsenical  drug,  1.200,000 
units  of  penicillin,  and  3 injections  of  bismuth. 
The  amount  of  arsenic  was  decreased  to  reduce 
toxic  reactions,  and  the  amount  of  penicillin  was 
doubled  to  maintain  or  increase  therapeutic  results. 
In  some  centers  the  bismuth  will  be  omitted  for 
every  second  patient  in  order  to  evaluate  the  thera- 
peutic benefits  of  bismuth  in  the  combination  treat- 
ment. Progress  of  patients  selected  for  evaluation 
purposes  will  be  reported  to  the  National  Research 
Council. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  brought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise 
of  ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever  6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you.  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 


COUNCIL  ON  MEDICAL  SERVICE  AND 
PUBLIC  RELATIONS 

By  this  time  you  have  received  a copy  of  Sena- 
tor Wagner’s  Address  made  on  the  occasion  of  his 
introducing  to  the  Senate  his  new  Social  Security 
Bill,  S.  1050.  If  you  have  not  received  a copy  of 
the  Bill  and  would  like  to  have  a copy  to  read,  we 
shall  be  glad  to  send  it  to  you  upon  request. 

The  Senator  has  collected  almost  all  of  the  social 
security  legislation  that  has  been  proposed  into  this 
one  Bill.  It  would  be  wise,  therefore,  for  everyone 
to  read  the  Bill  carefully  before  deciding  upon  its 
merit.  The  compulsory  insurance  feature,  of  course, 
is  about  as  objectionable  as  it  was  in  the  previous 
Bill,  although  some  other  sections  in  the  Bill  may 
not  be  objectionable.  The  provision  in  the  early 
part  of  the  Bill  for  the  erection  of  hospitals 
differs  significantly  from  the  Hill-Burton  Hospital 
Bill. 

It  is  altogether  possible  that  the  Senate  Finance 
Committee  to  which  the  Bill  has  been  referred  may 
hold  hearings  in  the  fall. 

S.  960  by  Mr.  Hill  of  Alabama,  May  3.  A Bill  to 
facilitate  employment  of  necessary  personnel  in  the 
Veterans’  Administration.  Referred  to  Committee 
on  Expenditures  in  the  Executive  Departments. 

S.  1021  by  Mr.  Stewart  of  Tennessee,  May  17.  A 
Bill  to  amend  the  Social  Security  Act,  as  amended, 
for  the  purpose  of  enabling  self-employed  individu- 
als to  secure  coverage  under  the  old-age  and  sur- 
vivors insurance  provisions  of  such  act.  Referred 
to  Committee  on  Finance. 

S.  1042  by  Mr.  Bailey  of  North  Carolina,  May  24. 
A Bill  to  amend  the  Federal  Food,  Drug,  and  Cos- 
metic Act  of  June  25,  1938,  as  amended,  by  provid- 
ing for  the  certification  of  batches  of  drugs  com- 
posed wholly  or  partly  of  any  kind  of  penicillin  or 
any  derivative  thereof,  and  for  other  purposes.  Re- 
ferred to  Committee  on  Commerce. 

S.  1050  by  Mr.  Wagner  of  New  York,  May  24. 
A Bill  to  provide  for  the  national  security,  health, 
and  public  welfare.  Referred  to  Committee  on  Fi- 
nance. 

S.  1079  by  Mr.  Johnson  of  Colorado,  June  1.  A 
Bill  to  establish  a Department  or  Bureau  of  Medi- 
cine and  ’Surgery  in  the  Veterans’  Administration. 
Referred  to  Committee  on  Finance. 

Comment:  Identical  with  II.  R.  3310. 

S.  1099  by  Mr:  Aiken  of  Vermont,  June  4.  A Bill 
to  amend  the  Public  Health  Service  Act  so  as  to 
provide  assistance  to  States  in  developing  and 
maintaining  dental  health  programs,  and  for  other 
purposes.  Referred  to  Committee  on  Education  and 
Labor. 

Comment:  Identical  with  H.  R.  3412  and  3414. 

H.  R.  525  by  Mrs.  Norton  of  New  Jersey,  January 
3.  A Bill  to  provide  for  cooperation  with  State 
agencies  administering  labor  laws  in  establishing 
and  maintaining  safe  and  proper  working  conditions 
in  industry  and  in  the  preparation,  promulgation, 
and  enforcement  of  regulations  to  control  industrial 
health  hazards.  Referred  to  Committee  on  Labor. 

H.  R.  2477  by  Mr.  Fenton  of  Pennsylvania,  March 
5.  A Bill  to  give  recognition  to  the  noncombatant 
services  under  enemy  fire  performed  by  officers 
and  enlisted  men  of  the  Medical  Corps  of  the  Army. 
Referred  to  Committee  on  Military  Affairs. 
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Comment:  Amended  and  passed  out  by  Commit- 

tee on  June  5th.  Placed  on  House  Consent  Union 
Committee  Calendar.  The  amendment  deleted  the 
entire  original  bill  and  added  in  part:  “That  during 
the  present  war  and  for  six  months  thereafter 
any  enlisted  man  of  the  Army  who  is  entitled  under 
regulations  prescribed  by  the  Secretary  of  War,  to 
wear  the  medical  badge  shall  be  paid  an  additional 
compensation  at  the  rate  of  $10.00  per  month.” 

H.  R.  3119  by  Mr.  Rankin  of  Mississippi,  May  3. 
A Bill  to  amend  parts  VII  and  VIII  of  Veterans  Reg- 
ulation No.  1(a),  as  amended,  to  liberalize  and 
clarify  vocational  rehabilitation  and  education  and 
training  laws  administered  by  the  Veterans’  Ad- 
ministration, and  for  other  purposes.  Referred  to 
Committee  on  World  War  Veterans’  Legislation. 

Comment:  Introduced  by  Mr.  Rankin  at  the  re- 

quest of  a veterans’  organization. 

H.  R.  3120  by  Mr.  Weiss  of  Pennsylvania,  May  3. 
A Bill  to  prevent  discrimination  against  veterans 
by  use  of  the  physical  examination  to  disqualify 
them  for  their  old  jobs.  Referred  to  Comimttee  on 
Military  Affairs. 

H.  R.  3293  by  Mr.  Dingell  of  Michigan,  May  24. 
A Bill  to  provide  for  the  national  security,  health 
and  public  welfare.  Referred  to  Committee  on 
Ways  and  Means. 

Comment:  Identical  with  S.  1050. 

H.  R.  3310  by  Mr.  Rankin  of  Mississippi,  May  25. 
A Bill  to  establish  a Department  or  Bureau  of 
Medicine  and  Surgery  in  the  Veterans’  Administra- 
tion. Referred  to  Committee  on  World  War  Vet- 
erans’ Legislation. 

Comment:  Identical  with  S.  1079. 

H.  R.  3317  by  Mrs.  Rogers  of  Massachusetts,  May 
25.  A Bill  to  establish  a Bureau  of  Medicine  and 
Surgery  in  the  Veterans’  Administration.  Referred 
to  Committee  on  World  War  Veterans’  Legislation. 

H.  R.  3332  by  Mr.  Barry  of  New  York,  May  28. 
A Bill  to  eliminate  financial  inability  to  defray 
expense  of  hospital  treatment  or  domiciliary  care 
as  a prerequisite  to  obtaining  such  treatment  or 
care  in  a Veterans’  Administration  facility  for  such 
vide  for  transportation  to  such  facilities  for  such 
treatment  or  care,  and  for  other  purposes.  Referred 
to  Committee  on  World  War  Veterans’  Legislation. 

H.  R.  3350  by  Dr.  Judd  of  Minnesota,  May  29.  A 
Bill  to  authorize  the  release  of  persons  from  active 
military  service,  and  the  deferment  of  persons  from 
military  service,  in  order  to  aid  in  making  possible 
the  education  and  training  of  physicians  and  den- 
tists to  meet  essential  needs.  Referred  to  Commit- 
tee on  Military  Affairs. 

Comment:  Identical  with  S.  637. 

Action  on  Bills: 

H.  R.  525 — Mrs.  Norton  was  reported  out  of  Com- 
mittee on  May  29th. 

H.  J.  Res.  212 — Passed  by  the  House  on  June  6th 
and  the  Senate  on  June  8th.  Among  other  appro- 
priations it  carries  $2,200,000,  an  additional  amount 
for  1945,  the  fiscal  year,  under  the  appropriation 
entitled  “Grants  to  States  for  Emergency  Maternity 
and  Infant  Care  (National  Defense).”  The  previous 
appropriation  for  the  current  fiscal  year  was  $42,- 
800,000  which  is  insufficient  to  meet  the  payments 
through  June. 

The  House  Military  Affairs  Committee  authorized 


Chairman  May  to  introduce  and  order  reported  a 
clean  bill,  H.  R.  3440,  in  lieu  of  H.  R.  2946,  reported 
in  Bulletin  No.  13,  providing  for  permanent  pro- 
grams of  scientific  research  in  the  interests  of 
national  security. 

Comment:  Authorizes  annual  appropriations  of 

$8,000,000  and  provides  for  periodic  reports  to  Naval 
and  Military  Affairs  Committees  on  the  progress 
of  the  research  program. 


ON  THE  WASHINGTON  FRONT 

Fears  of  the  doctors  in  service  that  they  will  be 
ordered  and  held  on  duty  with  the  Veterans  Ad- 
ministration long  after  the  war  apparently  may  be 
allayed.  Vigorous  protest  against  the  assignment 
of  medical  officers  to  the  Veterans  Bureau  except 
on  a voluntary  basis  was  made  by  the  Committee 
on  Postwar  Medical  Service  to  the  Secretaries  of 
War  and  Navy  some  time  ago.  This  action  was 
stimulated  by  the  Executive  Committee  of  the  Board 
of  Trustees. 

Available  information  indicates  that  hearings  on 
the  Wagner-Murray-Dingell  Bill  will  not  be  held 
for  some  time.  The  1945  edition  of  the  Wagner 
Bill  is  twice  as  long  as  the  1943  volume.  In  legis- 
lative parlence,  “The  thicker  the  bill  the  slimer  the 
chance  of  its  passage.”  Here  are  three  Wagner 
Bill  indications: 

1.  This  will  not  be  rushed  through  Congress. 

2.  Plenty  of  time  for  analysis  and  study  by  local 
medical  groups — Senator  Wagner  has  invited  this, 
himself. 

3.  To  date  press  comment  generally  has  not  been 
over-enthusiastic  for  bill — in  fact  most  of  it  includ- 
ing some  of  the  labor  press  being  critical. 

Watch  A.  M.  A.  Journal  and  your  state  journal 
for  developments  on  Bill. 

Although  the  Surgeon  General  of  the  Public 
Health  Service  apparently  is  given  wide  powers  by 
the  measure,  in  the  final  analysis  the  power  of  the 
purse  rests  directly  in  the  hands  of  the  Social 
Security  Board,  and  it  is  well  known  that  whoever 
has  the  say  in  regard  to  expenditures  usually  has 
the  most  definite  say  in  regard  to  policies. 

More  and  more  medical  officers  are  becoming 
concerned  over  the  feeling  that  the  Army  Medical 
Corps  has  numbers  of  doctors  who  could  be  relieved 
to  return  to  civil  practice.  Figures  as  to  how 
many  could  be  let  out  of  service  starting  within  a 
few  months  vary  from  15,000  down  to  2,000.  With- 
out benefit  of  slide  rules,  punch  cards  or  horo- 
scopes, the  following  figure  might  be  something  to 
shoot  at:  Suppose  that  1,800,000  men  are  to  be  let 
out  of  the  Army  now  that  V-E  day  has  come,  a 
conservative  estimate  is  that  there  are  five  medical 
officers  to  every  thousand  men  in  service  and,  if 
that  is  true  then  9,000  doctors  could  be  let  out  of 
service  on  that  basis.  At  least  a definite  state- 
ment as  to  why  this  could  not  be  done  would  be 
most  interesting. 

Proposals  for  a Department  of  Public  Health 
with  a physician  of  Cabinet  status  have  been  re- 
newed since  the  strengthening  of  the  power  of  Cabi- 
net officers  has  been  moved  up  a pace  by  President 
Truman.  These  proposals  are  as  yet  unpublished 
but  the  format  of  one  especially  interesting  plan 
is  said  to  provide  for  a Secretary  of  National 
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Health  under  whom  would  be  the  Surgeons  General 
of  the  Army,  Navy,  Air  Force,  United  States 
Public  Health  Service  and  Veterans  Administration. 

Architects  are  busily  planning  blue  prints  for  so- 
called  health  centers,  rehabilitation  centers,  etc. 
Some  definite  proposals  along  this  line  will  un- 
doubtedly be  announced  soon. 


ON  THE  HOME  FRONTS 

Missouri — Word  comes  from  Dr.  Carl  F.  Vohs, 
its  president,  that  Missouri  Medical  Service  was 
launched  March  12  and  that  sixty  per  cent  of  the 
St.  Louis  doctors  and  forty  per  cent  of  those  in 
the  state  have  signed  participating  contracts.  The 
Blue  Cross  and  the  Missouri  Medical  Service  main- 
tain separate  organizations  but  enrollment  of  plan 
is  through  the  Blue  Cross  thereby  affecting  many 
economies  Doctor  Vohs  reports..  For  details  write 
Dr.  R.  0.  Muether  of  St.  Louis,  secretary. 

Washington  State — Washington  State  has  seven- 
teen medical  and  hospital  service  plans  serving 
seventeen  different  communities,  all  conducted  un- 
der the  direction  and  with  the  approval  of  local 
medical  societies.  These  plans  are  bound  together 
in  a somewhat  loose  federation.  The  medical  serv- 
ice idea  in  Washington  State  started  in  Pierce  Coun- 
ty back  in  1917.  “First  and  foremost  in  the  minds 
of  the  doctors  were  the  fundamental  principles  of 
the  practice  of  medicine,  namely  that  the  patient 
should  have  his  free  choice  of  doctors;  that  all 
doctors  have  the  right  to  participate  in  the  pro- 
gram on  a fee  for  service  basis;  that  there  should 
be  no  third  party  interference  between  doctor  and 
patient.”  For  information  write  to  Ralph  W. 
Neill,  State  Bureau  Manager,  Washington  State 
Medical  Bureau,  218  Cobb  Building,  Seattle  1,  Wash- 
ington. 

Michigan — Increase  of  benefits  to  subscribers 
with  no  increase  in  rates  has  been  announced  by 
Michigan  Medicai  Service — nearly  800,000  persons 
are  entitled  to  new  benefits. 

Ohio — Articles  for  incorporation  of  the  “Ohio 
Medical  Indemnity,  Inc.,”  have  been  filed  with  the 
Secretary  of  State  by  the  officials  of  the  Ohio  State 
Medical  Association.  The  new  company  expects  to 
be  ready  to  enroll  subscribers  within  the  next 
thirty  days,  according  to  Dr.  L.  H.  Schriver  of  Cin- 
cinnati, president  of  the  Ohio  State  Medical  Asso- 
ciation. 

Indiana  and  Illinois — Illinois  and  Indiana  Health 
Insurance  Committees  will  be  ready  to  submit 
reports  and  recommendations  to  their  respective 
House  of  Delegates  when  O.D.T.  authority  is  ob- 
tained for  the  delegates  to  meet.  Dr.  Charles  H. 
Phifer,  chairman  of  the  Illinois  Committee  reports, 
“This  Committee  has  been  currently  engaged  in 
making  a special  study  of  all  prepayment  plans 
for  medical,  surgical  and  hospital  care  in  the 
United  States.  The  Committee  has  interviewed 
representatives  of  industrial  organizations,  rail- 
roads, insurance  carriers,  agricultural  organizations, 
charitable  hospitals  and  institutions  in  the  State 
of  Illinois.  They  likewise  interviewed  the  medical 
representatives  of  the  neighboring  states  regarding 
prepayment  plans  for  medical,  surgical  and  hos- 
pital care  that  are  operating  in  their  states  or  are 
in  the  process  of  formation.” 

In  Indiana  the  Committee,  headed  by  Dr.  W,  U- 


Kennedy  of  New  Castle,  has  been  divided  into 
three  subcommittees  each  studying  separate  phases 
of  the  insurance  problem.  These  subcommittees  are 
ready  to  make  their  reports  to  the  parent  commit- 
tee which  in  turn  will  report  to  the  House  of  Dele- 
gates. 


NEBRASKA  STATE  HEALTH  DEPART- 
MENT NEWS  NOTES 

The  State  Department  of  Health  through 
Dr.  C.  A.  Selby  is  very  glad  to  welcome  Dr. 
Chas.  W.  Rudolph  to  Nebraska  as  Director 
of  the  Hospital  for  the  Tuberculous,  Kear- 
ney. Dr.  Rudolph  has  recently  been  dis- 
charged from  the  U.  S.  Army  where  he  has 
given  four  years  as  specialist  in  thoracic 
surgery.  He  is  an  outstanding  physician  in 
this  field  having  filled  the  post  of  specialist 
and  thoracic  surgery  in  the  U.  S.  Veterans 
Administration  Hospitals  in  Tuscon,  Arizona 
and  Oteen,  North  Carolina. 

The  State  Department  of  Health  through 
its  public  relations  cooperation  with  Dr.  Ru- 
dolph and  the  Hospital  for  the  Tuberculous 
hopes  to  be  of  service  as  a case-finding 
agency  in  an  attempt  to  secure  proper  treat- 
ment for  early  cases  of  tuberculosis  in  Ne- 
braska. 

Mrs.  O.  L.  Webb,  Chairman  of  the  Lincoln 
Department  of  Health,  announces  the  ap- 
pointment of  L.  L.  Fatherree,  M.D.,  as  Di- 
rector. Dr.  Fatherree  comes  to  Nebraska 
following  a wide  experience  in  the  field  of 
public  health.  He  received  his  medical  edu- 
cation in  the  University  of  Tennessee 
School  of  Medicine  and  the  Harvard  School 
of  Public  Health.  He  has  served  public 
health  in  New  Orleans  and  since  1939  has 
been  the  full-time  health  officer  in  the  De- 
partment of  Health  in  Little  Rock,  Arkansas. 
The  American  Public  Health  Association  in 
1943  placed  this  Department  on  the  Honor 
Roll  for  its  achievements  in  Public  Health. 
A still  higher  rating  award  was  given  in 
1944.  Dr.  Fatherree  served  as  Secretary  of 
the  County  Medical  Society.  His  department 
has  been  outstanding  in  its  public  health  re- 
lations with  professional  and  civic  groups. 

We  welcome  Dr.  Fatherree  to  Nebraska 
where  there  is  a large  field  for  further  de- 
velopment in  public  health. 

★ ★★★★★★★★★★★ 
BUY  WAR  BONDS  and  STAMPS 
★★★★★★★★★★★★ 


302 


PHYSICIANS  IN  MILITARY  SERVICE 


Nebr.  S.  M.  Jour. 
August,  1945 


ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
Weber,  C.  R.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY- 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bltner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D„  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
CUSTER  COUNTY 

Koefoot,  Ted,  Jr.,  Broken  Bow 
Leonard,  Patrick,  Broken  Bow 
DAWES  COUNTY 

McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 

DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 

DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L L 
Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 


As  of  July  15,  1945 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 
Heywood,  Leo.  T. 
Hirschman,  J.  H.,  Int. 
Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 
Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley.  Wm.  E. 

Kemp,  Wm.  T. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 
Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 
Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 
Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 
Mangiameli,  Carl  L. 
Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 
Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 
Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 
O’Brien.  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner,  Walter  M.,  Int. 
Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 
Shamberg,  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

‘Stokes,  Harry  B. 

Strand,  Clarence  Johnson 
Tamisiea,  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman.  Donald  Clay 
Waters,  C.  H..  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young,  Geo.  Alex.,  Jr. 
FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 


FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
‘Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 
KNOX  COUNTY 

Carrig,  M.  H..  Bloomfield 
Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Everett,  H.  H.,  Jr. 

Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Greer,  Rex  E. 

Haentzschel,  L.  E. 

Haley,  Robert  R. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Stein,  Robt.  J. 

Still,  Richard  M. 


• Killed  in  action 
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Taborsky,  A.  F. 

Teal,  Philip 
Underwood,  G.  R. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudg-el,  L E.,  North  Platte 
Dong,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
NEMAHA  COUNTY 
Tushla,  F.  M.,  Auburn 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 


Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 
PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 

RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 

RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 


SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 

SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Ohme,  K.  W.,  Mitchell 
Rosenau,  John  A.,  Scottsbluff 

SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 

SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 

THURSTON  COUNTY 
Bradley,  J.  D.,  Pender 

WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 

VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Headers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Recently  assigned  to  Brentwood  Hospital  at  Long 
Island,  N.  Y.,  is  Lt.  W.  Warner  Nelson  of  Albion. 

Another  visitor  in  Omaha  in  June  was  Lt.  Col. 
R.  Russell  Best.  Dr.  Best  is  now  at  Camp  Carson, 
Colorado  Springs,  Colo. 

Promotions  from  major  to  lieutenant  colonel:  Al- 
bert E.  Freed,  Omaha;  Louis  D.  James,  Oxford,  and 
Fred  P.  Long,  North  Platte. 

Word  has  been  received  of  the  promotion  of  Dr. 
Raymond  J.  Wyrens,  Omaha,  to  rank  of  major.  The 
doctor  is  in  the  Pacific  war  theater. 

Major  John  E.  Downing  of  Omaha  has  been 
transferred  from  Camp  Barkeley,  Texas,  to  William 
Beaumont  General  Hospital  Annex,  El  Paso,  Texas. 

Capt.  Samuel  Z.  Faier,  who  has  been  stationed 
in  European  war  zone,  is  on  thirty-day  leave  visit- 
ing parents  and  friends  in  Omaha.  The  doctor  is 
awaiting  further  orders. 

According  to  The  Norfolk  Daily  News,  Lt.  Col. 
George  B.  Salter  who  is  with  the  Ninety-Sixth 
Division  on  Okinawa  has  been  awarded  the  Purple 
Heart  for  wounds  received  on  Leyte,  last  fall. 

Dr.  L.  C.  Albertson,  formerly  medical  director 
of  State  Hospital  for  Tuberculosis  at  Kearney,  has 
been  commissioned  a lieutenant  commander  in  the 
navy.  He  reported  for  duty  July  16  at  the  Naval 
Hospital,  Sampson,  N.  Y. 

Lt.  (jg)  E.  G.  Panter,  son  of  Dr.  S.  G.  Panter, 
of  Hebron,  is  now  stationed  in  the  Phillipines.  Lt. 
Panter  graduated  from  the  University  of  Nebraska 
Medical  College  in  1943.  He  served  on  L.S.T.  ship 
during  the  Normandy  invasion. 

Dr.  W.  W.  Waddell  of  Beatrice  was  recently  pro- 
moted from  captain  to  major  in  the  Medical  Corps 
of  the  United  States  Army.  Major  Waddell  is  as- 
sistant chief  of  the  medical  service  at  Barnes  Gen- 
eral Hospital,  Vancouver,  Wash. 

“Russian  Family  Will  Remember  Lincoln  Doctor 


Who  Delivered  Son,”  is  the  caption  of  a recent 
newspaper  account  of  how  Captain  Taborsky  of 
Lincoln  was  called  upon  to  perform  obstetrical 
duties  for  a Russian  woman  who  several  years  be- 
fore had  been  evacuated  to  Germany.  In  gratitude 
for  the  service  rendered  by  the  doctor,  the  boy  was 
named  Albert  John. 

Lt.  R.  R.  Remboldt  of  Lincoln,  has  recently  re- 
turned from  overseas  duty  and  is  stationed  at  Dis- 
trict Medical  Office  of  Twelfth  Naval  District, 
San  Francisco.  The  doctor  writes,  “This  assign- 
ment is  very  much  to  my  liking  for,  once  again, 
I’m  able  to  do  some  pediatrics.  At  present  we  are 
having  a very  busy  service  in  pediatrics  taking  care 
of  dependent  youngsters.” 


The  following  interesting  letter  addressed  to  the 
editor  arrived  the  latter  part  of  June: 

Am  just  completing  fourteen  months  as  surgeon 
aboard  this  carrier  and  naturally  am  looking  for- 
ward to  the  time  when  this  tour  will  be  completed 
and  I can  return  for  a bit  of  shore  duty.  The  Ne- 
braska State  Journal  has  been  coming  along  to 
me  during  this  time,  somewhat  irregularly  of  course 
as  is  to  be  expected  in  this  business,  but  it  is  al- 
ways a most  pleasant  day  when  several  numbers 
arrive.  Through  its  pages  it  has  been  possible  for 
many  of  us  far  removed  to  keep  up  with  the  ac- 
tivities in  the  State  Society  in  which  we  have  never 
lost  interest. 

The  other  day  I chanced  to  read  the  lengthy 
review  of  this  volume  “The  Road  to  Surfdom”  by 
Professor  Hayek  which  was  reprinted  in  the  March 
or  April  Readers  Digest.  I am  sure  that  you  prob- 
ably saw  this  and  perhaps  have  read  the  whole 
volume,  but  the  thing  that  struck  me  is  that  the 
author  has  put  into  simple  terms  that  everyone 
can  understand  the  great  danger  that  lies  ahead 
for  us  all  with  an  increasing  centralization  of  gov- 
ernment and  control  of  our  professions.  While  he 
does  not  speak  specifically  of  medicine,  everything 
that  he  says  applies  so  well  to  our  profession  and 
passages  are  reminiscent  of  some  of  your  excellent 
editorials  on  the  subject  in  past  issues  of  The 
Journal.  Hayek  having  served  as  Pi’ofessor  of 
Economics  at  the  University  of  Vienna,  observed 
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these  trends  in  t Europe  before  the  war.  At  the 
present  time  he,  holds  the  same  chair  at  the  Uni- 
versity of  London  and  has  been  a visiting  lecturer 
at  Harvard.  I bote  that  reprints  of  this  article 
are  available  at  a very  modest  cost  from  the  Book- 
of-the-Month  Publishers,  the  address  being  given 
in  the  article  as  published  by  the  Readers  Digest. 
It  seems  to  me  that  every  doctor  in  the  state 
would  be  better  qualified  to  state  the  position  of 
medicine  in  an  increasingly  socialized  state  if  he 
had  read  this  article  and  am  suggesting  that  mak- 
ing these  available  might  be  worthy  of  considera- 
tion. At  any  rate  I would  like  to  have  your  opinion 
on  this  article  which  has  caused  much  earnest  dis- 
cussion among  men  with  whom  I have  been  asso- 
ciated out  here. 

Trust  everything  is  going  along  fine  with  you. 
Give  my  best  to  old  friends  there  and  accept  my 
ver>  best  wishes. 

Most  sincerely  yours, 

Charles  McLaughlin,  jr.,  mc,  usnr 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  A.  A.  Larson  of  Homer  has  located  in  South 
Sioux  City. 

Dr.  W.  B.  Blume,  formerly  of  South  Sioux  City, 
has  opened  an  office  in  Sioux  City,  Iowa. 

Dr.  H.  V.  Crum,  formerly  of  Pine  Ridge,  S.  D., 
has  become  associated  with  Dr.  R.  L.  Hook  of  Rush- 
ville. 

The  sympathy  of  The  Journal  goes  to  Dr.  Earl 
Sage  of  Omaha  on  the  death  of  his  mother;  and  to 
Dr.  A.  W.  Anderson  of  West  Point  on  the  death 
of  his  father. 

A recent  issue  of  the  Tecumseh  “Chieftain”  de- 
votes two  full  columns  paying  tribute  to  Dr. 
Charles  H.  Ziegler  of  Vesta  for  his  service  of  over 
fifty  years  in  Johnson  County. 

Dr.  Norton  Bare,  formerly  a medical  missionary 
in  China  and  Tibet,  and  lately  on  the  staff  of  the 
State  Hospital  at  Ingleside,  is  now  associated  with 
the  Abilene  State  Hospital  in  Kansas. 

We  record  with  sorrow  the  death  of  Lt.  Col.  Clyde 
W.  Countryman  who  until  several  months  ago  was 
in  charge  of  the  Army  Hospital  at  the  Kearney, 
and  subsequently  at  the  Grand  Island  Air  Base. 
Colonel  Countryman  was  killed  in  Puerto  Rico 
while  flying  in  a B-29  on  official  mission.  Accord- 
ing to  reports,  Dr.  Countryman  and  the  entire 
crew  were  killed  instantly  when  the  plane  struck  a 
high  mountain  peak.  Colonel  Countryman  was  a 
1924  graduate  of  the  Medical  College  of  the  Uni- 
versity of  Oregon.  He  was  45  years  old. 


DEATHS 

Dr.  Charles  G.  Elmore,  Omaha,  retired.  Born 
1858.  Graduate  of  University  of  Tennessee  in  1888. 
Practiced  in  Chadron  for  many  years  and  served  as 
surgeon  of  the  Northwestern  Railroad.  Died  May 
31,  1945. 


Dr.  Charles  A.  Hull,  Omaha,  retired.  Born  in 
1869.  Graduated  from  University  of  Denver  in 
1893.  He  was  a member  of  the  staff  of  the  Univer- 
sity of  Nebraska  Medical  College  from  1905  to  1935 
when  he  retired  from  practice  and  moved  to  Cali- 
fornia. Doctor  Hull  was  at  one  time  associated  with 
the  late  Dr.  B.  B.  Davis  and  was  the  chairman  of 
the  Fracture  Service  of  the  University  Hospital  un- 
til he  left  Omaha.  He  returned  to  Omaha  about  two 
years  ago  where  he  remained  in  retirement.  Dr. 
Hull  served  as  major  in  the  Medical  Corps  of  the 
U.  S.  Army  in  World  War  I.  He  is  survived  by  his 
wife  and  a sister. 


SQUIBB  ADDS  PITUITARY  GONADOTROPHIN 
TO  HORMONE  LINE 

For  the  treatment  of  hypogonadism  resulting  from 
pituitary  hypo-function,  E.  R.  Squibb  & Sons,  New 
York,  have  added  to  their  extensive  line  of  hormone 
products  a Pituitary  Gonadotrophin.  This  is  a high- 
ly purified,  stable  preparation  extracted  from  the  pi- 
tuitary glands  of  horses,  the  pituitaries  of  which  are 
richer  in  gonadotrophin  than  those  of  any  other  spe- 
cies except  man.  Pituitary  Gonadotrophin  Squibb 
contains  the  follicle-stimulating  and  the  luteinizing 
hormones,  the  former  being  predominant  and  the 
lattei  being  present  in  small  amounts.  Biological 
standardization  is  expressed  in  rat  units,  one  unit 
being  the  amount  which,  divided  into  6 doses  and 
administered  during  72  hours  to  each  of  a group 
of  at  least  20  rats  initially  28  days  old,  will  cause 
uteiine  hypertrophy  in  more  than  50%  of  the  gtoup 
24  hours  after  the  last  injection.  Four  such  units 
similarly  injected  will  cause  at  least  a 4-fold  in- 
crease in  ovarian  weight  as  compared  to  control 
rats. 

Pituitary  Gonadotrophin  Squibb  is  applied  in  dry 
form  in  5-cc  rubber-diaphragm  capped  vials  contain- 
ing 125  rat  units  (25  units  per  1 cc.)  together  with  a 
5-cc.  ampul  of  Sterile  Isotonic  Solution  of  Sodium 
Chloride  for  use  as  a diluent. 


EARS  ARE  MONITOR  OF  OUR  SPEECH 

An  important  function  of  the  ears  is  that  of  moni- 
tor of  our  speech,  points  out  the  Sonotone  research 
laboratories.  Children  learn  to  talk  by  listening  to 
voices  of  themselves  and  others.  If  a child  is  born 
deaf  and  cannot  hear  the  voices  of  others,  he  does 
not  learn  to  speak.  He  is  a mute  because  his  ears 
cannot  provide  the  patterns  of  speech. 

A gradual  loss  of  hearing  in  adults  frequently  is 
accompanied  by  changes  in  speech,  for  when  a per- 
son cannot  hear  his  own  voice  distinctly  it  is  hard 
to  know  whether  he  speaks  correctly. 

The  ears  may  be  compared  to  the  crystal  device 
used  by  radio  stations  to  keep  broadcasting  on  the 
correct  wave  lengths.  The  ears  serve  as  a guide 
to  keep  the  voice  on  the  proper  wave  lengths  of 
sound. 

Persons  with  impaired  hearing  tend  to  forget 
correct  pronunciation  and  diction.  New  mental  pat- 
terns are  formed.  Under  these  circumstances  it 
often  takes  time  for  a deafened  person  to  become 
adjusted  to  a hearing  aid,  which  brings  his  own 
and  other  voices  in  new  tonal  perspective. 
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ONE  INJECTION  OF  PENICILLIN  FOR 
GONORRHEA 

A single  injection  of  calcium  penicillin  in  bees- 
wax-peanut oil  may  now  be  used  successfully  in 
the  treatment  of  gonorrhea,  according  to  the  study 
reported  in  a recent  issue  of  The  Journal  of  the 
American  Medical  Association.  The  report,  based 
on  175  cases,  was  made  by  Capt.  Monroe  J.  Ro- 
mansky  and  Capt.  Robert  J.  Murphy,  Medical  Corps, 
Army  of  the  United  States,  and  Technician  (3d 
Grade)  George  E.  Rittman,  Medical  Department, 
Army  of  the  United  States. 

The  preparation  is  made  with  calcium  penicillin 
— which  is  a combination  of  penicillin  not  so  easily 
dissolved  as  the  more  commonly  used  sodium  peni- 
cillin— highly  refined  peanut  oil  and  chemically 
pure  beeswax,  all  blended  together.  The  purpose 
of  this  mixture  is  to  prolong  the  action  of  the  peni- 
cillin, thus  increasing  the  effectiveness  of  a single 
injection.  After  a single  injection  of  100,000  units 
of  this  preparation,  penicillin  remains  in  the  blood 
for  seven  and  one-half  to  ten  hours.  By  contrast, 
a single  injection  of  100,000  units  of  penicillin  in  a 
salt  solution  will  produce  a high  blood  level  of  peni- 
cillin in  the  first  hour,  but  the  penicillin  entirely 
disappears  from  the  blood  in  about  four  hours  and  is 
therefore  active  for  only  a short  time. 

The  authors  found  that  150,000  units  in  a single 
dose  was  most  satisfactory.  Among  75  patients 
treated  with  this  dosage  there  were  no  failures. 

The  rapid  disappearance  of  the  clinical  symptoms 
of  the  disease  was  striking.  Eighty-three  per  cent 
showed  improvement  in  12  hours  and  95  per  cent  by 
the  end  of  24  hours.  The  rest  improved  by  the  end 
of  three  days. 

“The  injection  of  the  penicillin  in  beeswax-peanut 
oil  produced  no  immediate  discomfort,”  the  doctors 
said.  “Twenty-four  hours  following  the  injection 
slight  soreness  was  present  to  pressure,  but  this  was 
gone  within  48  hours.”  None  of  the  patients 
showed  any  reactions  to  the  mixture. 

The  authors  noted  that  “in  view  of  studies  which 
are  now  being  conducted,  single  daily  injections  of 
penicillin  in  beeswax-peanut  oil  have  also  proved  ef- 
fective in  pneumonia,  impetigo  (infection  of  the 
skin),  staphylococcic  infections  and  other  conditions 
which  respond  to  penicillin  in  saline  solution.” 


INSANITY  DUE  TO  SYPHILIS,  TREATED 
WITH  PENICILLIN 

In  an  attempt  to  develop  effective  treatment  for 
chronic  dementia  paralytica,  three  Chicago  physi- 
cians used  penicillin  to  treat  five  pateints.  Clarence 
A.  Neymann,  M.D.,  Gert  Heilbrunn,  M.D.,  and  G. 
P.  Youmans,  M.D.,  make  their  report  in  a recent 
issue  of  The  Journal  of  the  American  Medical  As- 
sociation. 

Dementia  paralytica  is  characterized  by  early 
changes  in  personality,  progressive  loss  of  mental 
and  physical  power,  and  generalized  paralysis 
which  terminates  in  death.  Mental  symptoms  had 
been  present  in  all  five  patients  from  one  to  ten 
years.  Three  of  them  died  and  only  one  improved. 
This  female  patient  had  shown  mental  symptoms 
for  four  years.  Her  symptoms  included  a shuffling 
and  staggering  gait,  pronounced  confusion  and  inco- 
herent speech.  After  four  injections  of  penicillin 
her  mental  condition  improved  considerably,  and  her 
speech  became  more  coherent. 


Precision  Instrument 

When  medical  science  developed  liver 
therapy,  it  found  a “precision  instrument” 
for  dealing  with  pernicious  anemia. 

But  a precision  instrument,  no  matter 
what  its  design,  is  only  so  reliable  as  the 
toolmaker  who  produces  it.  Likewise  liver 
extract. 

Purified  Solution  of  Liver,  Smith-Dorsey, 
will  give  you  uniform  purity  and  potency 
for  the  treatment  of  pernicious  anemia.  It 
is  manufactured  under  conditions  which 
meet  strict  professional  requirements. 
Laboratories  are  capably  staffed;  facilities 
are  modern;  production  is  carefully  stand- 
ardized. 


For  precision  in  liver  therapy,  you  may 
rely  upon 

PURIFIED  SOLUTION  OF 


jCiver 

SMITH-DORSEY 

Supplied  in  the  following  dosage 
forms:  1 cc.  ampoules  and  10  cc. 
and  30  cc.  ampoule  vials,  each  con- 
taining 10  U.  S.  P.  Injectable  Units 
per  cc. 


THE  SMITH-DORSEY  COMPANY  - Lincoln,  Nebraska 

Manufacturers  of  Pharmaoeuticals  to  the  Medical  Profession  Since  1908 
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EDITORIAL 


WHO  WANTS  SICKNESS  INSURANCE? 

A recent  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association  featured  a special 
article  by  Carl  Strow  and  Gerhard  Hirsch- 
feld*  under  the  title  “Health  Insurance.” 
The  writers  hold  top  rank  positions  in  the 
Research  Council  for  Economic  Security,  and 
are  considered  authorities  in  the  field  of  eco- 
nomic research.  Indeed,  the  paper  reflects  a 
cool  headed,  scientific  appraisal  of  the  prob- 
lem, with  deductions  based  on  actual  find- 
ing's. No  physician  who  values  his  pro- 
fessional independence  can  dismiss  the  article 
without  careful  study,  for  the  reason  that 
it  explains  in  well  organized  factual  se- 
quence the  factors  and  conditions  which 
underlie  the  present  attempts  to  socialize 
medical  practice. 

Their  conclusions,  in  part,  though  dis- 
quieting, demand  attention : 

“The  most  powerful  single  force  responsible  for 
the  origin  of  the  demand  for  compulsory  health  in- 
surance is  organized  labor. 

“The  time  most  conducive  for  this  demand  is  a 
period  of  depression. 

“The  place  most  conducive  for  formulation  and 
pressing  of  such  demands  is  the  large  city. 

“Apparently,  the  opportunity  to  organize  the  de- 
mand is  more  important  than  the  prevalence  of 
the  need  for  medical  care.  The  evidence  points  to 
the  probability  that,  contrary  to  popular  belie",  the 
legislative  proposals  for  compulsory  health  insur- 
ance are  based  not  so  much  on  social  needs  as  on 
political  interests,  and  that  the  ability  on  the  part 
of  labor  to  organize  and  press  the  demand,  rather 
than  the  concern  about  the  state  of  health,  is  the 
primary  consideration.” 

There  is  one  phase  of  this  problem  that 


needs  clarification.  Let  us  admit  that  this 
study  is  correct  and  that  from  the  analysis 
it  is  clear  that  the  movement  for  medical 
socialization  coincides  with  the  trends  in 
union  organization.  The  question  that  is  not 
clear  in  our  minds  is:  What  elements  in  the 
labor  movement  are  making  the  effort  to 
promote  such  legislation  as  would  put  medi- 
cine in  state  or  federal  politics  Labor’s 
voice,  it  is  our  impression,  has  been  neither 
frequent  nor  loud  . As  a matter  of  fact  all 
the  pressure  in  behalf  of  medical  socializa- 
tion thus  far  has  emanated  not  from  labor 
but  from  social  groups.  The  conclusion, 
therefore,  must  be  that  what  role  organized 
labor  has  played  or  is  playing  at  the  present 
time  in  the  attempted  medical  socialization 
has  been  behind  the  scene.  We  may  proper- 
ly ask  what  concept  does  the  average  work- 
ing man  within  or  outside  the  labor  union 
have  on  the  implications  of  compulsory  sick- 
ness insurance  as  set  forth  in  the  1945  ver- 
sion of  the  Wagner-Murray-Dingell  Bill? 


Below  we  reprint  an  editorial  from  the 
Omaha  World-Herald  which  appeared  the 
middle  of  July.  It  is  so  well  written  that 
anything  we  could  say  would  add  little  to 
its  meaning. 

JUST  ‘HEALTH  INSURANCE’ 

“Health  insurance  is  not  socialized  medicine,” 
says  Senator  Wagner,  (Dem.,  N.  Y.),  in  defense 
of  his  bill  to  provide  everybody  with  medical  serv- 
ice through  another  pay  roll  tax. 

Of  course  it  isn’t.  The  Senator  is  on  safe  ground 
there.  He  is  talking  to  Americans,  millions  of 
whom  have  voluntarily  taken  part  in  hospitalization 
and  medical  insurance  plans.  If  he  could  sell  them 
the  idea  that  his  Wagner-Murray-Dingell  Bill  is 
simply  health  insurance,  he  would  win  more  sup- 
port to  his  cause  than  so  far  has  appeared. 

The  truth  is  that  the  bill  is  not  health  insurance 
as  Americans  understand  it.  It  calls  for  an  8 per 
cent  tax  on  all  wages  and  salaries,  a 5 per  cent 
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tax  on  the  income  of  self-employed  people  up  to 
$3,600  a year.  It  is  compulsory,  as  are  present 
social  security  taxes  and  the  withholding  tax,  and 
the  estimated  three  billion-dollar  revenue  for  the 
health  program  will  go,  not  to  some  Federal  insur- 
ance corporation  vaguely  comparable  to  a private 
hospital  insurance  group,  but  to  the  Federal  Treas- 
ury. 

Under  terms  of  the  bill  the  Surgeon  General 
would  dispense  and  pay  for  medical,  dental,  nursing 
and  hospitalization  services  for  some  110  million 
people.  He  would  be  responsible  only  to  the  Ad- 
ministrator of  the  Social  Security  Board  for  his 
administrative  acts. 

In  many  instances  the  Government  would  hire 
doctors  and  establish  their  rates  of  pay.  It  would 
decide  how  many  patients  should  be  served  by  one 
physician,  and  determine  which  hospitals  and  clin- 
ics may  provide  the  services. 

The  Wagner-Murray-Dingel  Bill  does  not  mean 
health  insurance,  as  most  people  understand  the 
term,  but  it  most  assuredly  means  socialized  state- 
controlled  medicine,  as  most  every  one  except  Sen- 
ator Wagner  and  his  friends  understand  that  term. 

The  prospect  of  the  medical  profession  subservi- 
ent to  Government  bureaucrats  is  one  that  most 
Americans  will  not  relish  any  more  than  they  will 
the  idea  of  getting  their  medical  service  through 
a sort  of  medical  ration  board.  If  the  Wagner  pro- 
posal goes  through,  Government  will  become  an 
unwelcome  partner  in  the  peculiarly  private  rela- 
tionship between  the  patient  and  his  doctor. 

The  medical  program  is,  of  course,  only  part  of 
the  “liberalized”  social  security  program  contained 
in  the  bill.  According  to  its  sponsors  the  bill  would 
take  care  of  unemployment,  need,  sickness,  dis- 
ability and  old  age  hazards — at  a cost  of  some 
eight  billions  a year.  It  would  be  a cradle-to-the- 
grave  insurance  in  the  widest  sense  of  the  term. 

In  its  medical  aspects,  however,  it  seems  particu- 
larly sweeping.  Many  thoughtful  Americans,  who 
are  well  aware  that  means  must  be  found  to  ex- 
tend medical  service  in  this  country,  have  shown  no 
great  enthusiasm  for  the  Wagner-Murray-Dingell 
method  of  doing  it. 


SIC  ITUR  AD  ASTRA 

“I  am  just  a country  doctor,”  he  would 
introduce  himself  as  if  he  needed  an  intro- 
duction, and  proceed  “The  other  day  I read 
an  article  . . . This  is  right  up  your  alley. 
. . . What’s  your  slant  on  it?”  His  eyes 
would  twinkle,  and  his  smile  would  spread 
all  over  his  face.  “I  am  just  a country  doc- 
tor ” he  would  remark,  and  whether  at  his 
Councilor  District  Meeting,  or  the  Annual 
Assembly  of  the  State  Medical  Association, 
or  at  the  Omaha  Mid-West  Clinical  Society 
Sessions  he  would  pick  an  aisle  seat  in  the 
front  row,  and  note  book  and  pencil  in  hand 
impatiently  wait  for  the  opening  of  the  pro- 
gram. 

He  was  just  “A  Country  Doctor.”  He  was 


born  in  Crete  and  he  died  practically  in 
Crete.  If  the  archives  of  his  native  place 
were  carefully  analyzed  it  is  extremely 
doubtful  that  any  other  citizen  would  be 
found  in  that  community  who  contributed  as 
much  to  public  welfare  as  did  this  modest 
human  dynamo,  over  a period  of  more  than 
twenty-five  years.  For  who  but  a Country 
Doctor  would  spend  so  recklessly  his  en- 
ergy and  his  time  to  organize  and  supervise 
life  saving  corps,  swimming  pool  committees, 
and  first  aid  classes ; serve  as  city  physician, 
county  physician,  school  physician,  preside 
over  the  commercial  club,  the  Red  Cross 
chapter,  and  the  Rotary  Club?  These  are 
only  a few  of  the  activities  listed  in  the  local 
press. 

He  was  Councilor  from  the  Seventh  Dis- 
tr'ct  for  a longer  period  than  many  of  us 
can  remember.  Even  a coronary  attack 
could  not  dull  his  interest  in  the  affairs  of 
the  Association.  Ever  jovial  and  alert  he 
took  his  own  viewpoint  seriously  but  never 
failed  to  respect  his  colleague’s  opinion  if  it 
did  not  coincide  with  his  own.  When  the 
chairmanship  of  the  Procurement  and  As- 
signment Committee  for  Nebraska  was  of- 
fered him  he  accepted  the  responsibility  with 
the  realization  that  it  would  be,  as  he  termed 
it,  “a  headache.”  And  though  the  aching 
was  largely  on  the  head  of  our  Executive 
Secretary,  it  was  this  energetic  Country 
Doctor  who  assumed  all  responsibility.  Ne- 
braska was  the  first  state  in  the  nation  to 
turn  in  a full  report  of  Procurement  and  As- 
signment activities. 

Yes,  he  was  just  a Country  Doctor.  Some- 
how it  is  difficult  to  picture  a meeting  with- 
out him.  Crete  will  miss  him;  we  will  miss 
him  even  more.  For  A.  A.  Conrad  was  not 
only  a good  doctor.  He  was  also  A Good 
Fellow. 


OBESITY  IN  CHILDHOOD 

Regardless  of  the  usual  maternal  com- 
plaints against  children  who  “don’t  eat 
enough  to  keep  a bird  alive,”  there  are  many 
youngsters  who  by  all  standards  of  measure- 
ments fall  in  the  class  of  obesity.  Unlike 
the  thin,  wiry  child  whose  activities  fre- 
quently are  interpreted  as  a sign  of  nervous- 
ness (whatever  that  term  may  imply),  the 
obese  child  generally  remains  satisfied 
watching  his  playmates  carry  on.  As  a 
group,  whether  out  of  choice  or  necessity  or 
fear  of  ridicule,  the  obese  children  are  gen- 
( Continued  on  page  308) 
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Charles  McMartin,  M.  D. 


The  Planning  Committee  of  the  State  Association 
continues  to  be  a very  active  group. 

They  are  now  working  on  a questionnaire  which 
will  be  sent  to  all  of  our  members  serving  in  the  armed 
forces. 

This  will  be  in  the  mail  by  the  time  this  page  is 
printed. 

The  questionnaire  will  serve  to  give'  us  data  on 
the  future  plans  of  these  men  when  they  return  to 
civilian  life.  It  will  also  enable  the  Association  to  make 
plans  to  be  of  every  possible  help  to  these  returning 
doctors  who  have  so  efficiently  served  our  country. 

CHARLES  McMARTIN,  M.D., 
President. 
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erally  inactive.  And  inactivity  being  foreign 
to  the  childhood  pattern,  their  emotional  out- 
look on  life  is  often  distorted.  Contrary  to 
popular  belief  that  fat  people  are  good  na- 
tured,  the  obese  child  especially  is  far  from 
responding  to  that  description.  There  are 
undoubtedly  exceptions  to  this  rule  as  there 
are  to  all  other  man-made  rules,  but  by  and 
large  the  fat  youngster  is  far  from  present- 
ing a picture  of  happiness  and  contentment. 

That  some  of  these  children  are  subject  to 
endocrine  dysfunction  is  beyond  doubt.  Hy- 
popituitarism and  hypogonadism  or  a com- 
bination of  these  and  other  glandular  defi- 
ciencies have  long  been  recognized  as  clinical 
syndromes.  Though  not  uniformly  success- 
ful, modern  therapy  has  benefited  many  of 
these  unfortunates.  Increasing  knowledge  in 
endocrinology  will  undoubtedly  help  many 
more  as  time  goes  on. 

The  vast  majority  of  youngsters  who 
carry  excessive  weight,  suffer  not  from  en- 
docrine deficiency  but  from  an  uncontrolled 
caloric  intake  for  the  individual  with  a lim- 
ited output  of  energy.  It  may  be  true 
that  in  the  words  of  a mother  her  child  eats 
less  than  any  other  youngster  in  the  neigh- 
borhood, though  the  statement  must  be  tak- 
en with  a grain  of  salt.  However,  to  con- 
clude from  such  a history  alone  that  one  is 
dealing  with  obesity  of  endocrine  origin, 
and  therefore  to  neglect  the  probable  cause 
of  overeating,  is  an  invitation  to  therapeutic 
defeat. 

Following  the  recommendation  of  a re- 
duced caloric  intake  in  these  children  the 
family  often  becomes  discouraged  over  the 
initial  gain,  in  place  of  the  expected  loss  in 
weight.  Successful  therapy  calls  for  instruc- 
tion by  the  physician  on  this  natural  pheno- 
menon with  a warning  against  discourage- 
ment over  this  positive  balance  in  spite  of 
the  caloric  reduction.  It  is  merely  a matter 
of  a low  metabolic  rate  dropping  a little  low- 
er at  first.  Within  a few  days  depending 
upon  the  limitations  of  intake,  a loss  in  the 
patient’s  weight  will  become  evident. 

We  believe  with  Bruch*  that  a well  bal- 
anced dietary  coupled  with  frequent  and 
competent  medical  supervision  will  result  in 
a successful  reduction  of  weight,  and  bring 
a corresponding  increase  in  happiness  as 
well  as  an  improvement  in  social  status  to 
the  vast  majority  of  obese  children. 

* Hilde  Bruch,  J.  Amer.  Dietetic  Assoc.,  20,  361,  1944. 


AN  EXCELLENT  IDEA 

Following  is  a copy  of  a letter  sent  by 
Dr.  Earl  Sage  of  Omaha  to  Congressmen 
from  this  State.  It  is  a model  which  we  can 
follow  in  petitioning  our  representatives  in 
Washington  to  prevent  attempted  regimen- 
tation of  American  Medicine: 

Senator  Wagner  is  persistent  in  his  endeavor  to 
force  upon  the  American  people  a federal  system  of 
compulsory  sickness  insurance.  Compulsory  sick- 
ness insurance  is  just  one  more  step  toward  regi- 
mentation and  totalitarianism.  The  Constitution  of 
the  United  States,  the  Bill  of  Rights  and  the  “Amer- 
ican Way  of  Life”  are  diametrically  opposed  to 
regimentation  or  any  form  of  totalitarianism.  To 
favor  regimentation  is  to  play  with  the  same  fire 
that  consumed  both  Germany  and  Italy. 

We  ask  you  to  vote  against  this  1945  version  of 
the  Wagner-Murray-Dingell  Bill  (S.  1050  and  H.R. 
3293),  and  prevent  the  political  control  of  the  dis- 
tribution of  medical  care. 

We  already  have  many  agencies  providing  sick- 
ness insurance  including: 

1.  Physician-sponsored  pre-payment  medical  care 
programs. 

2.  Blue  Cross  Hospitalization  plans  which  have 
passed  the  17,500,000  membership  mark. 

3.  Independent  physician  groups  furnishing  med- 
ical services. 

4.  Industrial  or  business  concerns  providing 
medical  care  for  workers. 

5.  Employer-employee  group  insurance  plans. 
These  agencies  have  provided  employee  satisfaction 
and  enthusiastic  approval  of  management. 

We  contend  that  compulsory  sickness  insurance 
with  federal  control  is  both  “socialized  medicine” 
and  “state  medicine.” 

We  contend  that  the  total  costs  of  the  bill,  involv- 
ing an  8 per  cent  tax  on  the  payroll  would  tend  to 
discourage  employment  at  a time  when  this  is  our 
chief  problem. 

We  contend  that  unemployment  benefits  place  a 
premium  on  indigence,  and  that  old  age  benefits  in 
some  instances  would  pay  a man  more  for  retiring 
than  for  continuing  at  his  job.  The  payment  of 
$30  a week  in  sickness  benefits  to  one  who  earns 
only  $40  per  week  might  well  promote  vacations 
at  Government  expense. 

This  Bill  completely  disregards  the  majority 
opinion  of  the  125,000  physicians  who  constitute 
the  American  Medical  Association,  and  who  provide 
the  major  portion  of  medical  service  for  the  people  of 
the  United  States.  This  Bill  also  disregards  the 
60,000  physicians  now  in  the  armed  forces,  who  have 
sacrificed  as  much  as  any  other  group  in  the  country 
during  this  war.  Their  stake  in  the  future  of  medi- 
cal practice  if  rudely  ignored,  and  their  opinion  not 
even  sought. 

We  urge  you  to  preserve  our  present  system  of 
private  medical  practice  and  our  highest  level  of 
health.  We  urge  you  to  do  everything  in  your 
power  to  defeat  the  Wagner-Murray-Dingell  Bill. 


The  Problem  of  the  Fractured  Hip* 

GUY  W.  LEAD  BETTER,  M.D. 
Washington,  D.  C. 


An  exposition  of  the  problem  of  the  fractured  hip, 
or  to  be  more  explicit,  of  the  intra  capsular  fracture 
of  the  femur,  is  the  story  of  the  efforts  to  solve  this 
fracture  beginning  with  the  truly  epoch  making 
work  of  Royal  Whitman  in  1903.  Prior  to  the  pub- 
lished research  of  this  erudite  orthopedic  surgeon, 
this  distressing  injury  had  been  considered  with  a 
pessimistic  and  fatalistic  prognosis.  Quoting  from 
Keen  and  White’s  American  Text-book  of  Surgery, 
Philadelphia,  4th  ed.,  1903:  “Local  treatment  is 

limited  to  making  only  so  much  reduction  of  the 
shortening  as  can  be  expected  by  moderate  traction, 
and  to  immobilization  by  traction,  or  by  cushions  or 
by  a fixed  dressing.”  As  recently  as  1927,  from 
the  Journal  of  Medicine:  “If  I had  a mother  who 

were  to  have  a fracture  of  the  neck  of  the  thigh- 
bone I would  say,  ‘Just  make  her  as  comfortable  as 
you  can  and  let  her  go  without  any  further  consider- 
ation.’ ” 

In  65  to  70%  of  the  cases  of  this  pre-enlightened 
era,  death  or  permanent  crippling  was  the  accepted 
prognosis.  Unfortunately  the  seeds  of  that  pessimis- 
tic era  still  bear  fruit  either  because  of  lack  of  prop- 
er and  recent  information  or  because  of  fear;  fear 
that  an  elderly  individual  can  not  tolerate  a proce- 
dure which  presents  a surgical  approach  to  the  solu- 
tion of  the  problem. 

In  1903,  Whitman  showed  that  the  intra-capsular 
transcervical  femoral  fracture  could  be  reduced  and 
that  the  percentage  of  union  could  be  increased.  Un- 
fortunately, the  technique  of  the  lateral  x-ray  had 
not  been  developed  at  that  time  and  we  now  know 
that  many  failures  of  this  procedure  were  the  re- 
sult of  incomplete  reduction  and  of  insufficient  fixa- 
tion. Be  all  this  as  it  may,  the  basic  teachings  of 
this  research  remain  as  true  today  as  they  were 
then.  Abduction  and  internal  rotation  are  still  an 
important  part  of  the  concept  of  care  of  this  in- 
jury. Until  the  advent  of  internal  fixation  in  the 
middle  twenties,  the  closed  Whitman  reduction,  ab- 
duction and  internal  rotation  with  plaster  fixation 
held  the  center  of  the  stage.  In  1932  a survey  of  the 
larger  clinics  in  this  country  revealed  that  union  had 
been  obtained  in  33)%  % of  the  cases  treated.  In 
the  decades  of  high  morbidity  with  respect  to  this 
fracture,  the  mortality  rate  had  been,  on  the  aver- 
age, 26%.  This  was  not  good  enough;  another  era 
was  dawning.  The  era  of  internal  fixation. 

The  advances  in  understanding  and  factual  knowl- 
edge during  the  past  decade  may  be  stated  brief- 
ly. 

1.  The  fracture  presents  many  types — transverse, 
oblique,  spiral  and  comminuted. 

2.  Anatomical  reposition  of  the  fragments  is  of 
prime  importance. 

3.  Good  technical  internal  fixation  can  be  accom- 
plished. 

4.  Internal  fixation  is  difficult  and  highly  tech- 
nical. 

5.  Early  activation,  but  not  too  early,  has  result- 

*Read  before  76th  Annual  Assembly,  Nebraska  State  Medical 
Association,  Omaha,  May,  1944. 


ed  in  fewer  stiff  knees  and  less  general  debil it-  in 
the  aged. 

6.  A lessened  period  of  hospitalization  is  practi- 
cal m many  instances. 

Of  the  unanswered  portions  of  the  problem  there 
are  many  to  be  cited. 

1.  Can  all  transcervical  femoral  fractures  be  re- 
duced by  the  closed  maneuver  ? 

2.  Is  the  valgus  position  important  when  ob- 
tainable ? 

3.  Are  the  technical  difficulties  of  internal  fixa- 
tion too  great  in  average  hands  ? 

4.  Can  artificial  impaction  be  accomplished  ? 

5.  What  is  the  cause  of  aseptic  necrosis  of  the 
head  and  neck  of  the  femur,  and  can  it  be  prevented  ? 

6.  What  procedures  shall  we  follow  in  treating 
and  caring  for  the  30  to  40%  of  the  non-unions? 

Usually  the  injured  individual  makes  first 
contact  with  the  family  physician  and  there- 
fore, more  often  than  not,  the  patient  with  a 
hip  fracture  is  seen  by  a surgeon  who  has  lit- 
tle knowledge  of  the  general  physical  condi- 
tion. It  is  to  this  situation  that  the  attending 
physician  may  apply  his  true  knowledge  of 
the  patient’s  physical  condition  and  be  of  in- 
finite service  to  the  orthopedic  surgeon.  For 
by  this  information  the  surgeon  may  judge 
the  type  of  treatment  best  adapted  to  this 
particular  patient. 

The  case  is  an  emergency  and  should  be 
handled  with  acumen  and  caution.  To  allay 
hysterical  reactions  and  to  reassure  the  pa- 
tient promptly  is  a prime  necessity  too  often 
neglecfed.  A small  dose  of  morphine  or  co- 
deine should  be  used  only  when  actually  need- 
ed. Handling  and  transportation  must  be  ac- 
complished in  a gentle  manner  and  with  the 
best  available  splinting.  For  considerable  dis- 
tances a plaster  spica  or  a long  crutch  splint 
is  made.  A Thomas  splint  does  not  immo- 
bilize the  hip  well. 

At  the  hospital  eight  to  ten  pounds  of 
traction  is  applied  to  allay  muscle  spasm  and 
pain ; sand  bags  alone  are  not  adequate.  A 
thorough  physical  examination  should  then 
be  carried  out  and  the  individual’s  reserve 
evaluated.  Intestinal  stasis  with  moderate 
or  severe  distension  is  common.  Dehydration 
may  be  present  and  cardio-vascular-renal  syn- 
dromes must  not  be  overlooked.  Correction 
of  these  conditions  should  be  undertaken  at 
once  and  morphine  or  codeine  used  sparingly, 
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if  at  all.  X-rays  may  be  made  by  means  of  a 
portable  machine  with  no  discomfort  to  the 
patient.  To  undertake  vigorous  treatment  of 
the  fracture  before  the  physical  condition  is 
carefully  appraised  is  to  invite  disaster.  Other 
writers  are  of  the  opinion  that  the  fracture 
should  be  treated  as  an  emergency  and  re- 
duced at  once.  To  this  the  speaker  subscribes 
in  selected  cases  only. 

The  closed  manipulation  as  published  in 
the  Journal  of  Bone  and  Joint  Surgery,  Octo- 
ber, 1933,  is  recommended,  since  this  maneu- 
ver of  flexion,  traction,  rotation  and  abduc- 
tion follows  the  reverse  pathway  to  the  foetal 
position  of  the  femoral  neck  and  the  spiraled 
fibers  of  the  capsule  are  relaxed.  By  this 
procedure  many  cases  with  interposition  of 
capsule  or  badly  comminuted  fragments  of 
bone  may  be  successfully  reduced.  A few, 
approximately  109!-,  will  require  open  reduc- 
tion. 

The  valgus  position  of  the  neck  in  relation 
to  the  head  has  had  universal  endorsement, 
and  practical  experience  supports  the  desira- 
bility of  attaining  this  situation.  Displace- 
ment is  less  likely,  necrosis  of  the  head  and 
neck  occurs  less  frequently  and  the  stresses 
and  strains  of  shearing  action  are  diminished 
to  a minimum  degree  when  weight  bearing 
tend  to  produce  closer  coaptation  of  the  frac- 
tured surfaces  thereby  simulating  true  im- 
paction and  to  aid  repair  of  damaged  circula- 
tion. 

The  process  of  reduction  should  be  ap- 
proached with  full  confidence  and  without 
mental  hazard.  The  selection  of  the  anes- 
thetic must  be  made  carefully  and  should  be 
adapted  to  the  patient  and  not  visa  versa. 
Basal  avertin  with  supplementary  ethylene  is 
satisfactory  in  most  cases  but  in  the  older, 
more  debilitated  patient,  may  cause  harm. 
Spinal  in  some  and  sodium  pentothal  in 
others  is  recommended  since  it  is  shown  that 
the  latter  is  rapidly  excreted,  and  when  care- 
fully administered,  has  no  deleterious  effects. 
Local  anesthesia  has  been  used  successfully 
by  some  surgeons. 

With  respect  to  internal  fixation  it  is  in- 
teresting to  note  that  the  first  recorded  in- 
ternal fixation  of  a hip  fracture  was  accom- 
plished by  Langenback  in  1858.  He  was  fol- 
lowed by  Koenig  and  Trendelenberg.  Lord 
Lister  completed  the  first  such  procedure  un- 
der antiseptic  technique.  In  1925  Smith-Pe- 
tersen  advocated  open  reduction  and  internal 
fixation  by  means  of  a three-flanged  nail. 


The  use  of  the  triflanged  nail  was  an  innova- 
tion as  was  the  method  of  application.  Smith- 
Petersen  advocated  open  reduction  but  in 
1932  your  essayist  demonstrated  that  closed 
reduction  could  be  obtained  in  most  cases  and 
that  gentleness  in  reduction  was  important. 
Later  Smith-Petersen  refuted  the  necessity 
for  routine  open  reduction.  Many  are  the 
technical  procedures  and  instruments  in  use 
today  for  internal  fixation.  To  witness  the 
innumerable  gadgets  and  pseudo-precision  in- 
struments reported  in  so-called  methods  and 
in  commercial  exhibits  is  evidence  of  the 
technicalities  involved  and  a direct  argument 
that  much  is  left  to  be  desired. 

Nevertheless,  this  procedure  of  efficient 
closed  reduction  with  the  application  of  prop- 
erly placed  interna]  fixation  has  increased  the 
percentage  of  union  to  72.9%.  The  mortality 
rate  in  this  group  is  reported  as  11.5%.  These 
figures  represent  a remarkable  advance  in 
the  care  and  management  of  this  problem. 

Mortality  is  a fearful  and  frightful  ghost 
which  stalks  abroad  to  warp  sound  judgment 
in  the  selection  of  proper  care  for  those  un- 
fortunates who  suffer  the  fracture  under  dis- 
cussion here.  There  is  no  greater  mortality 
as  a result  of  hip  fracture  than  that  from 
any  other  surgical  catastrophe  in  the  same 
decades  of  life. 

A study  of  the  deaths  in  this  injury  reveals 
a great  preponderance  of  sudden  violent  exo- 
dus both  early  and  late.  Embolism,  cerebral 
accident  and  acute  cardiac  collapse  in  pa- 
tients with  a known  cardiac  history  are  the 
most  common.  Pneumonia  after  the  first 
week  is  extremely  rare.  Deaths  from  general 
debility  should  not  and  do  not  usually  occur 
with  good  management. 

The  technical  problem  of  internal  fixation 
is  great  and  a highly  specialized  procedure. 
Innovations  in  technique  and  materials  and 
instruments  have  posed  still  more  considera- 
tions. 

Guide  wires,  screws,  lag-screws,  pins  modi- 
fied in  various  ways  for  the  efficient  but 
highly  technical  tripod  fixation,  are  but  a 
few  of  the  modifications,  many  of  which  are 
best  adapted  for  the  use  of  the  individu?l 
operator.  Regardless  of  primary  claims,  none 
of  these,  when  utilized  to  the  exclusion  of  all 
others,  yields  any  dramatic  results  when 
placed  in  general  use.  It  can  be  presumed 
therefore,  that  such  procedures  are  not  with- 
out many  difficulties  and  unfortunate  results. 
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Results  of  poor  internal  fixation  represent 
untold  volumes  of  case  reports. 

Internal  fixation  should  be  completed  by 
the  method  with  which  the  operator  is  most 
familiar  and  impaction  should  be  requisite. 
The  spinning  of  the  head  in  an  oblique  frac- 
ture results  from  a nail  placed  too  low  in  the 
neck  and  persistence  of  the  operator  in  con- 
tinuing to  drive  the  nail  if  firm  resistence  is 
encountered.  A rotated  head  is  difficult  to 
retrieve,  and  often  requires  open  reduction  to 
recapture  the  lost  position.  A nail  well  placed 
follows  the  neck  and  enters  the  head  without 
any  appreciable  resistence,  other  than  that 
of  the  cancellous  structure.  Failure  may  re- 
sult from  an  improperly  reduced  fracture  in 
the  hip,  even  though  fixation  may  be  excel- 
lent. Repair  elements  in  the  neck  of  the 
femur  are  few,  and  correct  apposition  offers 
the  only  opportunity  for  good  union  and  de- 
sirable function.  In  the  process  of  fixation, 
due  attention  must  be  given  to  impaction  or  a 
tight  apposition  of  the  fragments.  This  can 
be  accomplished. 

X-rays  are  made  at  the  fourth,  eighth  and 
twelfth  weeks  to  record  position,  mainte- 
nance, and  the  progress  of  healing.  Here  a 
timely  word  might  be  said  concerning  the  val- 
ue of  x-ray  in  determining  bony  union.  With 
more  and  more  experience  I have  learned  to 
depend  less  and  less  on  the  x-ray  as  the  sole 
determining  factor,  preferring  rather  to  de- 
pend on  the  clinical  signs  and  symptoms,  as 
well.  Function  without  pain,  together  with 
an  x-ray  showing  trabeculae  crossing  the 
original  line  of  fracture  gives  excellent  pre- 
sumptive evidence  of  union  having  taken 
place.  The  time  element  is  an  important  one 
and  not  one  that  can  be  didactically  stated. 
Some  hips  may  unite  in  less  than  six  months 
while  some  may  not  unite  for  two  years.  Dur- 
ing this  period  of  after  care,  great  care  must 
be  exercised  in  guiding  the  patient’s  activity. 

Too  much  and  too  early  exercise  wherein 
the  quadriceps  and  the  hamstring  muscles 
are  put  to  work  vigorously  may  be  a great 
detriment  to  the  progress  of  union  and  may 
even  displace  otherwise  well  placed  frag- 
ments, especially  those  of  the  varus  type.  Too 
early  weight  bearing,  if  a secure  valgus  po- 
sition be  not  obtained,  will  bring  into  play  all 
the  shearing  forces  in  the  neck  and  produce 
a definite  coxa  vara,  if  not  a complete  non- 
union. 

Pain,  aseptic  necrosis,  osteoarthritis  and 
non-union,  the  results  of  incomplete  reduc- 


tion, inaccurate  nailing  or  of  uncontrollable 
circulatory  and  shearing  force  factors  are 
constantly  before  us.  These  cases  represent 
the  30-35%  of  poor  results. 

Painful  hips  following  good  reduction,  in- 
ternal fixation  or  impaction  without  internal 
fixation,  appearing  several  months  after  the 
injury,  often  mean  either  displacement  of  the 
fragments  with  resulting  non-union  or  atro- 
phic changes  in  the  head  together  with  pro- 
gressive thinning  of  the  articular  cartilage 
and  ultimate  destruction  of  the  capital  por- 
tion of  the  bone.  Such  aseptic  necrosis  in 
some  instances  may  not  be  avoidable,  but  it 
is  too  often  due  to  roughness  in  fixation,  pri- 
mary damage  to  cervical  blood  supply  and  to 
an  unbounded,  false  faith  supported  by  the 
knowledge  that  a nail  has  been  well  placed 
and  that  an  x-ray  six  to  eight  months  after- 
wards showed  good  union,  rather  than  good 
judgment  set  up  by  several  years  of  experi- 
ence in  handling  these  injuries.  Pain  due  to 
aseptic  necrosis  or  extensive  osteoarthritis  is 
usually  relieved  only  by  freedom  from  weight 
bearing  or  arthrodesis. 

What  of  non-union  and  when  it  may  be 
considered  to  have  occurred?  While  the  ap- 
pearance of  the  x-ray  may  seem  to  indicate 
that  union  is  complete,  yet  it  often  lulls  the 
surgeon  into  a soothing  sense  of  false  secu- 
rity. Dependence  on  the  x-ray  reading  must 
be  contingent  on  clinical  evidence  of  union, 
painless,  free  motion  at  the  hip  and  evidence 
of  stability  and  the  functional  test.  Inter- 
vening capsule  and  comminuted  fragments, 
loss  of  position  after  reduction  and  fixation, 
failure  to  impact  properly  well  reduced  frag- 
ments' necrosis  of  the  head  or  neck,  and  too 
early  weight  bearing  are  the  common  and 
obvious  causes  of  non-union.  Oncoming  non- 
nuion  may  be  suspected  with  the  appearance 
of  pain,  shortening  and  instability  at  the  hip, 
and  confirmation  obtained  from  the  x-ray 
findings  in  which  evidence  of  changed  posi- 
tion of  the  fragments  is  apparent. 

To  operate  or  not  to  operate  is  the  horn  of 
dilemma  presented.  Shall  the  patient  be  rele- 
gated to  semi  or  complete  invalidism,  or  un- 
dergo the  dangers  of  an  elective  major  surgi- 
cal procedure? 

Modern  anesthesia  with  its  wide  selective 
scope  allows  greater  safety  of  operation  in 
the  aged.  More  efficient  anatomical  ap- 
proaches to  the  hip  have  lessened  shock  and 
insured  more  rapid  healing  of  the  soft  tissues. 
The  choice  of  reconstructive  procedure  must 
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depend  on  the  individual  problem  presented. 
The  Whitman,  Albee  and  Colonna  operations 
were  originally  devised  to  restore  weight 
bearing  thrust  and  to  give  minimal  shorten- 
ing from  the  operation.  These  types  of  re- 
construction yield  equivocal  results,  some 
bad,  some  good.  Disturbance  of  circulation 
in  the  reconstructed  neck  may  result  in  a pro- 
gressive aseptic  necrosis. 

Intermedullary  graft  with  or  without  other 
internal  fixation  offers  an  equal  percentage 
of  good  results  in  those  cases  which  present 
a viable  head.  The  period  of  fixation  must 
necessarily  be  long,  and  subsequent  general 
physical  debility  overshadow  the  benefits  de- 
rived from  union,  if  obtained.  The  same 
arguments  hold  for  the  Magnuson  modifica- 
tion of  the  Brackett  operation.  It  should  be 
stated,  however,  that  this  accurate  contact 
and  fitting  of  the  head  and  neck  yields  excel- 
lent results  in  individuals  younger  and  more 
robust.  Very  recently  reports  are  indicating 
that  intertrochanteric  osteotomy  with  dis- 
placement of  the  shaft  medialwards  beneath 
the  head  must  be  added  to  the  armamenta- 
rium, and  given  its  place  in  the  sun  as  a 
method  of  selection. 

The  statistics  from  a large  orthopedic  clin- 
ic show  that  the  MacMurray  osteotomy 
yields  fifty  per  cent  osseous  union,  but  that 
approximately  85%  have  had  reasonably 
good  functional  results  with  weight  bearing- 
extremities. 

A higher  osteotomy  used  by  the  speaker 
has  in  a very  small  series,  yielded  no  bod  re- 
sults and  has  in  each  instance  resulted  in  an 
excellent  function  with  full  weight  bearing 
and  negligible  shortening.  Only  one  limited 
knee  action  has  resulted  and  pain  has  been 
absent.  This  procedure  avoids  damage  to 
circulation  of  the  neck  and  allows  early  activ- 
ity. 

In  retrospect  it  is  obvious  that  the  prob- 
lem is  not  solved.  Statistics  often  may  be  mis- 
leading unless  considered  in  their  true  light. 
The  statistics  of  the  Fracture  Committee  of 
the  American  Academy  of  Orthopedic  Sur- 
gery in  this  discussion  consider  only  internal 
fixation  and  not  a cross  section  of  fractured 
hip  casualties.  Furthermore,  a very  high 
percentage  of  the  reviewed  cases  in  the  re- 
ported series  stem  from  established  clinics  or 
from  individuals  of  known  reputation.  There- 
fore the  report  indicates  that  72.9%  of  union 
with  good  results  may  be  obtained  by  internal 


fixation  of  recognized  types  in  capable  hands 
and  under  ideal  conditions,  but  it  tells  noth- 
ing of  all  cases  of  fracture.  It  gives  no  clue 
to  those  who  are  inadequately  treated  or  not 
treated  at  all ; nor  does  it  give  information 
concerning  other  modes  of  attack  or  of  the 
value  of  combined  methods.  This  is  not  a 
criticism  of  the  report  for  the  conclusions 
were  based  only  upon  the  study  of  internal 
fixation  and  the  value  of  this  is  established, 
but  rather  of  the  interpretation  put  upon  it 
by  some  who  may  accept  it  without  proper 
consideration  and  insight.  Such  analysis  has 
made  for  a complacency  not  yet  justified. 
This  line  of  thought  leads  to  stagnation,  not 
to  steady  and  sure  progress. 

To  save  life,  to  obtain  reduction  and  to  as- 
sure union  is  the  ‘quod  erat  demonstrandum” 
of  the  problem.  Any  surgeon  of  experience 
can  frankly  state  that  knowledge  of  the  an- 
atomy and  visualization  of  the  mechancs  of 
the  hip  are  requisite  to  proper  treatment  and 
that  no  single  technique  is  infallible,  that 
non-union  may  appear  after  months  or  a year 
or  two  of  normal  use,  that  the  transcervical 
femoral  fracture  is  the  most  treacherous  of 
all  and  that  until  the  percentage  of  certain 
union  in  this  fracture  approaches  that  of 
fractures  elsewhere  in  the  skeleton,  the  prob- 
lem is  still  unsolved. 

Study  of  type  of  fracture  may  indicate  the 
method  of  approach.  The  valgus  fracture 
notably  does  well  with  internal  fixation.  Con- 
trasted to  this,  the  varus  type  does  poorly 
even  though  well  fixed.  Early  osteotomy 
may  be  indicated  in  comminuted  vanities,  or 
in  failure  of  complete  anatomical  reduction, 
open  operation  is  indicated. 

By  a judicious  selection  of  approach  in  con- 
junction with  a thorough  knowledge  of  the 
patient’s  physical  condition  we  may  hope  for 
real  advance.  iSuch  necessary  evaluation  or 
technical  operation  can  be  completed  success- 
fully only  in  a well  equipped  institution  and 
by  a surgeon  whose  skill  is  evidenced  by  as- 
sured, frequent  exposure  to  and  long  expe- 
rience with  this  injury.  This  opportunity 
should  be  available  to  most  cases,  since  care- 
ful transportation  with  good  splinting  is  not 
deleterious. 

Too  little  consideration  has  been  given  to 
the  fuller  aspects  of  the  individual  problem ; 
too  often  has  a fatalistic  attitude  ripened  to 
a harvest  of  disaster,  too  frequently  has  the 
patient  been  fitted  to  the  treatment  and  not 
the  treatment  to  the  patient. 
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By  far  the  most  dangerous  foe  we  have  to 
fight  is  apathy,  indifference  from  whatever 
cause,  not  from  a lack  of  knowledge,  but  from 
carelessness,  from  absorption  in  other  pur- 
suits, from  a contempt  bred  of  self-satisfac- 
tion. 

Based  on  science,  medicine  has  followed 
and  partaken  of  its  fortunes,  so  that  in  the 
great  awakening  which  has  made  the  nine- 
teenth and  twentieth  memorable  among  cen- 
turies, the  profession  received  a quickening 
impulse  more  powerful  than  at  any  period  in 
its  history.  With  the  sole  exception  of  the 


mechanical  sciences,  no  other  department  of 
human  knowledge  has  undergone  so  profound 
a change — a change  so  profound  that  we  who 
have  grown  up  in  it  have  but  slight  apprecia- 
tion of  its  momentous  character.  And  not 
only  in  what  has  been  actually  accomplished 
in  unravelling  the  causes  of  disease,  in  per- 
fecting methods  of  prevention,  and  in  whole- 
sale relief  of  suffering,  but  also  in  the  unload- 
ing of  old  formulae,  and  in  the  substitution 
of  the  scientific  spirit  of  free  inquiry  for  cast- 
iron  dogmas,  we  see  a promise  of  still  greater 
achievement  and  of  a more  glorious  future. 
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IN  THIS  ISSUE 


A COMPREHENSIVE  discussion  on  the 
fractured  hip  is  published  in  this  issue.  The 
paper  represents  a fracture  clinic  conducted 
by  Dr.  Guy  W.  Leadbetter  of  Washington, 
D.  C.,  before  the  last  annual  sessions  of  the 
Omaha  Mid-West  Clinical  Society.  Dr.  Lead- 
better  is  Professor  of  Surgery  at  George 
Washington  University  School  of  Medicine. 
You  will  find  the  paper  on  page 309 

MUCH  interest  has  been  shown  of  late  in 
thiouracil  therapy  for  hyperthyroidism.  Dr. 
Covey  and  his  associates  have  submitted  a 
discussion  on  the  subject.  It  is  published 
on  page 314 

ONE  of  the  lectures  at  the  last  annual 
session  of  the  Omaha  Mid-West  Clinical  So- 
ciety was  an  erythroblastosis  foetalis  by 
Charles  F.  Moon,  M.D.,  Associate  Professor 


of  Obstetrics  and  Gynecology  at  University 
of  Nebraska  College  of  Medicine.  Many  who 
heard  this  lecture  asked  that  it  be  published 
in  The  Journal.  It  is  on  page 318 

MEDICINE’S  interest  in  industrial  medi- 
cine has  grown  by  leaps  and  bounds.  At  this 
time  we  present  a short  discussion  on  the 
psychosomatic  approach  written  by  Dr.  R. 
Thornell  Mauer,  Associate  Professor  of  Sur- 
gery, Creighton  University  School  of  Medi- 
cine. See  page 320 

WE  ARE  indebted  to  Mr.  T.  A.  Filipi, 
Director,  Division  of  Sanitation,  State  De- 
partment of  Health,  for  a practical  treatise 
on  rat  control.  The  rat  has  become  a menace 
all  over  the  world,  and  no  community  is  free 
from  its  danger.  Read  the  article  on 
page . 322 


Thiouracil  in  the  Treatment  of  Hyperthyroidism 


With  Case  Reports 

GEORGE  W.  COVEY,  M.D.,  FLOYD  L.  ROGERS,  M.D. 
and  H.  H.  WHITLOCK,  M.D. 

Lincoln,  Nebraska 


We  have  had  the  privilege  of  using  thiou- 
racil* in  the  treatment  of  several  cases  of 
hyperthyroidism.  Inasmuch  as  the  drug  will 
undoubtedly  be  released  for  general  use  in 
the  future,  the  results  of  its  administration 
in  these  cases  may  be  interesting  to  others. 
It  is  with  this  in  mind  that  this  report  is  be- 
ing made. 

In  1941  it  was  pointed  out  by  the  Mack- 
enzies and  McCollum  (1>  that  sulfaguanadine 
induced  hyperplasia  of  the  thyroids  of  rats 
when  administered  to  them.  There  was  co- 
incident loss  of  colloid  from  the  glands.  Sim- 
ilar results  were  obtained  by  Richter  and 
Clisby(2)  when  theourea  or  its  derivatives 
were  administered  to  rats.  It  was  observed 
that,  in  these  animals,  there  was  a lowered 
basal  oxygen  consumption,  a decreased  rate 
of  growth  and  development  and  a diminished 
food  intake.  These  observations  led  to  the 
belief  that  these  chemicals  inhibited  the  pro- 
duction of  thyroid  hormone  and  that  the 
hyperplasia  of  the  thyroid  gland  was  in  the 
nature  of  a compensatory  reaction,  probab'y 
mediated  through  the  anterior  lobe  of  the 
pituitary  gland. 

In  1943  Astwood(3)  reviewed  the  subject 
and  reported  the  effect  of  administration  to 
human  subjects  both  with  and  without  hyp- 
erthyroidism. He  summarized  his  observa- 
tions as  follows: 

“The  daily  administration  of  1 to  2 grams 
of  thiourea  or  of  0.2  to  1.0  gram  of  thiou- 
racil to  hyperthyroid  persons  resulted  in  the 
relief  of  symptoms  and  the  return  to  normal 
of  the  serum  cholesterol  and  the  metabolic 
rate.  There  were  observed  a latent  period 
of  one  to  two  weeks  before  these  effects  oc- 
curred, a sustained  remission  during  treat- 
ment, and  a return  of  hyperthyroidism  when 
therapy  was  discontinued.” 

Other  reports  have  appeared  in  the  litera- 
ture since  the  paper  by  Astwood  all  of  which 
bear  out  his  main  conclusions,  but  none  of 
which  gives  us  much  additional  information 
as  to  the  fundamental  action  of  the  drug. 
The  complications  which  may  arise  have 

*The  supply  of  thiouracil  was  kindly  furnished  us  by  The 
Upjohn  Company  and  Eli  Lilly  and  Company. 
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been  stated  and  somewhat  more  has  been 
learned  about  the  dosage  required  to  produce 
satisfactory  clinical  results.  The  concomit- 
ant administration  of  dessicated  thyroid  sub- 
stance in  those  cases  which  show  a tendency 
to  further  enlargement  of  the  thyroid  has 
been  suggested. 

The  complications  for  which  one  should  be 
on  guard  are  morbilliform  rash,  urticaria, 
allergic  arthritis,  swelling  of  the  legs,  nausea 
and  vomiting,  enlargement  of  the  submaxil- 
lary glands,  agranulocytosis  and  additional 
enlargement  of  the  thyroid  gland.  Most  of 
these  are  rare  and  minor  in  seriousness.  If 
the  thyroid  enlarges  further,  it  is  said  that 
it  may  be  limited  by  the  administration  of  1 
to  IV2  grans  of  dessicated  thyroid  per  day. 
In  many  cases  the  gland  actually  diminishes 
in  size  because  the  epithelial  hyperplasia  re- 
sulting from  the  administration  of  thioura- 
cil does  not  equal  in  bulk  the  mass  of  the  col- 
loid which  is  lost  from  the  gland. 

Agranulocytosis  is  a rare  but  serious  com- 
plication of  the  administration  of  thiouracil. 
Mild  depressions  of  the  white  cell  count  and 
more  especially  of  the  granulocytes  may  oc- 
cur during  the  earlier  days  of  administra- 
tion and  prompt  return  to  normal  be  ob- 
served. In  these  cases  the  withdrawal  of  the 
drug  is  not  indicated  unless  the  fall  in  granu- 
locytes persists  or  increases.  If  no  pertinent 
change  occurs  in  the  leukocyte  count  during 
the  first  four  or  five  weeks,  one  may  safely 
be  less  vigilant.  Fatal  cases  of  agranulocy- 
tosis have  been  reported  at  much  later  peri- 
ods than  four  or  five  weeks,  but  it  is  my 
impression  that  the  dosage  in  these  cases 
has  been  higher  than  is  now  known  to  be  re- 
quired either  for  treatment  or  maintenance. 
The  latest  report  to  come  to  my  attention  is 
by  Ferrer,  Spain  and  Cathcart(4).  They  ad- 
ministered a total  of  113.6  grams  in  128  days. 
Their  dosage  for  a long  period  in  the  hos- 
pital was  1.2  grams  per  day  and  their  main- 
tenance dose  0.9  grams  per  day. 

Should  an  agranulocytic  reaction  in  the 
blood  occur  in  any  case  under  treatment  with 
thiouracil  or  any  of  the  related  drugs  now 
in  use  the  drug  should  be  discontinued  at 
once  and  permanently.  The  mode  of  produc- 
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tion  of  this  complication  is  not  known  but  by 
analogy  with  the  related  sulfa  drugs  it  is 
presumed  to  be  in  the  nature  of  a sensitiza- 
tion. If  this  be  true  the  giving  of  any  of 
the  ding  at  future  times  would  be  hazard- 
ous. 


The  following  are  brief  reports  of  three 
cases  of  hyperthyroidism  and  one  of  nodular 
goitre  which  we  have  treated  up  to  this 
time. 

CASE  1.  B.  J , a white  girl  of  eleven  years  was 
seen  by  Dr.  L.  H.  Hoevet  of  Chadron,  Nebraska  who 
made  the  diagnosis  of  hyperthyroidism.  On  De- 
cember 21,  1944  he  found  her  basal  metabolism 
rate  to  be  plus  71%.  He  administered  Lugol’s  so- 
lution and  phenobarbital  and  prescribed  rest  in  bed. 
Two  weeks  later  she  came  in  to  the  Lincoln  Hos- 
pital referred  to  one  of  us  by  Dr.  Roy  Peters. 

On  admission,  January  3,  1 94 5 , her  complaints 
were  of  extreme  nervousness,  palpitation,  head- 
aches, trembling  and  failure  to  gain  weight  regard- 
less of  insatiable  hunger  and  the  ingestion  of  large 
amounts  of  food.  She  tired  and  became  breathless 
on  very  moderate  exertion.  She  had  never  men- 
struated. These  symptoms  were  of  gradual  onset 
but  dated  back  at  least  six  months. 

On  physical  examination  at  admission  there  was 
marked  exophthalmos  with  widening  of  the  inter- 
palpebral  fissures  but  no  classical  Graef’s  sign.  The 
thyroid  was  large,  firm,  evenly  and  symmetrically 
enlarged,  and  a thrill  and  bruit  were  present  over 
the  lower  poles.  The  child  was  very  active,  rang- 
ing all  over  the  bed  and  out  and  into  bed  at  the 
slightest  occasion.  The  hands  and  forearms  showed 
a marked,  moderately  fine  tremor.  The  tongue  was 
tremulous.  The  temperature  was  99.4  F.,  and  the 
pulse  110  to  120.  The  blood  pressure  was  S 130 
and  D.  50.  A soft  systolic  murmur  was  audible  over 
most  of  the  precordial  area.  The  deep  reflexes  were 
hyperactive.  Secondary  sex  characters  were  not 
developed.  The  first  glance  at  this  patient  gave  the 
impression  of  classical  Graves’  disease. 

The  laboratory  studies  revealed  a hemoglobin  con- 
centration of  11.6  grams  per  100  ec.,  erythrocytes, 
4.57  millions  and  leukocytes,  10,000  per  cu.  mm. 
The  Schilling  count  was  not  remarkable.  The  urine 
had  a specific  gravity  of  1.025,  was  alkaline  and 
otherwise  negative.  The  basal  metabolism  rate  was 
plus  28%.  The  Wassermann  was  negative.  The 
sedimentation  rate  of  the  erythrocytes  was  7 mm. 
in  60  minutes.  Vaginal  epithelium  was  stained  for 
glycogen  and  found  to  contain  only  traces. 

The  patient  was  kept  in  bed  on  a high  calorie  diet 
and  the  administration  of  Lugol’s  solution  and  phe- 
nobarbital were  continued  until  January  16,  a total 
of  four  weeks.  At  that  time  her  basal  rate  had 
dropped  to  plus  14%.  Otherwise  there  was  no  clin- 
ical improvement.  The  original  weight  dropped 
from  71  pounds  (32.3  Kg.)  to  69.5  pounds  (31.6  Kg.) 
and  then  she  gained  1.75  pounds  (0.8  Kg.)  leaving 
it  essentially  unchanged.  Btecause  of  her  failure 
to  improve  and  because  it  seemed  desirable  to  carry 
her  through  puberty  without  operative  interference 
if  possible,  she  was  put  on  thiouracil. 

Since  she  had  taken  iodine  for  some  time,  the 
overlap  method  wTas  used,  as  has  been  recommended, 


that  is,  iodine  was  continued  and  thiouracil  adminis- 
tration was  begun.  The  iodine  was  gradually  re- 
duced over  a period  of  one  week. 

Nowhere  have  we  found  the  dose  of  thiou- 
racil stated  for  children.  It  was  therefore 
given  in  proportion  to  weight,  or  half  the 
recommended  dosage  for  the  average  sized 
adult.  This  was  0.1  gram  three  times  a day. 

At  the  end  of  a week  the  basal  rate  had 
dropped  to  plus  8%  but  more  significantly, 
the  weight  had  risen  to  76  pounds,  a gain  of 
3%  pounds  (1.7  Kg)  and  the  pulse  was  96. 
She  was  then  permitted  to  leave  the  hos- 
pital for  a week  but  on  a dosage  reduced  to 
0.1  gm.  twice  a day.  Upon  her  return  for  a 
check-up,  the  basal  rate  was  plus  11%  but 
the  weight  had  gone  up  5 pounds,  (2.27  Kg), 
to  81  (36.8  Kg),  the  appetite  had  diminished, 
she  was  calm,  the  exophthalmos  had  distinct- 
ly receded.  The  pulse  had  not  changed. 
When  not  stimulated  it  was  in  the  range  of 
90  to  100  but  upon  any  stimulation  it  would 
rise  to  120. 

She  was  then  dismissed  from  the  hospital 
on  0.1  gm.  three  times  daily  and  permitted 
moderate  activity.  She  was  observed  at 
weekly  intervals.  Up  to  March  third  she  had 
gained  to  88  pounds  (40  Kg),  a total  of  19 
pounds  (8.64  Kg).  The  pulse  was  regularly 
in  the  90  range.  The  basal  rate  had  dropped 
to  minus  4%.  On  April  10,  three  months 
after  starting  the  administration  of  thiou- 
racil, her  pulse  is  of  normal  rate  and  her 
weight  92  pounds  (41.8  Kg). 

White  cell  and  differential  counts  were 
made  at  intervals  of  three  days  for  the  first 
two  weeks  and  once  a week  thereafter.  At 
no  time  was  there  any  suggestion  of  a di- 
minished number  of  granulocytes.  It  is  as- 
sumed, therefore,  that  there  is  practically  no 
further  danger  of  such  a complication  in  this 
case. 

The  one  feature  which  has  not  responded 
in  this  girl  is  the  goitre.  It  has  not  dimin- 
ished in  size  and  we  are  under  the  impression 
that  it  is  slightly  larger  than  at  the  begin- 
ning of  treatment.  She  has  now  been  given 
small  and  increasing  amounts  of  dessicated 
thyroid  and  will  be  observed  at  intervals  to 
determine  its  effect  on  the  goitre. 

CASE  II.  Carl  W.  A married  white  farmer,  age 
42,  had  a short  period  of  diarrhoea  in  August,  1944. 
Following  this  he  developed  nervousness,  fatigue, 
weakness  and  cramping  in  the  legs,  loss  of  weight, 
7 pounds  (3.2  Kg),  with  a very  good  appetite,  en- 
largement of  the  neck,  warm  sweaty  skin,  pain  in 
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the  eyes,  and  insomnia.  He  was  seen  on  January  8, 
1945  with  the  above  symptoms  and  at  that  time 
stated  that  palpitation  had  supervened  in  the  past 
two  or  three  weeks  with  exaggeration  of  the  other 
symptoms.  For  three  months  there  had  also  been 
frequency  of  urination,  increased  urine  output,  and 
nocturia. 

He  was  of  normal  weight  with  a warm  flushed 
skin,  pulse  of  100  and  blood  pressure  of  170/80. 
There  was  slight  exophthalmos  and  a positive  von 
Graef’s  sign.  There  was  uniform  enlargement  of 
the  thyroid  gland,  and  a definite  bruit  was  heard. 

There  was  sugar  in  the  urine,  a leukopenia  of 
4800  leukocytes  with  a relative  lymphocytosis  of 
53%.  The  basal  metabolism  rate  was  plus  77%. 

It  was  assumed  at  first  that  the  sugar  in  the 
urine  was  incidental  to  the  hyperthyroidism,  but 
later  it  was  determined  that  he  had  a true  diabetes 
mellitus. 

This  patient  was  hospitalized  on  January  9,  1945 
for  treatment.  After  three  days  in  the  hospital  un- 
der sedation  the  B.M.R.  was  plus  59%.  Thiouracil 
administration  was  begun  on  January  13,  1945.  Aft- 
er twelve  days  on  thiouracil  the  basal  metabolic 
rate  was  plus  31%  and 'a  week  later  it  was  plus 
11%.  The  weight  dropped  from  the  initial  142 
pounds  (65  Kg)  to  128.5  pounds  (59  Kg),  regard- 
less of  the  decline  in  metabolic  rate. 

This  man  was  observed  for  any  signs  of  agranu- 
locytic response  and  none  was  observed. 

Since  dismissal  from  the  hospital  he  has 
continued  to  feel  well  and  has  regained  his 
former  weight.  His  diabetes  is  still  present 
but  under  adequate  control.  Practically  all 
of  his  symptoms  and  signs  have  diminished 
or  disappeared.  The  thyroid  has  distinctly 
diminished  in  size  without  resort  to  the  ad- 
ministration of  thyroid  extract. 

CASE  III.  Mrs.  Edith  S.  White  married  woman 
of  50  years.  This  woman  was  admitted  by  the  urolo- 
gist on  February  7,  1945  for  the  treatment  of  an 
ulcer  of  the  bladder.  It  was  noted  that  she  was 
nervous  and  restless  and  that,  following  an  attack 
of  diarrhoea  in  September  of  1944,  she  had  lost  18 
pounds  (8.2  Kg)  in  weight.  This  was  accompanied 
by  “hot  flashes”  and  other  symptoms  which  were 
attributed  to  the  menopause. 

Upon  examination  the  pulse  was  found  to  be  128 
and  the  blood  pressure  140/78.  There  was  a defi- 
nite tremor  of  the  fingers.  She  was  obviously  rest- 
less and  nervous  and  there  was  grade  1 enlarge- 
ment of  the  thyroid  gland.  There  were  no  abnormal 
eye  signs. 

Laboratory  investigation  of  the  blood  and  urine 
revealed  nothing  of  importance.  The  basal  meta- 
bolism rate  was  plus  52%,  plus  48%  and  plus  69% 
in  three  determinations  on  two  successive  days. 

After  nine  days  on  0.2  gm.  of  thiouracil  twice  a 
day  the  basal  metabolic  rate  had  fallen  to  plus  16% 
and  the  pulse  was  100.  At  the  end  of  another  week 
the  pulse  was  72,  she  was  comfortable,  up  and 
about  the  halls  and  was  dismissed  on  a maintenance 
dose  of  0.1  gram  twice  a day. 

Blood  counts  taken  every  three  days  at 


the  beginning  of  treatment  and  less  fre- 
quently thereafter,  revealed  no  evidence  of 
untoward  effect  of  the  drug  on  the  bone 
marrow. 

CASE  IV.  Mrs.  Mary  H.,  a white  woman  of  67 
had  a thyroidectomy  because  of  hyperthyroidism  in 
1915  and  again  in  1918. 

For  the  past  six  years  there  has  been  slow,  prog- 
ressive enlargement  of  the  remaining  thyroid  tissue 
in  the  left  side  of  the  neck.  This  has  been  accom- 
panied by  a feeling  of  tightness  in  the  throat,  ner- 
vousness, emotionalism,  and  feelings  of  increased 
warmth.  There  has  been  a gain  in  weight. 

Her  pulse  was  80  and  the  blood  pressure  150/70. 
There  were  no  exophthalmos  or  other  classical  eye 
signs  of  toxic  goitre.  There  was  marked  enlarge- 
ment of  the  left  lobe  of  the  thyroid  and  it  was  nod- 
ular. The  heart  was  regular  and  not  enlarged. 
There  was  a systolic  murmur  at  the  apex. 

Laboratory  investigations,  including  blood  count, 
urinalysis  and  Wassermann,  were  all  within  the 
normal  range.  The  basal  metabolism  rate  wras  minus 
14%. 

This  patient  was  given  thiouracil  at  the 
request  of  the  surgeon  and  under  protest 
that  it  would  prove  useless.  There  resulted 
no  change  in  weight  and  no  remarkable  al- 
teration in  her  condition,  symptoms  or  phys- 
ical findings.  After  taking  the  drug  for  a 
considerable  time,  under  the  usual  control 
observations,  there  are  still  no  objective 
signs  of  improvement  but  the  patient  is  very 
positive  that  she  feels  a great  deal  better.  It 
seems  difficult  to  distinguish  between  the 
psychic  response  to  a new  drug  and  actual 
improvement,  but  this  is  obviously  not  the 
type  of  case  in  which  one  may  expect  satis- 
factory improvement,  if  any  at  all. 

It  has  not  yet  been  determined  that  the 
use  of  thiouracil  may  replace  surgery  in  the 
treatment  of  hyperthyroidism.  In  case  it 
is  used  only  as  a preoperative  type  of  treat- 
ment it  has  certain  advantages  over  previ- 
ous methods.  It  has  been  stated  in  the  lit- 
erature that  preoperative  preparation  with 
this  drug  has  been  successfully  carried  out 
while  the  patient  has  worked  at  his  usual 
occupation.  This  has  reduced  the  period  of 
hospitalization  and  the  cost  of  the  treatment. 

When  thiouracil  causes  the  basal  metabo- 
lism to  fall  to  normal  and  the  signs  and 
symptoms  of  hyperthyroidism  to  disappear, 
it  is  because  the  production  of  thyroxin  has 
been  reduced.  The  thyroid  gland,  while  it 
may  be  hyperplastic,  does  not  contain  thy- 
roxin which  may  be  released  at,  or  following 
operation.  In  this  manner  the  crises  which 
sometimes  occur  in  the  post-operative  period 
are  absent. 
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The  “iodine-fast”  case  of  hyperthroidisrn 
will  respond  to  thiouracil,  thus  this  small 
group  of  cases  may  be  more  safely  and  ex- 
peditiously cared  for. 

Individuals  who  suffer  from  hyperthyroid- 
ism and  some  other  disease  which  makes  op- 
erative interference  hazardous,  may  be  treat- 
ed with  this  drug  even  if  it  should  prove  a 
poor  substitute  for  surgical  treatment. 
Those  individuals  who  refuse  to  be  operated 
upon  fall  into  this  same  class. 

Individuals  in  whom  the  operative  treat- 
ment should  be  delayed  for  any  reason  may 
be  carried  on  a maintenance  dose  of  thiou- 
racil until  such  time  as  operation  is  desirable. 
The  first  case  in  our  report  is  of  such  a na- 
ture. Here  the  object  is  to  permit  this  girl 
to  establish  her  normal  menstrual  function 
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and  then,  if  it  still  seems  necessaary  or  wise, 
the  operation  may  be  performed. 

It  is  by  no  means  proven  that  the  adminis- 
tration of  this  drug  may  not  replace  surgical 
treatment.  In  fact,  the  literature  seems  to 
point  to  this  possibility. 
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STUDY  SHOWS  COMMON  COLD  HITS  WHITE 
COLLAR  WORKERS  HARDEST 

The  common  cold  affects  more  women  than  men, 
and  hits  office  employees  much  harder  than  factory 
workers,  according  to  a two-year  study  conducted 
by  Joseph  H.  Kler,  M.D.,  of  New  Brunswick,  N.  J. 

Dr.  Kler’s  report,  appearing  in  the  June  issue  of 
Archives  of  Otolaryngology,  published  by  the  Amer- 
ican Medical  Association,  covers  basic  and  detailed 
facts  about  the  occurrence  of  the  common  cold  in  in- 
dustry which,  he  said,  is  responsible  for  more  than 
one  third  of  the  total  number  of  days  lost  in  Ameri- 
can factories.  Colds  cause  a loss  of  100  million 
working  days  each  year  with  the  annual  cost  run- 
ning up  to  two  billion  dollars. 

Dr.  Kler  undertook  his  study  in  order  to  ap- 
praise the  cold  situation  in  industry  as  a general 
problem  rather  than  as  a disease  problem.  “In 
other  words,”  he  stated,  “I  wanted  to  approach  this 
as  a production  problem  and  study  it  objective- 
ly.” Reports  and  tabulations  were  made  week  by 
week  during  the  entire  two  years. 

Assisting  in  the  survey  was  Dr.  H.  L.  Daiell,  of 
the  Johnson  and  Johnson  Research  Foundation,  who 
organized  and  supervised  the  procurement  of  data 
among  the  employees  of  the  various  Johnson  and 
Johnson  plants  located  in  the  East  and  Midwest. 

Dr.  Kler’s  study  disclosed  that: 

1.  There  is  a definite  pattern  to  the  incidence 
of  colds,  with  the  highest  peak  in  December  and 
the  lowest  in  July. 

2.  The  incidence  of  colds  was  consistently  higher 
in  Chicago  than  in  the  East,  especially  during  the 
summer  months. 

3.  There  is  a definite  correlation  between  tem- 
perature and  the  onset  of  colds,  every  sudden  drop 
in  temperature  being  followed  in  a day  or  two  by 
a rise  in  the  number  of  colds. 


4.  The  highest  incidence  of  colds  was  found  in  the 
age  group  20  to  29  years  and  the  lowest  in  the  age 
group  above  50  years.  However,  the  percentage  of 
time-losing  colds  increased  with  age — 17.2  per  cent 
in  the  group  who  were  under  20  years  to  26.8  per 
cent  in  the  group  who  were  50  years  of  age  and  over. 

5.  There  were  more  colds  among  women  than 
among  men.  In  New  Jersey  there  were  more  colds 
among  women  throughout  the  year,  while  in  Chi- 
cago women  had  more  colds  only  in  winter  months, 
although  the  total  for  the  year  was  still  higher 
for  the  women. 

6.  There  were  consistently  more  colds  among 
office  employees  than  among  factory  workers. 

7.  There  were  fewer  colds  in  air  conditioned 
plants,  With  the  incidence  of  colds  highest  in  drafty 
places. 

8.  More  colds  start  on  Monday  than  on  any  other 
day  of  the  week,  this  being  especially  true  of  colds 
among  men. 

9.  Posture  is  an  important  factor,  with  the  inci- 
dence and  severity  of  colds  lowest  among  those 
whose  work  necessitates  walking  about  most  of  the 
time. 

10.  Smoking  apparently  has  little  effect  on  colds. 

“A  notable  difference  exists  between  the  New 

Jersey  and  the  Chicago  plants,”  Dr.  Kler  said.  “In 
the  latter  much  more  attention  is  paid  to  the  treat- 
ment. This  probably  is  the  explanation  for  the 
lower  time  loss  in  the  Chicago  plants  even  though 
the  incidence  and  the  severity  of  the  colds  is  high- 
er than  in  the  East.” 

Four  and  two-tenths  days  per  thousand  working 
days  were  lost  in  New  Jersey  because  of  colds 
and  three  and  one-tenth  days  per  thousand  work- 
ing days  in  Chicago.  Absenteeism  due  to  colds  was 
twice  as  high  in  offices  as  in  factories,  six  and  nine- 
tenths  days  and  three  and  two-tenths  days  respec- 
tively. 


Erythroblastosis  Foetalis* 

CHARLES  F.  MOON,  M.D. 
Omaha,  Nebraska 


A healthy  young-  woman,  following-  an 
uneventful  first  pregnancy  and  delivery  of  a 
normal  infant,  finds  her  second  pregnancy 
terminated  in  a large,  edematous  baby.  The 
infant  is  either  dead,  or  dies  a few  hours 
after  birth. 

Another  woman,  the  mother  of  a healthy 
two-year-old  child,  becomes  pregnant,  and 
after  having  felt  life,  during  the  seventh 
month  of  her  pregnancy  you  discover  that 
she  is  carrying  a dead  baby. 

A third  woman  becomes  pregnant;  she 
carries  the  baby  five  or  six  months,  goes  in- 
to labor,  and  you  deliver  a macerated  fetus. 
You  reassure  her  that  there  was  nothing  to 
fear  in  her  next  pregnancy,  but  she  repeats 
the  abortion  in  the  same  manner,  perhaps 
a month  earlier. 

A fourth  woman  without  rhyme  or  reason, 
gives  birth  to  a puny,  jaundiced  baby  who 
either  dies  a few  days  after  birth,  or  follow- 
ing a stormy  period  of  fever,  sepsis,  and  de- 
hydration, thanks  to  your  heroic  efforts,  sur- 
vives and  soon  begins  to  thrive. 

A fifth  example  is  the  woman  who,  as  far 
as  any  one  could  tell  from  the  prenatal  his- 
tory, is  expected  to  give  birth  to  a normal 
infant,  yet  when  the  time  comes,  you  deliver 
a baby  who  appears  anything  but  healthy. 
It  is  pale,  icteric  and  listless.  It  may  sur- 
vive or  die  depending  on  your  effective 
therapy. 

You  will  agree  with  me,  I am  sure,  that 
these  are  not  just  hypothetical  cases.  It  is 
true,  and  fortunate,  that  we  do  not  en- 
counter these  problems  every  day.  Yet  I 
venture  to  say  there  is  not  a man  in  this 
room  who  has  practiced  obstetrics  for  a rea- 
sonable length  of  time  and  who  has  not  at 
one  time  or  another  been  faced  with  one  or 
several  of  these  conditions. 

For  years  we  looked  upon  these  cases  as 
a mystery.  Every  obstetrician  had  his  pet 
theory  by  which  he  explained  the  phenomenon 
to  his  students.  The  practitioner  had  to  ex- 
plain it  the  best  he  could  to  the  parents.  The 
question  as  to  future  pregnancies  was  al- 
ways a dilemma.  In  the  absence  of  knowl- 

♦Lecture  delivered  before  the  Omaha  Mid-West  Clinical 
Society,  October,  1944. 
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edge  on  the  cause,  how  could  any  one  pre- 
dict the  outcome? 

Earlier  in  this  century  there  was  some 
clue  as  to  the  possible  etiological  factor  in 
these  cases.  Hematologists  suspected  some 
blood  dyscrasia.  One  theory  had  it  that  the 
maternal  hormone  for  stimulation  of  fetal 
blood  formation  was  exhausted.  Another, 
that  the  fetus  was  sensitized  to  the  mother’s 
blood. 

In  1940  Landsteiner  and  Wiener  demon- 
strated Rh  factor  in  the  red  blood  cells  of 
human  beings.  The  discovery  was  made 
through  an  agglutinin  developed  in  rabbits 
by  injecting  blood  from  a macasus  rhesus 
(hence  Rh)  monkey.  They  tested  human 
blood  with  this  agglutinin  and  found  a new 
substance  in  the  red  cells.  This  new  sub- 
stance they  named  the  Rh  factor.  About 
86%  of  human  bloods  show  the  presence  of 
this  (Rh)  factor.  They  are  said  to  be  Rh  posi- 
tive. 14%  do  not  show  the  Rh  factor;  they 
are  designated  as  Rh  negative.  The  agglu- 
tinin is  called  the  anti-Rh  agglutinin.  In 
1941  Levine,  Katzin,  and  Burnham  first 
called  attention  to  this  agglutinin  as  a de- 
structive antibody  responsible  for  erythro- 
blastosis fetalis. 

It  is  believed  that  the  destructive  process 
is  based  on  well  recognized  immunological 
principles.  An  Rh-negative  mother  carrying 
an  Rh-positive  fetus,  through  a break  in  the 
placental  barrier  becomes  sensitized  to  the 
Rh-positive  blood.  The  result  is  an  elabora- 
tion of  anti-Rh  agglutinins.  These  are  re- 
transmitted to  the  fetus  through  the  circu- 
lation and  the  hemolytic  process  sets  in. 

The  first  pregnancy  in  such  a family  usual- 
ly yields  a normal  infant.  This  is  probably 
due  to  the  fact  that  the  mother  has  not  been 
sufficiently  sensitized  to  produce  the  anti-Rh 
agglutinins,  or  that  the  quantity  of  the 
fateful  substance  is  insufficient,  or  that  the 
placental  barrier  does  not  allow  the  anti-Rh 
factor  to  permeate,  thus  preventing  a de- 
structive process.  Subsequent  pregnancies 
however,  often  end  in  abortion,  fetal  death, 
or  erythroblastosis  fetalis. 

The  term  erythroblastosis  fetalis  is  a com- 
posite of  what  were  formerly  considered 
three  separate  diseases  of  the  newborn 
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period:  hydrops  fetalis,  icterus  neonatorum 
gravis,  and  congenital  anemia  of  the  new- 
born. Indeed  most  authorities  consider  the 
condition  as  a hemolytic  process  and  there- 
fore designate  it  as  “Acute  hemolytic  anemia 
of  the  newborn.”  This  is  a logical  concept 
which  lends  itself  to  a more  practical  clinical 
consideration.  Basically  it  is  a hemolytic 
process  in  which  hydrops  fetalis,  icterus 
gravis  neonatorum  gravis,  and  congenital 
anemia  represent  in  order  named,  the  degree 
of  severity  of  the  hemolysis. 

How  can  the  condition  be  prevented? 
Theoretically  the  answer  is  simple.  An  Rh- 
negative  woman  should  not  marry  an  Rh- 
positive  man.  Practically  there  are  difficul- 
ties which  need  no  emphasis  here.  They  are 
too  obvious.  Imagine  yourself,  even  if  you 
had  the  opportunity,  telling  an  Rh-negative 
young  lady  in  love,  “Don’t  marry  the  man ; 
he  is  Rh-positive.” 

In  advising  these  couples  on  pregnacy  and 
its  hazards  one  should  bear  in  mind  that  not 
all  of  these  conditions  end  disastrously.  We 
have  all  seen  infants  with  icterus  gravis  and 
with  congenital  anemia  get  well;  nor  is  hy- 
drops fetalis  uniformly  fatal.  They  are  all 
serious  conditions  to  be  sure,  which  in  many 
instances  call  for  a doubtful,  if  not  grave 
prognosis.  All  these  possibilities  should  be 
explained  to  the  prospective  parents.  On  the 
other  hand,  a woman  who  has  gone  through 
two  or  more  pregnancies  ending  in  stillbirths 
or  abortions,  in  the  presence  of  a negative 
Rh,  should  be  spared  the  ordeal  of  repeated 
tragedy,  if  it  is  at  all  possible.  The  admin- 
istration of  estrogenic  hormone  to  these 
women  is  both  expensive  and  futile. 

The  treatment  of  the  infant  presenting  the 
syndrome  of  erythroblastosis  fetalis  is  more 
a pediatric,  than  an  obstetrical  problem,  al- 
though the  obstetrician  must  be  able  to 
recognize  it.  Generally  the  essential  pro- 
cedure is  transfusion  of  Rh-negative  blood. 

Not  all  writers  agree  on  the  importance  of 
Rh-negative  blood  for  transfusing  these  in- 
fants . Some  argue  that  the  addition  of  Rh- 
negative  blood  indeed  aggravates  the  situa- 
tion, particularly  if  maternal  blood  be  used. 
It  increases  hemolysis.  These  writers  be- 
lieve that  Rh-positive  blood  in  decent  quan- 
tity has  a tendency  to  dilute  the  anti-Rh  fac- 
tor, and  thus  minimize  the  hemolytic  process. 
As  a matter  of  fact  cases  now  on  record  who 
have  recovered,  would  indicate  that  either 
type  may  be  used.  It  is  my  impression  that 


where  the  hemolytic  process  is  mild,  recov- 
ery may  be  expected  regardless  of  whether 
Rh-positive  or  Rh-negative  blood  was  used 
in  transfusion. 

Attention  to  general  nutrition  and  com- 
bating symptoms  which  threaten  the  life  of 
the  infant,  particularly  hemorrhage,  and/or 
cyanosis  are  obviously  necessary  supportive 
measures  of  an  emergency  nature. 

CASE  REPORTS 

Case  I.  Clarkson  Hospital.  Dr.  Chas.  Moon 
Mrs.  J.  B.  Age  22.  One  healthy  child  2%  years. 
Anemia  and  oedema.  8V2  months  pregnant.  B.  P. 
110/70.  Urine  normal.  Transfusion.  Severe  re- 
action. Temp.  104.  Then  given  iron,  etc.  Hemo- 
globin 60%  at  term.  Delivery,  jaundiced  child. 
Child  became  anemic.  25%  Hemoglobin.  No  nu- 
cleated reds.  Died  on  6th  day.  Mother  blood  group 
B Rh  negative.  Healthy  child  group  A Rh  posi- 
tive. Father  Rh  positive. 

Case  II.  Immanuel  Hospital.  Dr.  Earl  Sage 
Mrs.  H.  N.  Age  25.  First  child  delivered  June  6, 
1941  at  another  hospital.  Secondary  anemia.  Blood 
transfusion.  Husband’s  blood.  Severe  reaction.  In 
bed  three  months  following  delivery.  Second 
pregnancy  long  labor.  Transfusion  considered,  then 
discovered  Mrs.  N.  type  A and  Rh  negative.  Hus- 
band Type  A and  Rh  positive  and  transfusion  not 
given.  Both  children  Rh  negative. 

Case  III.  Clarkson  Hospital.  Dr.  Chas.  Moon 
Mrs.  X Group  a Rh  negative.  Father  group  A 
Rh  positive.  First  child  died  4th  day.  Jaundiced. 
Second  child  jaundice  at  birth  group  A Rh  negative. 
Transfusion  and  recovery.  Third  child  normal  at 
birth  group  A Rh  positive.  4th  child  jaundiced  after 
12  hours  from  birth.  Was  Rh  negative.  Group  A 
died  10th  day. 

Case  IV.  Methodist  Hospital.  Dr.  David  Findley 
Mrs.  B.  Age  31.  Gravida  3.  Two  spastic  chil- 
dren. Some  bleeding  at  6 months.  Hemoglobin 
50%.  Went  home  and  improved.  Then  at  8V2 
months  re-entered,  hemoglobin  70%.  Bleeding,  etc. 
Cesarean.  Accessory  lobe  of  placenta.  Given  500 
cc.  whole  blood  and  marked  reaction.  Sister-in-law 
gave  blood  and  later  found  to  be  Rh  positive.  Sec- 
ond transfusion  all  o.k.  and  later  donor  found  to 
be  Rh  negative.  Husband  was  Rh  positive,  and  Pt. 
Rh  negative. 

Case  V.  St.  Joseph’s  Hospital.  Dr.  M.  Grier 
Mrs.  S.  H.  Age  37.  Repeated  miscarriages  2% 
months  since  birth  of  child  26  months  previous. 
This  child  normal.  Patient  found  to  be  Rh  negative 
and  husband  Rh  positive. 

Case  VI.  Clarkson  Hospital.  Dr.  R.  Luikhart 
Pt.  32.  At  6 months  placenta  praeva.  Hemo- 
globin 60%  and  patient  was  given  transfusion,  shock, 
temperature,  rapid  pulse,  etc.  Then  was  given  an- 
other transfusion  with  no  upset.  Third  transfusion 
given  with  third  donor  and  no  complications.  It 
was  then  determined  that  patient  was  Rh  negative 
and  first  donor  was  Rh  positive,  but  by  happen- 
stance the  second  and  third  donor  were  both  Rh 
negative  and  the  husband  found  to  be  Rh  positive. 

(References  in  reprints) 


The  Psychosomatic  Approach  in  Industrial  Surgery 

R.  THORNELL  MAUER,  M.D.,  F.A.C.S. 

Omaha,  Nebraska 


The  viewpoint  that  will  accept  illness  or 
injury  as  “real”  only  when  it  involves  tissue 
pathology  should  be  obsolete,  nevertheless 
many  insurance  companies  as  well  as  physi- 
cians seem  to  be  indifferent  to  the  nature  of 
psychoneurotic  illness.  The  insurance  com- 
pany may  either  continue  to  make  disability 
payments  without  endeavoring  to  treat  or 
cure  the  patient’s  affection,  thereby  push- 
ing him  down  to  lasting  invalidism,  or  will 
send  him  to  various  specialists  to  try  to  have 
the  patient  declared  a malingerer  in  order  to 
stop  his  payments. 

The  organic  tradition  is  still  so  strong  in 
medicine  that  there  are  many  physicians 
who  pride  themselves  upon  their  unwilling- 
ness to  concede  the  absence  of  physical  dis- 
ease when  dealing  with  an  obscure  illness  or 
injury.  After  the  multitudinous  laboratory 
procedures  are  completed,  with  negative 
findings,  the  physician  in  discussing  such  a 
patient  will  be  apt  to  say,  “But  there  must  be 
something  the  matter;”  meaning,  that  future 
researches  may  uncover  some  hitherto  hid- 
den cause — either  infectious,  allergic,  en- 
docrine or  metabolic.  In  other  instances,  the 
physician  may  say  that  the  case  is  either 
organic  or  functional.  This  physician  ob- 
tains: 

1.  Laboratory  studies. 

2.  Physical  examination. 

3.  Bare  facts  of  medical  history. 

4.  Diagnosis  by  exclusion. 

Organic  disease  having  been  excluded,  the 
patient  is  told  that  his  trouble  is  functional. 

If  the  physician  has  the  psychosomatic  ap- 
proach, the  following  routine  is  carried  out: 

1.  Laboratory  studies. 

2.  Physical  examination. 

3.  Bare  facts  of  medical  history. 

4.  Personality  study. 

5.  Psychosomatic  diagnosis  and  treat- 
ment. 

Instead  of  viewing  this  case  as  either  or- 
ganic or  functional,  he  endeavors  to  find  out 
how  much  of  the  problem  is  emotional  and 
how  much  is  physical,  not  by  excluding  or- 


ganic disease  in  order  to  make  a diagnosis 
of  functional  disorder  but  rather  by  investi- 
gating adequately  the  life  situation  of  the 
patient  and  studying  his  emotional  life,  as 
well  as  endeavoring  to  find  out  if  there  is 
associated  organic  trouble. 

The  following  case  report  illustrates  the 
necessity  of  psychosomatic  diagnosis  and 
treatment  in  certain  cases  of  industrial  in- 
jury. 

Mrs.  C.  S.,  married,  age  37,  a war-worker  and 
mother  of  two  children,  stated  that  while  working 
at  the  plant  June  26,  1944,  she  lifted  a 150  pound 
object  from  the  bench  and  immediately  felt  a sharp 
pain  in  the  lower  left  quadrant  of  the  abdomen, 
which  radiated  back  to  the  region  of  the  first  lum- 
bar vertebra.  Later,  the  pain  radiated  to  the  upper 
part  of  the  thigh  on  it’s  inner  aspect.  The  plant 
physician  gave  the  patient  some  capsules  for  relief 
of  pain.  Relief  was  not  obtained  and  patient  con- 
tinued to  have  pain  in  the  same  location.  Two  weeks 
later,  she  became  quite  nervous  and  developed  in- 
somnia, nocturia,  polymenorrhea,  and  a fear  that 
something  might  be  torn  loose  in  the  lower  left  ab- 
domen. The  menstrual  periods  had  previously  been 
regular  and  normal,  the  last  period  oceuring  June 
5,  1944.  The  polymenorrhea  commenced  about  July 
9,  1944. 

The  patient  was  sent  by  the  insurance  carrier  to  a 
gynecologist  for  examination  and  diagnosis.  The 
gynecologist  reported  that  he  could  find  no  organic 
trouble,  that  he  could  only  suspect  a torsion  of  the 
left  ovary  and  Fallopian  tube  and  ascribed  the  nerv- 
ous symptoms  to  perhaps  the  climacteric.  No  treat- 
ment was  given  as  the  insurance  carrier  merely 
asked  for  a diagnosis. 

The  patient  continued  to  become  more  nervous. 
The  pain  in  the  left  lower  abdomen  did  not  diminish. 

The  insurance  carrier  next  sent  the  patient  to  an 
internist  who  made  quite  an  extensive  investigation 
and  many  laboratory  studies.  His  conclusion  was 
that  there  was  no  organic  trouble  present,  and,  mak- 
ing a diagnosis  by  exclusion,  he  stated  that  her 
trouble  was  functional.  She  was  given  sedation, 
without  relief. 

In  the  meantime,  the  insurance  carrier  told  the 
patient  that  the  examining  physicians  could  find  no 
evidence  of  injury  and  therefore  compensation  was 
refused.  She  stated  she  could  make  more  money 
working,  did  not  desire  compensation,  all  she  wanted 
was  to  get  well  and  asked  the  carrier  for  permis- 
sion to  have  her  family  doctor  treat  her.  The  com- 
pany agreed  and  I first  saw  this  patient  August  25, 
1944,  two  months  after  the  accident. 

Torsion  of  left  tube  and  ovary  was  ruled  out  im- 
mediately, as  I had  performed  a left  salpingo- 
oophorectomy  on  this  patient  in  1937.  The  patient’s 
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chief  concern  was  the  idea  that  adhesions  might 
have  been  “torn  loose”  at  the  site  of  the  previous 
operation,  and  that  the  polymenorrhea  indicated 
uterine  damage.  She  displayed  a great  deal  of 
anxiety. 

Physical  examination  revealed  no  evidence  of  deep 
tenderness  in  the  lower  left  quadrant  or  muscle 
rigidity. 

The  pinch  test  and  slight  stroking  of  the  skin 
caused  severe  pain  over  an  area  extending  about 
3 cm.  above  and  parallel  to  Poupart’s  ligament, 
ending  in  the  midline.  There  was  also  a triangular 
area  of  hyperesthesia  high  up  to  the  inner  aspect  of 
the  thigh.  These  areas  corresponded  to  the  distribu- 
tion of  the  twelfth  dorsal  and  first  lumbar  nerves. 
Paravertebral  pressure  on  the  left  side  revealed 
definitely  tender  points  in  the  region  of  the  twelfth 
dorsal  and  first  lumbar  dermatomes. 

A diagnosis  was  made  of  a segmental  neuralgia 
of  the  twelfth  dorsal  and  first  lumbar  nerves  follow- 
ing a dorso-lumbar  sprain  and  polymenorrhea  of 
psychogenic  origin. 

Paravertebral  injection  of  10  cc.  eucupain  at  the 
twelfth  dorsal  and  10  cc.  eucpain  at  the  first  lum- 
bar vertebra  gave  almost  immediate  relief  of  pain. 
The  patient  was  then  re-assured  and  told  that  her 
symptoms  of  insomnia,  nocturia  and  polymenor- 
rhea were  due  to  her  extreme  anxiety  about  a con- 
dition which  did  not  exist.  One  week  later,  there 
was  marked  improvement.  At  this  time,  paraverte- 
bral injections  were  again  carried  out.  The  pa- 
tient went  back  to  wrork  September  10,  1944  and  the 
periods  have  been  regular  since  that  time. 


SUMMARY  AND  COMMENT 

The  importance  of  psychosomatic  diag- 
nosis and  treatment  in  cases  of  industrial  in- 
jury is  stressed  and  an  illustrative  case  is 
given.  The  consideration  of  the  emotional  as 
well  as  the  physical  factors,  with  appropriate 
treatment  in  any  given  case  of  industrial 
injury,  should  shorten  the  length  of  total 
disability. 

Segmental  neuralgia  in  cases  of  dorso- 
lumbar  sprain  occurs  quite  often.  Dr.  J.  B. 
Carnett  in  1926,  first  drew  attention  of  the 
profession  to  the  role  of  segmental  neuralgia 
as  a cause  of  abdominal  pain  tenderness. 

Paravertebral  injection  of  novocain  will 
give  such  instant  relief  in  segmental  neural- 
gia that  the  procedure  is  diagnostic.  For 
this  reason,  fewer  cases  of  segmental  neural- 
gia should  be  overlooked  in  the  future  than 
in  the  past,  before  the  advent  of  paraverte- 
bral injection. 
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LOW  BACK  PAIN  IN  MANY  INSTANCES  MAY 
BE  CAUSED  BY  FAT  HERNIAS 

Functional  back  pain — considered  to  be  of  mental 
origin  in  many  cases — may  be  due  to  hernias  of 
fatty  tissue,  reports  Ralph  Herz,  M.D.,  of  Cleveland, 
in  The  Journal  of  the  American  Medical  Associa- 
tion for  July  28. 

Dr.  Herz  explains  that  there  is  a continuous  sheet 
of  connective  tissue,  like  that  which  forms  in  a 
scar,  which  lies  under  the  outer  skin  layer  and  covers 
the  entire  back  from  neck  to  below  the  waistline. 
There  is  little  or  not  fat  between  this  and  the  deep 
connective  tissue  in  normal  individuals,  with  the 
exception  of  a few  spots  where  fat  deposits  do  oc- 
cur to  make  up  the  basic  fat  pattern.  In  fat  per- 
sons, however,  this  pattern  is  obscured  by  a gener- 
alized distribution  of  fat.  The  tissue  is  not  of  uni- 
form thickness,  and  where  it  is  noticeably  thinner, 
these  small  fat  hernias  tend  to  break  through. 

Such  a hernia  may  not  give  rise  to  symptoms  until 
some  incident,  such  as  sudden  injury  or  an  illness, 
confines  the  patient  to  bed.  The  several  days  which 
are  spent  lying  in  bed  produce  an  increase  in  pres- 
sure on  the  fat  causing  pain.  This  leads  to  swelling, 
which  may  make  the  condition  permanent. 

The  pain  generally  begins  at  a central  point,  from 


which  generalized  pain  is  directed  or  referred  to 
other  areas.  This  referred  pain  may  occur  at  a dis- 
tance from  the  source,  as  in  many  cases  of  sciatica. 
Dr.  Herz  points  out  that  “important  diagnostic 
features  are  the  severity  of  the  pain,  the  frequency 
of  radiating  pain  down  the  leg,  and  the  presence 
of  a palpable  tender  mass,  which  is  a ‘trigger  point’ 
of  the  pain,  which  can  be  relieved  temporarily  by  in- 
jection with  anesthetic  solution.” 

The  author  reports  on  six  cases  which  were  re- 
lieved by  surgery.  He  states  that  the  cutting  away 
of  fatty  tissue  in  the  painful  area  afforded  “com- 
plete and  immediate  relief  from  the  back  pain.” 

In  conclusion,  he  says:  “It  seems  probable  that 
some  patients  (perhaps  a fairly  large  proportion)  in 
whom  the  cause  of  back  pain  has  not  been  diag- 
nosed previously  may  have  herniations  of  fat  and 
that  surgical  removal  of  these  will  bring  prompt 
and  lasting  relief.  This  operation  is  not  presented 
as  a panacea  for  all  types  of  low  back  pain.  How- 
ever, it  seems  certain  that  if  the  possibility  of 
such  a lesion  is  recognized  and  if  careful  examina- 
tion is  made  for  palpable  masses  which  may  prove 
to  be  trigger  points  of  pain,  numerous  patients  may 
by  this  procedure  be  relieved  of  a condition  that 
has  been  incapacitating,  sometimes  for  many  years.” 


Rat  Control 

T.  A.  FILIPI,  Director,  Division  of  Sanitation 
State  Department  of  Health 
Lincoln,  Nebraska 


It  is  interesting  to  watch  the  phases  of 
sanitation  as  they  rotate  in  interest.  At  one 
time  the  interest  seems  to  be  centered 
around  milk,  another  time  around  restau- 
rants and  food,  and  still  another  time  around 
nuisances  such  as  hog  yards  and  chicken 
yards.  At  the  present  time  the  interest  cen- 
ters around  rat  eradication.  For  some  rea- 
son the  citizens  of  this  state  are  suddenly 
cognizant  of  the  high  number  of  rats  in 
their  community  and  are  extremely  anxious 
to  get  rid  of  them. 

Rats  and  other  rodents  are  the  reservoir 
and  source  of  several  diseases  of  man,  of 
which  plague  is  the  most  serious  and  wide- 
spread. Perhaps  the  return  of  soldiers  from 
plague-infested  areas  is  drawing  attention 
to  this  vector  of  transmission  in  a similar 
manner  that  mosquito  control  work  is  being- 
considered  for  the  control  of  malaria.  In 
addition  to  plague,  rats  are  the  source  of 
infectious  jaundice,  typhus  fever,  in  the 
United  States  and  a reservoir  for  trichinosis 
as  well  as  hosts  of  other  parasites  and  in- 
sects which  may  be  transmitted  to  man. 

A second  item  to  consider  is  the  economic 
loss.  The  destruction  of  crops,  food,  mer- 
chandise and  property  by  rats  is  so  great 
that  this  alone  would  justify  active  measures 
of  suppression.  Rats  destroy  grain,  vegeta- 
bles and  other  crops  while  growing;  invade 
stores  destroying  fruits,  vegetables  and 
meats;  destroy  by  pollution  ten  times  more 
than  they  eat ; cause  fires  by  dragging 
matches  into  their  nests  and  gnaw  lead  pipes 
and  floors  of  houses.  They  destroy  eggs  and 
young  poultry.  In  short  they  have  become 
the  worst  mamamalian  among  us.  Accord- 
ing to  government  experts  the  cost  of  a rat 
ration  is  about  one  half  cent  a day  which 
makes  the  animal  board  bill  of  the  rat  popu- 
lation in  the  United  States,  one  hundred 
eighty-two  million  dollars.  This,  added  to 
the  damage  caused  by  the  destruction  of 
food  and  other  items  by  pollution,  makes  it  a 
serious  economic  problem  that  must  be  con- 
sidered seriously  by  all. 

In  making  rat  surveys  in  several  com- 
munities of  this  state,  the  conclusion  has 
been  reached  that  rats  are  always  the  re- 
sult of  carelessness,  indifference,  and  often 
time  lack  of  knowledge  relative  to  sound 


fundamental  practices.  Rats,  just  like  any 
other  animal,  require  food  and  shelter  and 
they  inhabit  places  that  supply  these  and 
breed  in  proportion  to  the  food  that  is  sup- 
plied. Surveys  revealed  that  the  areas  most 
highly  infested  with  rats  are  the  ones  where 
food  is  in  abundance  and  where  hiding  and 
nesting  places  are  available.  Typical  ex- 
amples are  garbage  piles,  both  in  the  inhabit- 
ed area  and  at  the  garbage  dump,  chicken  and 
hog  yards,  grocery  stores,  butcher  shops,  res- 
taurants and  other  food  establishments,  rub- 
bish heaps  and  junk  piles.  It  is  interesting 
to  note  that  wherever  rats  are  prevalent 
sound  fundamental  plans  of  sanitation  are 
being  violated  and  if  this  community,  estab- 
lishment, or  home  were  to  follow  recom- 
mended practices  of  sanitation  the  rats 
would  have  no  nesting  places  or  no  food. 

In  suggesting  measures  for  rat  elimina- 
tion, the  persons  interested  are  disappointed 
in  the  hard  work  ahead.  Usually  it  is  ex- 
pected that  some  government  or  state  rep- 
resentative will  arrive  in  town,  and,  like  the 
Pied  Piper  of  Hamlin,  play  a flute  to  lead 
the  rats  out  of  town  to  complete  destruction. 
Unfortunately,  this  is  not  the  case,  for  the 
concentration  of  the  entire  community  must 
be  enlisted  to  carry  out  a successful  pro- 
gram. Any  temporary  measure,  such  as 
trapping,  will  give  temporary  relief  in  cut- 
ting down  the  rat  population,  thus  leaving  a 
larger  amount  of  food  for  the  remaining  rats 
who,  under  such  circumstances  will  mature 
more  quickly,  breed  more  often  and  have 
larger  litters. 

The  storage  of  food  is  of  the  utmost  im- 
portance in  assisting  other  suppressive 
measures.  Garbage  should  be  disposed  of  so 
that  rats  cannot  get  at  the  stuff.  Covered, 
water  tight  garbage  cans  should  be  re- 
quired and  the  garbage  removed  frequently. 
Food-handling  establishments  should  store 
foods  either  in  metal  vessels  or  protect  this 
food  by  construction  of  wire  screens.  In  ad- 
dition, all  food  should  be  stored  at  least 
twelve  inches  from  the  floor  and  six  inches 
from  the  wall.  This  eliminates  any  place  for 
the  rats  to  hide  should  they  get  in.  A 
careful  survey  of  each  building  should  then 
be  made.  A three-fourth  inch  hole  is  large 
enough  to  pass  a rat.  Therefore,  buildings 
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should  be  carefully  inspected  for  holes, 
cracks  and  openings  and  all  these  should  be 
carefully  repair.  Doors  should  be  equipped 
with  self-closing  devices  and  the  lower  por- 
tions faced  with  metal  to  prevent  gnawing. 

Out-buildings,  such  as  chicken  houses 
or  granaries  should  either  be  built  on  piers 
eighteen  inches  from  the  ground  or  else 
floored  with  concrete  and  provided  with  a 
curtain  wall  at  least  twenty-four  inches  deep 
all  the  way  around.  Existing  buildings  can 
be  protected  by  the  construction  of  a cur- 
tain wall  of  concrete  or  else  the  placing  of 
metal  sheeting  in  lieu  thereof.  Rats  will  not 
burrow  more  than  twenty-four  inches,  there- 
fore, this  curtain  will  prevent  them  from 
burrowing  under  the  building  and  coming 
up  underneath.  Feed  floors,  such  as  used 
in  hog  yards,  should  likewise  be  replaced 
with  concrete  with  curtains  because  the  pres- 
ent plank  floors  have  been  found  to  house 
rats  effectively. 

Rubbish  and  junk  piles  should  be  elimin- 
ated not  only  because  they  serve  as  a rat 
harborage  but  because  they  are  an  eyesore 
to  the  community.  In  a recent  survey  we 
found  rubbish  heaps  and  junk  piles  that  had 
been  lying  in  the  same  spot  for  over  seven 
years.  The  owner  said  that  he  sometime 
might  want  to  use  some  of  the  lumber  ly- 
ing in  this  scrap  heap.  If  this  must  be 
saved,  it  could  have  been  sorted  and  properly 
racked  off  the  ground. 

Garbage  dumps,  perhaps,  should  be  called 
rat  breeding  institutions  because  it  is  here 
that  the  greatest  population  of  rats  is  found. 
In  a recent  campaign,  eighty-five  traps  set 
at  a city  garbage  dump  caught  one  hundred 
eighty-six  rats  within  two  hours.  The  only 
reason  the  trapping  was  stopped  was  that 
the  trappers  tired  of  setting  the  traps.  In 
the  matter  of  dumps,  even  though  many  of 
the  so-called  modern  practices,  such  as  hog 
feeding  of  garbage,  incineration  of  imflam- 
mable  materials  and  the  discharge  of  gar- 
bage and  rubbish  into  sewage  plants  have 
been  tried,  we  have  found  that  the  only  ef- 
fective way  of  disposing  of  the  refuse  of 
any  home  or  community  is  burial.  The  sani- 
tary land-fill  method  developed  by  the  army 
seems  to  be  the  answer  to  our  refuse  disposal 
problem.  In  this  practice  a trench  is  dug 
into  which  all  refuse,  garbage,  rubbish,  bot- 
tles, tin  cans,  ashes  and  crates  are  dumped. 
A second  trench  is  then  dug  and  the  dirt 
from  it  thrown  onto  the  filled  one.  A sec- 
ond trench  then  furnishes  a new  trench 


for  the  next  load  of  refuse.  At  the  same 
time  this  furnishes  a cover  of  at  least  twen- 
ty-four inches  through  which  rats  will  not 
burrow.  Soon  thereafter,  the  putrescible 
materials  start  to  digest  developing  tempera- 
tures as  high  as  160'  F.  This  temperature 
combined  with  a good  cover  will  not  harbor 
a rat.  This  practice  is  soon  routine  and  the 
keepers  of  dumps  find  it  easy  to  keep  the 
dump  clean,  free  from  flies,  and  free  from 
rats.  The  land-fill,  at  the  same  time,  re- 
claims areas  for  future  development. 

Now  that  we  have  removed  the  food 
through  better  disposal  of  garbage  and  ex- 
cluded rats  from  stores,  warehouses,  and 
other  food-handling  establishments  and  since 
we  have  destroyed  their  nesting  places  they 
are  out  in  the  open  seeking  food.  They  can 
then  be  poisoned  and  trapped.  Poisoning 
programs  have  been  effective  in  certain 
parts  of  the  state  after  the  above  clean  up 
program  was  completed.  Inasmuch  as  the 
poisons  most  effective  in  poisoning  rats  are 
arsenic,  thallium  sulphate,  barium  car- 
bonate, phosphorus,  strychnine  and  red 
squill,  it  is  suggested  any  one  interested  in 
this  work  secure  the  services  of  personnel 
trained  in  this  activity  because  the  dangers 
allied  with  its  use  cannot  be  fully  explained 
in  this  article.  Fundamentally,  each  of  the 
above  poisons  mentioned  is  more  or  less  sub- 
ject to  the  type  of  rat  present,  hence  should 
be  used  after  some  trapping  had  been  done 
to  determine  the  type  to  be  used.  Assistance 
in  this  work  can  be  obtained  by  contacting 
the  Rodent  Control  Division  of  the  Fish  and 
Wild  Life  Commission  or  the  State  Depart- 
ment of  Health. 

The  same  precaution  should  be  used  in 
fumigation.  Highly  infested  buildings  have 
been  cleared,  by  fumigation  using  gases  such 
as  sulphur  dioxide,  carbon  disulphide,  hydro- 
cyanic acid  gas  or  by  carbon  monoxide.  The 
danger  allied  with  these  gases  are  such  that 
the  inexperienced  person  should  not  use  this 
practice. 

The  above  discussion  shows  several  items 
for  which,  up  to  now  have  gone  more  or 
less  unmolested.  The  sincere  effort  of  each 
individual  in  a community  must  be  enlisted 
to  take  rat-proofing  measures  into  his  home, 
his  store,  or  his  neighborhood  through  the 
elimination  of  rat  foods  and  harborages.  The 
community  on  the  other  hand,  must  super- 
vise the  entire  program  and  have  such  serv- 
ices as  garbage  collection  and  disposal  as  to 
take  care  of  this  problem  in  a satisfactory 
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manner.  Last  but  not  least,  an  ordinance 
must  be  provided  that  will  direct  construc- 
tion of  new  alterations  on  existing  struc- 
tures in  a manner  that  rat  entrance  will  be 
at  a minimum.  It  is,  of  course,  not  neces- 


sary to  mention  that  proper  policing  for  en- 
forcement of  ordinances  by  personnel  must 
be  arranged  to  detect  rat  harborages,  rat 
entrances,  source  of  food  and  other  items 
which  the  inexperienced  man  cannot  detect. 


* * * 

Tuberculosis  Abstracts 


Whenever  an  individual  handicapped  by 
arrested  tuberculosis  seeks  employment,  the 
private  physician  finds  himself  called  upon 
to  set  into  the  role  of  referee.  Only  he  can 
make  the  decision  as  to  what  will  serve  the 
best  interests  of  the  patient  as  well  as  pro- 
tect the  community  and  satisfy  the  require- 
ments of  industry.  The  medical  adviser’s 
success  in  discharging  this  key  responsibil- 
ity will  depend  largely  upon  close  cooperation 
with  all  others  concerned. 

THE  PRIVATE  PRACTITIONER  AND  THE 
INDUSTRIAL  PHYSICIAN 

The  transition  period  for  the  tuberculous  patient 
from  a status  of  carrying  on  light  activity  to  be- 
coming a self-sustaining  wage  earner  is  a period 
of  trial  and  error  depending  upon  developing  im- 
munity and  the  results  of  two  warring  processes. 
Opposing  one  another  are  the  tendency  of  the 
tuberculous  infection  to  progress  and  the  tendency 
of  healing  to  occur.  Unless  it  is  appreciated  that 
this  period  is  a dynamic  interval,  the  need  for  re- 
peated checkups  may  be  overlooked. 

In  the  minds  of  both  the  private  practitioner 
and  the  industrial  physician  the  welfare  of  the 
patient  must  be  the  primary  issue,  taking  second 
place  to  no  other  consideration.  Too  often  the  pa- 
tient feels  that  the  primary  objective  is  to  earn 
a living.  Occasionally  he  will  not  realize  that  check- 
ups are  worth  his  time  and  his  money,  and,  un- 
fortunately, but  quite  infrequently,  the  family 
physician  may  feel  similarly.  More  often,  the  pa- 
tient is  interested  in:  first,  getting  well;  secondly, 
making  a living;  and  thirdly,  becoming  a wage 
earner  in  a way  that  recovers  his  self-confidence, 
his  respect  for  himself,  and  his  position  as  a work- 
ing, economic,  and  social  constituent  of  his  com- 
munity. Of  great  importance  is  the  indoctrination 
of  the  individual  that  check-ups  are  not  to  be  feared. 
The  patient  must  assume  an  aggressive  and  par- 
ticipating attitude  in  the  fight  against  his  disease. 

The  objective  of  the  private  practitioner  is  to 
fulfill  the  duties  of  his  profession  in  getting  the 
patient  well.  The  physician  has  another  interest, 
and  that  is  to  demonstrate  the  value  of  the  private 
practice  of  medicine.  This  also  has  a financial 
aspect  to  the  physician.  The  fight  against  tuber- 
culosis cannot  be  won  without  the  participation  of 
the  private  practitioner  of  medicine. 

The  industrial  physician  on  his  part  has  at  least 
three  objectives:  (1)  The  protection  of  all  em- 


ployees against  open  cases  of  tuberculosis;  (2)  the 
protection  of  the  so-called  arrested  tuberculous  pa- 
tient from  his  own  over-activity  or  poor  judgment; 
and  (3)  the  protection  of  the  industry  itself  from 
financial  loss  in  attempting  to  convert  the  tuber- 
culous patient  into  a wage  earner. 

All  are  well  aware  of  the  validity  of  the  first 
two  points.  The  last  point  becomes  significant 
when  one  hears  that  by  some  courts  “aggravation 
of  tuberculosis”  is  held  compensable. 

With  due  respect  to  the  intereests  of  the  three 
parties  mentioned  above,  what  is  to  be  accepted 
as  evidence  that  a tuberculous  patient  is  employ- 
able? (1)  First  and  foremost  is  a series  of  x-rays 
demonstrating  that  the  lesion  is  static  or  regress- 
ing under  the  conditions  of  living  undergone  by 
the  patient  during  that  period  of  observation. 
(2)  It  is  essential  that  this  period  of  observation 
covered  by  the  serial  x-rays  include  eight  hours  at 
least  of  daily  activity,  even  though  of  light  or  mod- 
erate degree.  (:J)  There  must  be  an  adequate  series 
of  negative  sputum  examinations.  The  author  per- 
sonally prefers  a minimum  of  three  consecutive 
negative  sputum  examinations,  or,  preferably,  gas- 
tric aspirations.  (4)  An  obvious  increase  in  the 
feeling  of  well-being  of  the  patient,  such  as  com- 
plete absence  of  symptoms  and  a satisfactory 
weight  history,  is  important.  (5)  A blood  sedimen- 
tation rate  has  been  found  to  be  worth  while,  and 
hence  at  least  one  normal  blood  sedimentation  rate 
should  be  insisted  upon.  (6)  A daily  record  of  the 
temperature  at  4:00  p.m.  and  8:00  p.m.  for  an 
immediate  period  of  ten  days  should  be  established. 

(7)  There  must  be  developed  in  the  patient  a 
proper  attitude  toward  his  own  condition  and  a 
proper  understanding  of  just  what  this  trial-and- 
error  period  means  in  the  way  of  mutual  cooper- 
ation. By  proper,  “humble”  or  one  of  forfeiture 
of  any  rights  is  not  meant.  What  is  meant  is 
good  insight  and  a paramount  will  to  get  well. 

(8)  Finally,  there  must  be  an  available  job  which 
the  applicant  can  do  and  may  do  without  causing 
real  or  alleged  damage  to  himself,  or  creating  a 
menace  to  his  fellow  employee. 

In  order  to  achieve  this,  there  must  be  a system 
of  restricted  placement,  and,  in  setting  up  such  a 
system  the  medical  status  of  the  individual  must  be 
kept  confidential  so  that  the  employee  will  feel 
reassured,  and  thus  be  helped  to  establish  self- 
respect  and  regain  confidence  in  himself. 

No  classification  system  can  be  followed  blind- 
ly. Individual  evaluation  of  each  case  is  necessary 
and  any  preformulated  procedure  of  restricted 
placement  is  nothing  more  than  an  over-all  guide. 
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Such  a restricted  placement  procedure  must  be  re- 
vised constantly  and  kept  up  to  date,  and  the  health 
status  of  the  individual  must  also  be  re-evaluated 
at  regular  intervals. 

In  connection  with  this  re-evaluation,  it  may  be 
worth  while  to  discuss  the  author’s  manner  of 
handling  any  one  particular  case.  Whenever  the 
routine  pre-employment  x-ray  brings  to  light  a 
lesion  about  which  there  is  any  question  of  activity, 
the  applicant  is  refused  employment  until  a thor- 
ough survey  by  his  family  physician  or  qualified 
agency  is  made  available.  Routinely,  the  author 
asks  for:  (1)  previous  chest  x-ray  record,  if  any; 
(2)  at  least  three  negative  sputum  examinations 
and,  where  warranted,  at  least  one  negative  gastric 
aspiration;  (3)  a ten-day,  twice  a day,  tempera- 
ture record;  (4)  the  sedimentation  rate;  (5)  writ- 
ten permission  of  the  physician  caring  for  the 
case  that  this  person  may  work;  (6)  following  this 
evaluation,  another  discussion  with  the  patient  ex- 
ploring and  improving  his  mental  attitude;  and, 
lastly,  a re-classification,  taking  into  consideration 
other  restricting  disabilities  the  employee  may  have. 

Depending  upon  the  indications  of  this  re- 
evaluation,  the  employee  is  reviewed  in  one,  two  or 
three  months,  and,  according  to  the  indications, 
these  re-evaluations  are  either  increased  or  de- 
creased in  time  frequency  throughout  the  year  or 
years.  This  procedure  applies  to  the  white-collar 
men  as  well  as  the  group  that  wears  overalls. 

Should  a tuberculous  patient  with  seniority  dis- 
place, or  “bump  off,”  as  they  call  it,  another  em- 
ployee with  less  seniority  on  a job  where  there 
is  a possible  hazard  for  a tuberculous  patient,  a 
difficult  problem  might  arise.  Such  a situation 
will  demand  that,  above  all  other  considerations, 
the  health  of  the  convalescent  or  “arrested”  tuber- 
culous patient  be  in  no  way  endangered  by  com- 
promise. If  one  realizes  and  practices  the  prin- 
ciples of  health  preservation  with  absolutely  no 
compromise,  this  “bumping-off”  problem  will  cer- 
tainly be  settled  in  a medically  satisfactory  manner. 

An  important  phase  of  this  problem  will  have 
been  omitted  if  attention  is  not  called  to  the  need 
of  financial  aid  to  replace  lost  income  for  those 
individuals  who  must  cease  working  for  a period  of 
time.  Group  health  insurance  is  one  such  source 
of  aid.  Community  welfare  agencies  and  possibly 
federal  agencies  also  may  be  able  to  help  make  up 
for  his  lost  income. 

— Cooperative  Efforts  of  the  Industrial  Physician  and  the 
Private  Practitioner  in  Re-employment  of  Arrested  Tuberculo- 
sis Patients,  J.  F.  Johnson,  M.D.,  Industrial  Medicine,  January, 
1945. 


GERMAN  DOCTORS  UNDER  NAZISM 

Shortly  after  V-E  Day,  Colonel  Edward  D. 
Churchill,  Allied  Mediterranean  forces’  surgical  con- 
sultant, toured  six  German  military  hospital  areas 
and  reported  his  findings  to  American  correspond- 
ents. 

As  we  all  know,  American  doctors’  care  of  wound- 
ed in  this  war  has  been  and  continues  phenomenal 
as  regards  its  record-breaking  percentages  of  cures 
and  its  development  of  new  techniques  and  remedies. 
There  was  considerable  expectation  that  the  German 
doctors,  what  with  German  medicine’s  world-wide 
pre-Hitler  fame  and  the  well-known  German  thor- 
oughness and  energy,  would  have  some  pretty  phe- 


nomenal achievements  of  their  own  to  report  from 
their  war  hospitals,  once  the  Allies  could  crack  into 
Fortress  Europe  and  look  around. 

The  Allies  cracked  in,  all  right;  but  Colonel 
Churchill  did  not  find  the  phenomenal  German  medi- 
cal achievements.  His  over-all  conclusion  after  in- 
specting six  German  hospital  areas  was  that  German 
handling  of  wounded  was  about  20  years  behind  the 
American  procedure. 

Going  into  details,  he  reported  that  the  German 
army  doctors  as  a rule  just  casually  passed  up  bad- 
ly wounded  men  on  the  assumption  that  they  were 
going  to  die  anyway,  whereas  our  doctors  fight  to 
the  last  gasp  for  every  wounded  man’s  life,  and  fre- 
quently win;  that  the  German  physicians  never 
had  realized  the  maximum  possibilities  of  blood 
transfusion,  and  used  antiquated  apparatus  for  what 
transfusions  they  did  give;  that  as  for  professional 
pride  in  pulling  off  near-miracles  of  cure  or 
amelioration,  such  pride  just  was  not  in  the  bulk 
of  German  military  physicians  and  surgeons.  By 
and  large,  they  were  victims  of  an  apathy  and  a 
lack  of  ambition  which  would  enrage  a typical 
American  doctor. 

This  is  a sad  backslide  from  Germany’s  once 
proud  position  as  world  leader  in  medicine  and 
surgery.  How  did  it  happen  ? Are  there  any  les- 
sons in  it  for  us  ? 

It  began  to  happen  soon  after  Hitler  saddled  his 
brand  of  totalitarianism  on  Germany.  It  seems  rea- 
sonable to  conclude  that  it  happened  because  Hitler 
saddled  Nazi  totalitarianism  on  Germany. 

For  one  thing,  in  the  Nazi  philosophy,  your  race 
and  politics  mattered  far  more  than  your  brains 
and  talents.  You  might  be  a brilliant  physician 
or  surgeon  or  research  scientist,  but  if  you  were  a 
Jew  or  an  anti-Nazi  of  any  description,  you  had  to 
get  out  of  Germany  if  you  could,  or  go  to  a concen- 
tration camp  if  you  couldn’t  get  out.  Thus  Hitler 
and  his  crew  decimated  German  science.  Their 
master-race  convictions,  too,  led  logically  to  such 
grisly  perversions  of  scientific  research  as  the  use 
in  some  concentration  camps  of  humans  of  “inferior” 
breed  as  guinea  pigs  for  various  laboratory  experi- 
ments.' 

Ruled  by  the  politicians  and  browbeaten  by  Nazi 
gangsters,  German  medicine — on  the  strength  of 
Colonel  Churchill’s  findings,  at  any  rate — withered, 
and  in  due  time  the  German  armed  forces  paid,  in 
the  form  of  bigger  death  totals  than  they  need 
have  suffered. 

The  lesson  in  the  German  experience  seems  clear 
enough.  It  is  that  there  is  no  substitute  for  a free, 
bold  and  inquisitive  medical  profession,  or  for  gen- 
erously financed  and  expertly  staffed  medical  re- 
search, carried  on  year  in  and  year  out.  It  is  de- 
voutly to  be  hoped  that  the  lesson  of  the  German 
medical  collapse  will  not  be  lost  on  us. — From  Col- 
lier’s. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


ORGANIZATION  OF  THE  CANCER 
RESEARCH  SOCIETY 

From  present  appearances,  it  seems  that 
it  will  be  quite  impossible  to  hold  a large 
meeting  in  order  to  form  the  cancer  re- 
search group  for  some  time,  due  to  O.D.T. 
regulations. 

After  discussing  the  situation  with  Presi- 
dent McMartin  and  the  Editor,  it  was  de- 
cided to  hold  a meeting  of  the  officers  and 
councilors,  as  well  as  the  members  of  the 
House  of  Delegates  who  reside  in  the  east- 
ern section  of  the  state.  Others  are  also 
invited  to  attend.  With  this  group  as  a nu- 
cleous,  the  society  can  be  organized  this 
year. 

There  has  been  considerable  activity  on 
the  part  of  lay  groups  on  the  cancer  problem, 
and  it  is  imperative  that  we  organize  in  order 
to  guide  the  program  on  lay  education  as 
well  as  conduct  such  an  education  program 
among  the  physicians  that  all  neoplasms 
which  might  be  discovered  in  a proposed  de- 
tection clinic  may  be  recognized  in  the  in- 
dividual doctor’s  office.  The  doctor  will  then 
be  able  to  refer  his  patient  to  the  tumor 
clinic,  hospital  or  group  of  physicians  which 
he  selects  to  further  examine  or  treat  this 
patient. 

A few  physicians  elsewhere  seem  anxious 
to  adopt  the  so-called  detection  clinic  pro- 
gram as  advocated  by  some  lay  groups.  It 
seems  that  such  an  activity  will  only  drive 
a wedge  between  the  family  physician  and 
his  patient  by  disturbing  the  patient-physi- 
cian relationship.  Detection  clinics  may  be 
helpful  in  centers  where  there  is  a large 
floating  population.  This  is  not  the  case  in 
Nebraska. 

Cancers  of  the  skin,  visible  mucous  mem- 
brane, cervix  and  breast  are  types  of  tumors 
which  can  be  detected  in  a detection  clinic. 
But  even  for  this  group,  biopsy  would  be 
necessary  in  the  majority  of  instances. 
Biopsy  is  not  part  of  the  detection  clinic  set- 
up. Therefore,  detection  clinics  are  not  the 
best  means  of  protecting  a patient  from  can- 
cer. They  are  too  limited  in  their  scope  and 
perform  no  service  which  the  average  doctor 
in  Nebraska  cannot  perform  for  his  patients. 

The  objective  of  the  cancer  research  so- 


Volume  30 
Number  9 


NEWS  AND  VIEWS 


327 


ciety  would  be  to  hold  meetings  in  various 
parts  of  the  state  for  the  profession  and  to 
discuss  the  various  phases  of  neoplastic  dis- 
eases as  they  present  themselves  to  the  gen- 
eral practitioner. 

The  necessity  for  more  thorough  consider- 
ation of  pre-cancerous  conditions  by  the 
general  practitioner  is  recognized.  The  re- 
search group  would  thoroughly  cover  these 
problems  through  meetings  of  the  profession 
in  various  parts  of  the  state,  and  then  pub- 
lish the  transactions  in  The  Journal  at  the 
earliest  possible  date.  Much  more  good  will 
be  accomplished  by  this  approach  than 
would  ever  come  from  any  attempt  to  hold 
detection  clinics  in  various  parts  of  the 
state  under  the  auspices  of  various  groups. 
To  attempt  such  detection  clinics  would  only 
introduce  the  patients  to  strange  physicians, 
and,  in  Nebraska,  this  is  unnecessary. 

As  many  as  possible  should  attend  this 
organization  meeting.  From  the  initial 
group  committees  can  be  formed  to  draw 
up  the  constitution  and  by-laws  as  well 
as  a nominating  committee  to  provide  for 
the  election  of  officers.  Other  members  of 
the  Association  who  do  not  attend  this  meet- 
ing may  signify  their  intention  to  become 
members  by  writing  the  Chairman  of  the 
Cancer  Committee.  James  F.  Kelly,  M.D., 
816  Medical  Arts  Building,  Omaha. 

This  meeting  will  be  held  in  the  audi- 
torium of  the  Medical  Arts  Building,  Omaha, 
Thursdav,  September  20,  at  2:00  p.m.  The 
work  at  hand  should  not  take  over  two  hours. 

Due  to  transportation  difficulties,  the  ex- 
amination of  the  American  Board  of  Oph- 
thalmology, originally  scheduled  for  Chi- 
cago, October,  1945,  has  been  postponed  to 
January  18th  to  22nd  inclusive,  1946.  1946 
examinations  as  follows:  Chicago,  January 
18th  through  22nd;  Los  Angeles,  January 
28th  through  Febr.  1st;  New  York,  May  or 
June;  Chicago,  October. 

The  Medical  and  Surgical  Relief  Committee  of 
America  has  received  an  appeal  for  medical  books 
from  Dr.  Severinghaus,  member  of  the  Medical  Nu- 
trition Mission  in  Italy.  The  Mission  has  set  up 
in  a hospital  called  the  Poly-clinica  which  is  part 
of  the  University  of  Naples.  The  books  are  for  the 
use  of  the  Mission.  Later  it  is  intended  to  donate 
them  to  the  Pediatric  Clinic  library. 

The  list  of  books  requested  is  as  follows: 

1.  R.  P,  Strong:  Stitt’s  Diagnosis,  Prevention,  and  Treat- 

ment of  Tropical  Diseases.  Seventh  edition.  2 volumes. 
Blakiston. 


2.  Conant.  Martin,  et  al.  : Manual  of  Clinical  Mycology. 

Saunders. 

3.  Saxl : Pediatric  Dietetics.  1937.  Lea  and  Febiger. 

4.  Brennerman’s  loose  leaf  Pediatrics.  Nelson.  4 volumes. 

5.  Best  and  Taylor:  Physiological  Basis  of  Medical  Prac- 
tice. Williams  and  Wilkins. 

6.  McLester:  Clinical  Nutrition  and  Dietotherapy.  Saun- 

ders. 

7.  Miller:  Oral  Diagnosis.  Blakiston. 

8.  Peters  and  Van  Slyke : Quantitative  Clinical  Chemistry. 

Williams  and  Wilkins.  2 volumes. 

As  a result  of  the  war  and  German  occupation, 
the  European  scientific  world  is  at  a tremendous 
disadvantage,  not  only  because  such  an  appallingly 
large  amount  of  equipment  has  been  destroyed  or 
stolen,  but  also  because  it  has  been  impossible  for 
professional  men  to  continue  their  normal  pursuits 
of  research,  teaching,  writing  or  studying.  Progress 
in  any  direction  has  been  impossible.  Therefore, 
whatever  Americans  can  do  to  help  scientific  knowl- 
edge in  France,  Italy  and  other  countries  to  reach 
and  keep  abreast  of  the  level  attained  in  the  United 
States,  will  be  of  inestimable  value.  It  is  for  these 
reasons  that  an  appeal  is  being  made  to  American 
physicians. 


Something  that  is  difficult  to  understand: 
Below  we  reproduce  two  items  taken  from 
the  Omaha  World-Herald  dated  July  12  and 
July  10,  respectively.  Maybe  some  of  our 
readers  at  home  or  in  the  service  can  grasp 
such  conflicting  statements. 

Washington  — (AP)  — Senator  Johnson  (Dem., 
Colo.),  Wednesday  accused  the  Army  of  taking  “a 
leisurely  attitude”  toward  releasing  doctors  who  he 
said  are  urgently  needed  to  minister  to  civilians. 

Other  members  of  a military  affairs  sub-commit- 
tee also  complained  that  the  Army  has  a surplus 
of  doctors,  and  that  it  should  speed  up  their  re- 
turn to  regular  practice. 

Brig.  Gen.  Robert  W.  Berry,  representing  the  War 
Department,  disclosed  plans  to  release  seven  thou- 
sand doctors  by  next  May,  but  he  insisted,  under 
committee  prodding,  that  he  is  unable  to  guarantee 
earlier  demobilization  of  all  of  them. 

Some  sort  of  priority  might  be  worked  out  to 
hasten  their  return  from  Europe,  he  said.  He  cau- 
tioned, however,  that  the  Army  has  “to  keep  the 
pressure  on  Japan.” 

Washington — (NANA) — An  emphatic  denial  was 
made  here  Monday  by  the  Surgeon  General’s  office 
that  there  is  a surplus  of  Army  Medical  Corps 
personnel. 

“It  is  just  a dream,”  the  Army  Medical  Depart- 
ment said  in  commenting  on  a story  in  a Washing- 
ton newspaper  which  said  that  the  service  of  thou- 
sands of  overseas  medical  men  and  Army  nurses 
is  no  longer  regarded  as  vital  to  the  war. 

“Both  the  Surgeon  General  and  Under  Secre- 
tary of  War  Patterson  recently  said  that  the  peak 
load  on  Army  medical  facilities  will  be  reached  this 
year,  and  that  there  will  not  be  any  substantial 
release  of  medical  personnel  until  the  latter  part  of 
this  year,  if  then,”  the  Army  spokesman  said. 
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From  national  press  reports  it  is  estab- 
lished that  the  W.  K.  Kellogg  Foundation 
has  established  grants  for  refresher  training 
programs  for  physicians  returned  from  mili- 
tary service.  Various  medical  schools 
throughout  the  country  are  now  organizing 
refresher  courses  to  make  facilities  avail- 
able to  discharged  medical  officers. 

Many  communities  in  Nebraska  have  re- 
cently awakened  to  the  importance  and  bene- 
fits of  good  public  health.  Thus  aside  from 
the  various  health  units  established  under 
the  guidance  and  support  of  the  State  Health 
Department  we  now  find  that  the  metro- 
politan areas  are  beginning  to  put  into  effect 
modern  ideas  on  public  health  in  the  com- 
munities. At  this  writing  Lincoln  has  ac- 
quired a full  time  Director  of  Health.  The 
struggle  for  the  achievement  of  the  system 
was  long  and  tedious  with  many  citizens 
interested  in  good  public  health,  disappointed 
and  disillusioned  on  many  occasions. 

Even  in  Omaha  the  people  are  being  given 
a break.  For  years  the  Omaha-Douglas 
County  Medical  Society  working  with  com- 
munity-minded individuals  and  groups  has 
argued  and  fought  for  a full  time  well  quali- 
fied Director  of  Health.  Promises  were  made 
by  candidates  for  the  city  commission  dur- 
ing each  year  of  election  but  the  promises 
have  been,  if  not  forgotten  (the  Omaha- 
Douglas  County  Medical  Society  Public  Af- 
fairs Committee  would  not  let  them  be  for- 
gotten), completely  ignored.  The  newly 
elected  mayor  of  Omaha,  however,  seems  to 
be  the  first  public  official  with  modern 
ideas  on  the  community’s  needs  for  reorgan- 
ization of  the  health  department.  Thus  a 
committee  of  four  members  of  the  Omaha- 
Douglas  County  Medical  Society  was  ap- 
pointed the  end  of  July  to  study  possibilities 
for  the  formation  of  a dignified  and  efficient 
city  health  department  under  a trained  pub- 
lic health  director  who  will  devote  his  full 
time  to  his  tasks. 


HOSPITAL  NEWS 

Hay  Springs  has  been  without  a hospital 
since  Mrs.  Foley  closed  her  hospital  be- 
cause of  lack  of  help.  Recently  the  com- 
munity has  encouraged  Mrs.  Jenny  Preble 
to  build  a nursing  home  which  would  afford 
the  community  decent  hospital  facilities. 
The  plans  include  an  operating  room,  a 


sterlization  room,  one  or  two  private  rooms 
and  a three-bed  ward. 


Dr.  Chas.  W.  Weekes  is  remodeling  his 
clinic  in  Ord  to  enlarge  the  facilities.  New 
equipment  and  decorations  of  the  rooms  has 
been  under  way  for  some  time,  according 
to  newspaper  reports. 

The  town  of  Crawford  has  set  for  itself  a 
goal  of  $50,000  to  establish  and  maintain  a 
Community  Hospital.  Judging  from  press 
accounts,  the  fund  is  well  on  its  way. 

West  Point  Memorial  Hospital  is  a project 
recently  endorsed  by  the  Chambers  of  Com- 
merce of  several  surrounding  communities. 
At  a recent  meeting  in  Scribner  the  commit- 
tee in  charge  was  authorized  to  make  solici- 
tations for  the  hospital  in  the  territory  close 
to  West  Point. 

The  Albion  Commercial  Club  at  a meet- 
ing in  July  went  on  record  endorsing  a 
County  Hospital.  In  support  of  the  project 
the  Albion  “News”  printed  the  following  edi- 
torial July  12,  1945: 

Among  the  projects  nearly  always  mentioned  in 
any  local  discussion  of  post-war  needs,  is  a hospital. 
Opinion,  whenever  audibly  expressed  seems  to  be 
practically  unanimous  in  support  of  such  a project. 
Under  the  circumstances  it  would  seem  that  the  time 
is  ripe  to  set  in  motion  a movement  looking  toward 
the  securing  of  a modern  hospital. 

A question  that  must  first  be  decided  is  whether 
it  is  to  be  a purely  local  affair  or  whether  it  should 
be  sought  as  a county-wide  institution. 

The  Albion  News  favors  a county  institution  inas- 
much as  it  should  be  adequate  to  serve  not  just 
the  Albion  community  but  the  entire  county.  In 
fact,  should  the  facilities  of  the  hospital  be  taxed 
to  capacity  at  any  time,  it  would  be  difficult  to 
draw  the  line  as  to  who  should  be  accepted  as 
patients. 

The  management  of  a county  hospital  would  sup- 
posedly rest  in  the  board  of  county  commissioners 
who  would  delegate  the  personal  charge  to  a board 
of  managers  and  superintendent. 

Whether  a city  institution  or  a county  project 
the  funds  to  finance  the  erection  of  a hospital  would 
likely  be  derived  from  tax  sources. 

The  city  of  Crete  is  moving  for  the  erection  of 
a city  hospital  and  already  plans  and  estimates  have 
been  prepared.  The  plans  at  Crete  call  for  a one- 
stqry  structure  with  26  rooms  and  the  estimated 
cost,  including  plumbing  and  heating,  is  around 
$65,000. 

Several  Crete  organizations  have  indicated  that 
they  would  provide  funds  for  the  purchase  of  the 
initial  equipment  and  individuals  have  shown  a de- 
sire to  furnish  rooms. 
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Similar  plans  might  be  worked  out  here  whether 
the  hospital  is  to  be  a city  or  a county  institution. 
But  if  Albion  or  Boone  county  is  to  have  a hospital 
within  the  next  two  years,  now  is  the  time  to 
start  action! 

The  town  of  Grant  has  created  a Hospital 
Investigating  Committee  to  consider  the 
construction  of  a Community  Hospital.  Ac- 
cording to  the  Sentinal  the  people  in  that 
area  had  been  invited  to  express  a prefer- 
ence for  the  location  of  the  proposed  insti- 
tution. 

Rushville,  according  to  last  reports,  was 
nearing  its  Community  Hospital  Campaign 
to  a successful  close. 

The  people  of  Morrill  County  at  a meet- 
ing held  in  Bridgeport  the  end  of  July  de- 
cided to  launch  a campaign  to  build  a county 
hospital. 

A hospital  project  is  being  discussed  by 
the  residents  of  Crete.  At  a meeting  held  in 
late  July,  it  was  suggested  that  the  city 
council  pass  a resolution  providing  for  spe- 
cial election  to  issue  bonds  to  the  extent  of 
$65,000.00  for  hospital  building  purposes. 


BILLS  IN  CONGRESS 

S.  Res.  134  by  Mr.  Downey  of  California,  June 
12.  A Resolution,  That  the  Committee  on  Military 
Affairs,  or  any  duly  authorized  sub-committee 
thereof,  is  authorized  and  directed  to  make  a full 
and  complete  investigation  with  respect  to  the  rela- 
tive needs  of  the  armed  forces  and  the  civilian  popu- 
lation for  the  services  of  medical  personnel.  Re- 
ferred to  the  Committee  on  Military  Affairs. 

Comment:  The  Senate  Committee  on  Mili- 
tary Affairs  has  proposed  holding  hearings 
on  this  bill. 

S.  1147  by  Mr.  Magnuson  of  Washington,  June 
14.  A Bill  to  be  known  as  the  “General  Welfare 
Act”  or  “General  Welfare  Act  Amendments  to  the 
Social  Security  Act,”  to  amend  the  Social  Secuiity 
Act  so  as  to  extend  coverage  thereunder  to  all 
groups  and  all  classes,  to  amend  the  Internal  Reve- 
nue Code  so  as  to  provide  the  revenue  for  an  all- 
inclusive  system  of  matured  annuities  for  Amer- 
ica’s senior  citizens,  and  for  other  purposes.  Re- 
ferred to  the  Committee  on  Finance. 

S.  1151  by  Mr.  Aiken  of  Vermont,  June  15  (for 
himself  and  Mr.  LaFollette  of  Wisconsin).  A Bill 
to  safeguard  the  health,  efficiency,  and  morale  of 
the  American  people;  to  provide  for  improved  nu- 
trition through  a more  effective  distribution  of  food 
supplies  through  a food-allotment  program;  to  as- 
sist in  maintaining  fair  prices  and  incomes  to  farm- 
ers by  providing  adequate  outlets  for  agricultural 


products;  to  prevent  burdening  and  obstructing 
channels  of  interstate  commerce;  to  promote  the 
full  use  of  agricultural  resources;  and  for  other 
purposes.  Referred  to  the  Committee  on  Agriculture 
and  Forestry. 

S.  1160  by  Mr.  Pepper  of  Florida,  June  18  (for 
himself,  Mr.  Thomas  of  Utah,  Mr.  Tunnell  of  Dela- 
ware, Mr.  Hill  of  Alabama,  Mr.  Murray  of  Montana, 
Mr.  LaFollette  of  Wisconsin,  and  Mr.  Aiken  of  Ver- 
mont). A Bill  to  provide  for,  foster,  and  aid  in  co- 
ordinating research  relating  to  neuro-psychiatric 
disorders;  to  provide  for  more  effective  methods  of 
prevention,  diagnosis,  and  treatment  of  such  dis- 
orders; to  establish  the  National  Neuropsychiatric 
Institute;  and  for  other  purposes.  Referred  to  Com- 
mittee on  Commerce. 

Comment:  Identical  with  H.R.  2550. 

S.  Res.  138  by  Mr.  Mitchell  of  Washington,  June 
19  (for  Mr.  Magnuson  of  Washington).  A Resolu- 
tion, That  a special  committee  to  be  composed  of 
seven  Senators  appointed  by  the  President  of  the 
Senate  is  authorized  and  directed  to  make  a full  and 
complete  study  and  investigation  with  respect  to 
the  administration  of  all  Federal  legislation  and 
departmental  administration  of  regulations  pertain- 
ing to  and  relating  to  the  veterans  of  World  War  I 
or  World  War  II.  Referred  to  the  Committee  on 
Finance. 

S.  1176  by  Mr.  Pepper  of  Florida,  June  20.  A Bill 
to  amend  the  Servicemen’s  Readjustment  Act  of 
1944,  with  respect  to  the  education  and  training  of 
veterans.  Referred  to  the  Committee  on  Finance. 

H.R.  3412  by  Mr.  Brehrn  of  Ohio,  June  7.  A Bill 
to  amend  the  Public  Health  Service  Act  so  as  to 
provide  assistance  to  States  in  developing  and  main- 
taining dental  health  programs,  and  for  other  pur- 
poses. Referred  to  Committee  on  Interstate  and 
Foreign  Commerce. 

Comment:  Identical  with  H.R.  3414  and 
S.  1099. 

H.R.  3414  by  Mr.  Traynor  of  Delaware,  June  7. 
A Bill  to  amend  the  Public  Health  Service  Act  so 
as  to  provide  assistance  to  States  in  developing 
and  maintaining  dental  health  programs,  and  for 
other  purposes.  Referred  to  Committee  on  Inter- 
state and  Foreign  Commerce. 

Comment:  Identical  with  H.R.  3412  and 
S.  1099.  Congressmen  Brehm  and  Traynor 
are  dentists. 

H.R.  3426  by  Mrs.  Rogers  of  Massachusetts,  June 
8.  A Bill  to  provide  continued  ratings  of  permanent 
and  total  degree  where  active  tuberculosis  has  been 
established  and  to  terminate  reduction  of  pension, 
compensation,  or  retired  pay  under  laws  adminis- 
tered by  the  Veterans’  Administration  in  the  cases 
of  veterans  without  dependents  who  are  hospitalized 
or  domiciled.  Referred  to  Committee  on  World  War 
Veterans’  Legislation. 

H.R.  3440  by  Mr.  May  of  Kentucky,  June  11.  A 
Bill  authorizing  appropriations  for  a permanent  pro- 
gram of  scientific  research  in  the  interest  of  national 
security.  Referred  to  the  Committee  on  Military 
Affairs. 
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Comment:  This  bill  was  passed  by  the 

House  of  Representatives  on  June  19.  It  is 
now  with  the  Senate  Naval  Affairs  Commit- 
tee and  it  is  expected  that  this  Committee 
will  hold  hearings  on  the  bill  in  the  near  fu- 
ture. 

H.R.  3463  by  Mr.  Voorhis  of  California,  June  13. 
A Bill  to  improve  the  hospital  care  of  American 
war  veterans,  to  establish  a National  Veterans’  Hos- 
pital Board,  and  for  other  purposes.  Referred  to 
Committee  on  World  War  Veterans’  Legislation. 

H.R.  3465  by  Mr.  Chelf  of  Kentucky,  June  13. 
A Bill  to  provide  assistance,  advice,  counsel,  and 
all  other  necessary  help  in  the  rehabilitation  of 
World  War  I and  II  veterans;  to  insure  prompt, 
courteous,  and  efficient  disposition  of  correspon- 
dence pertaining  to  all  veterans’  claims,  pensions,  in- 
surance, rights,  and  all  other  privileges  which  may 
now  exist  under  the  GI  bill  of  rights  or  other  vet- 
erans’ legislation  now  upon  the  statute  books,  or 
which  may  later  become  law,  all  of  which  may  per- 
tain to  monetary  or  other  benefits  or  services,  and 
all  other  inquiries  or  requests  for  help,  advice,  and 
counsel  received  by  each  Representative  in  Congress 
from  each  congressional  district,  which  relate  direct- 
ly or  indirectly  to  veterans’  benefits,  health,  tran- 
quillity, betterment,  and  for  all  other  purposes.  Re- 
ferred to  Committee  on  World  War  Veterans’  Legis- 
lation. 

S.  962  by  Mr.  Russell  of  Georgia,  May  7.  (also  for 
Mr.  Ellender  of  Louisiana).  A Bill  to  provide  as- 
sistance to  the  States  in  the  establishment,  main- 
tenance, operation,  and  expansion  of  school-lunch 
programs,  and  for  other  purposes.  Referred  to 
Committee  on  Agriculture  and  Forestry.  (This 
bill  is  concurrent  with  H.R.  3143). 

Comment:  National  School  Lunch  Act, 
Section  2,  Declaration  of  Policy:  “It  is  here- 
by declared  to  be  the  policy  of  Congress,  as 
a measure  of  national  security,  to  safeguard 
the  health  and  well-being  of  the  Nation’s 
children  and  to  encourage  the  domestic  con- 
sumption of  nutritious  agricultural  com- 
modities and  other  food,  by  assisting  the 
States,  through  grants-in-aid  and  other 
means,  in  providing  an  adequate  supply  of 
foods  and  other  facilities  for  the  establish- 
ment. maintenance,  operation,  and  expansion 
of  school-lunch  and  nutrition  education  pro- 
grams.” 

S.  973  by  Mr.  Johnson  of  Colorado,  May  7.  A 
Bill  to  liberalize  and  clarify  the  laws  pertaining 
to  hospital  treatment,  medical  care,  domiciliary  care, 
and  related  services,  and  for  other  purposes.  Re- 
ferred to  Committee  on  Finance. 

Comment:  An  identical  bill.  H.R.  3115, 
introduced  by  Mr.  Rankin  of  Mississippi 
was  reported  in  Bulletin  No.  13. 

S.  1037  by  Mr.  Barkley  of  Kentucky,  May  21.  A 
Bill  to  provide  for  water-pollution-control  activities 
in  the  United  States  Public  Health  Service,  and  for 


other  purposes.  Referred  to  Committee  on  Com- 
merce. 

Comment:  The  objective  of  this  bill  is 
similar  to  S.  330  and  H.R.  587,  but  differs 
materially  in  the  placement  of  administra- 
tive responsibilities. 

H.R.  3143  by  Mr.  Flannagan  of  Virginia,  May  7. 
A Bill  to  provide  assistance  to  the  States  in  the 
establishment,  maintenance,  operation,  and  expan- 
sion of  school-lunch  programs,  and  for  other  pur- 
poses. Referred  to  Committee  on  Agriculture. 

Comment:  Identical  with  S.  962. 

H.R.  3147,  by  request,  by  Mr.  Adams  of  New 
Hampshire,  May  8.  A Bill  to  authorize  the  ap- 
pointment of  qualified  medical  technologists  as 
commissioned  officers  in  the  Army  of  the  United 
States  and  in  the  Naval  Reserve.  Referred  to  Com- 
mittee on  Military  Affairs. 

Comment:  Introduced  by  Mr.  Adams  at 
the  request  of  one  of  his  constituents  who 
is  a technologist. 

H.R.  3199 — Union  Calendar  No.  148.  Committed 
to  the  Committee  of  the  Whole  House  on  the  state 
of  the  Union,  May  14.  A Bill  making  appropriations 
for  the  Department  of  Labor,  the  Federal  Security 
Agency,  and  related  independent  agencies,  for  the 
fiscal  year  ending  June  30,  1946,  and  for  other 
purposes. 

H.R.  3200  by  Mr.  Cannon  of  Florida,  May  14.  A 
Bill  to  provide  that  veterans  shall  not  be  denied 
care  or  treatment  in  Veterans’  Administration  fa- 
cilities for  mental  or  nervous  disorders  because  they 
have  not  been  adjudged  mentally  incompetent.  Re- 
ferred to  Committee  on  World  War  Veterans’  Legis- 
lation. 

Comment:  In  Florida,  as  in  many  other 
states  persons  cannot  be  entered  into  a 
mental  hygiene  hospital  except  by  legal  com- 
mitment. Congressman  Cannon  would  like 
to  circumvent  such  laws  and  help  the  veter- 
an receive  mental  hygiene  services  from  the 
facility  without  having  been  first  labeled  as 
insane. 

H.R.  3253  by  Mr.  Holifield  of  California,  May  17. 
A Bill  to  facilitate  the  receipt  of  hospital  treat- 
ment and  domiciliary  care  by  former  members  of 
the  armed  forces  at  institutions  nearest  to  their 
places  of  residence.  Referred  to  Committee  on 
World  War  Veterans’  Legislation. 

H.R.  3254  by  Mr.  Miller  of  Nebraska,  May  17.  A 
Bill  to  amend  section  6 of  the  Act  of  March  20, 
1933,  to  authorize  the  furnishing  in  private  facilities 
of  medical  and  hospital  treatment  to  certain  vet- 
erans. Referred  to  Committee  on  World  War  Vet- 
erans’ Legislation. 

Comment:  The  bill  gives  the  Administra- 
tor of  Veterans’  Affairs  the  right  to  provide 
medical  and  hospital  treatment  for  non- 
service disability  to  veterans  of  all  wars  in 
private  hospitals.  The  veteran  would  also 
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have  a right  to  the  services  of  his  own  physi- 
cian. 

H.R.  3266  by  Mr.  Lea  of  California,  May  18.  A 
Bill  to  amend  the  Federal  Food,  Drug,  and  Cos- 
metic Act  of  June  25,  1938,  as  amended,  by  provid- 
ing for  the  certification  of  batches  of  drugs  com- 
posed wholly  or  partly  of  any  kind  of  penicillin 
or  any  derivative  thereof,  and  for  other  purposes. 
Referred  to  Committee  on  Interstate  and  Foreign 
Commerce. 


OFFICE  OF  THE  SURGEON  GENERAL 

CIVILIAN  PSYCHIATRISTS  COMPLETE 
ETO  SURVEY 

At  the  request  of  the  Surgeon  General,  the  Office 
of  Scientific  Research  and  Development  appointed 
a group  of  noted  civilian  psychiatrists  to  undertake 
a study  of  combat  exhaustion  problems  in  the  Euro- 
pean Theater  of  Operations.  These  psychiatrists 
have  now  returned  with  a report  of  their  findings. 

HEALTH  OF  TROOPS  HERE  IS  EXCELLENT 

During  this  past  winter  and  spring  the  health  of 
troops  stationed  in  the  United  States  has  been  ex- 
cellent, surpassing  that  of  any  previous  war  year. 
The  low  hospital  admission  rate  for  all  diseases  re- 
flects fewer  communicable  conditions,  as  it  is  during 
this  period  of  the  year  that  infectious  diseases 
usually  predominate. 

There  were  less  respiratory  diseases  than  in  any 
previous  war  year,  although  during  May  there  was 
a slight  rise  in  these  cases.  Pneumonia,  measles, 
scarlet  fever,  meningitis,  and  rheumatic  fever  were 
all  less  prevalent  than  during  the  winter  and  spring 
of  1944.  The  only  important  infectious  diseases 
of  which  this  was  not  true  were  venereal  diseases 
and  infectious  hepatitis. 

Relapses  in  the  United  States  of  malaria  infections 
acquired  in  tropical  areas  overseas  increased  each 
month  until  March  1945,  but  have  since  declined 
slightly.  With  malaria  control  in  all  overseas  areas 
now  greatly  improved,  the  number  of  relapse  cases 
should  continue  to  decrease. 

The  fact  that  most  of  our  troops  are  well  sea- 
soned and  there  are  fewer  newly  inducted  troops 
is  responsible  in  part  for  this  improved  health  rec- 
ord. Most  Army  hospital  beds  here  are  now  occu- 
pied by  patients  evacuated  from  overseas. 

ETO  PATIENT  EVAC  JOB  NEARLY  DONE 

More  than  100,000  sick  and  wounded  soldiers  have 
been  returned  from  Europe  since  V-E  Day,  it  was 
disclosed  today  by  Brigadier  General  Raymond  W. 
Bliss,  Assistant  Surgeon  General  of  the  Army. 

The  Army  set  for  itself  a goal  of  returning  by 
plane  and  ship  all  transportable  wounded  from 
Europe  within  90  days  after  V-E  Day  and  the  record 
job  was  completed  before  the  August  8th  deadline. 
In  the  last  war  thousands  of  wounded  awaited  trans- 
portation from  Europe  for  a year. 

The  number  of  non-transportable  cases  is  com- 
paratively small,  General  Bliss  pointed  out,  and 
these  will  be  transported  to  the  U.  S.  as  they  are 
able  to  be  moved. 

A streamlined  policy  of  processing  wounded  re- 
turnees has  been  in  effect  and  the  patient  is  per- 


mitted to  visit  home  with  an  absolute  minimum  of 
delay.  The  majority  of  the  men  have  arrived  at  New 
York  City  or  Charleston,  S.  C.  In  a matter  of  hours 
within  their  arrival  they  are  assigned  a bed  at  a 
nearby  hospital,  such  as  Halloran  at  New  York  or 
Stark  General  at  Charleston. 

Surgeon  General  Norman  T.  Kirk  has  directed  that 
the  patient  be  sent  from  these  port  of  debarkation 
hospitals  to  a hospital  where  he  can  get  best  medical 
and  surgical  care  according  to  his  needs.  Amputa- 
tion cases,  for  example,  are  sent  to  any  of  the  seven 
general  hospitals  which  specialize  in  this  field,  and 
deaf  patients  are  sent  to  Borden  in  Oklahoma,  De- 
shon  in  Pennsylvania,  or  Hoff  in  California. 

At  the  time  of  Pearl  Harbor  there  were  approxi- 
mately 15,000  beds  in  all  Army  general  hospitals 
in  this  country.  That  capacity  is  now  215,000  and 
does  not  include  the  vast  network  of  Army  station 
and  regional  hospitals  which  provide  for  routine 
needs  of  soldiers  stationed  in  this  country. 

TRAINING  PLAN  ON  PACIFIC  DISEASES 

An  overall  plan  for  training  all  personnel  on  ap- 
propriate aspects  of  prevention,  control,  diagnosis 
and  treatment  of  diseases  common  to  the  Pacific 
Area  has  been  approved,  Major  General  George  F. 
Lull,  Deputy  Surgeon  General,  announced. 

The  following  training  has  been  planned  by  the 
Surgeon  General  for  personnel  of  medical  units  be- 
ing redeployed: 

The  time  allotted  to  Tropical  and  Preventive 
Medicine  Problems  in  the  Basic  Officers  Course  at 
Carlisle  has  been  increased  and  specially  qualified 
instructors  have  been  assigned  to  carry  out  this 
phase  of  the  program. 

The  present  eight-weeks  course  in  Tropical  Medi- 
cine given  at  the  Army  Medical  Center  will  be  re- 
duced to  four  weeks  beginning  probably  in  Septem- 
ber and  will  deal  only  with  diseases  common  to  the 
Pacific  Area. 

It  is  planned  that  a two-weeks  course  of  instruc- 
tion in  diseases  of  the  Pacific  Area  will  be  conducted 
at  Medical  Field  Service  School,  Carlisle  Barracks, 
Pennsylvania,  to  begin  on  or  about  August  13,  1945, 
for  unit  surgeons,  medical  inspectors,  chiefs  of  medi- 
cal services,  and  other  selected  officers  from  units 
of  the  three  major  forces  being  redeployed.  Instruc- 
tion will  include  the  prevention,  control,  treatment, 
and  diagnosis  of  malaria,  dengue,  filariasis,  Japa- 
nese B. -encephalitis,  kalaazar,  scrub  typhus,  louse 
and  flea-borne  typhus,  relapsing  fever,  plague, 
bacillary  dysentery,  amebiasis,  schistosomiasis, 
cholera,  salmonella  infections,  bacterial  food  poison- 
ing, venereal  diseases,  trenchfoot,  nutritional  defi- 
cencies,  dermatological  conditions  and  other  miscel- 
laneous disease  problems  to  be  encountered  in  the 
Pacific  Area.  It  is  planned  to  assign  a group  of 
highly  specialized,  well -qualified  instructors  to  the 
Medical  Field  Service  School,  Carlisle  Barracks, 
Pennsylvania,  to  handle  the  instruction  in  the  two- 
weeks  course. 

Upon  completion  of  this  course  of  instruction,  offi- 
cers will  be  expected  to  conduct  training  programs 
in  the  appropriate  aspects  of  the  prevention,  control, 
treatment,  and  diagnosis  of  these  diseases  for  all 
personnel  present  in  their  units  during  redeploy- 
ment. A training  guide  is  being  prepared  for  use  in 
this  unit  personnel  training. 
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In  addition,  a supplementary  program  of  instruc- 
tion for  nurses  of  units  being  redeployed  will  be 
conducted  at  the  training  centers  to  cover  the  nurs- 
ing problems  associated  with  the  diseases  to  be 
encountered  in  the  Pacific  Area. 

FRONT  LINE  PSYCHIATRY  EFFECTIVE 

Approximately  90  per  cent  of  combat  exhaustion 
cases  are  returned  to  duty  largely  as  a result  of 
prompt  detection  of  symptoms  and  skilled  handling 
of  the  patient,  it  was  announced  by  the  commission 
of  outstanding  civilian  psychiatrists  which  recently 
completed  an  11-week  survey  of  psychiatric  condi- 
tions in  the  European  Theater  of  Operations. 

Members  of  the  commission  expressed  their  “grea- 
est  admiration  for  the  courage,  ingenuity  and  accom- 
plishments” of  their  colleagues  overseas  working 
sometimes  under  fire  and  in  the  face  of  other  seri- 
ous handicaps  and  hazards. 

Combat  exhaustion  cases,  known  as  shell  shock  in 
the  last  war,  and  sometimes  referred  to  as  combat 
fatigue  or  operational  fatigue,  are  being  treated 
more  successfully  in  this  war  because  of  the  high 
quality  of  personnel  in  the  field  and  better  methods 
and  techniques.  Of  the  greatest  importance  is  the 
fact  that  our  psychiatrists  are  doing  some  of  their 
most  effective  work  right  up  near  the  front  at  the 
clearing  stations. 

Dr.  Karl  Menninger,  a member  of  the  commis- 
sion and  Director,  Menninger  Clinic,  Topeka,  Kan- 
sas, pointed  out  that  alert  and  understanding  ser- 
geants and  lieutenants  in  the  front  lines  are  antici- 
pating cases  of  combat  exhaustion.  Symptoms  are 
increasing  irritability,  lack  of  interest  in  letters  from 
home  and  in  comrades,  and  general  lassitude  and 
moroseness.  A man  who  has  reached  this  stage  but 
who  has  not  yet  come  to  the  breaking  point  can 
usually  be  brought  back  to  normal  by  prompt 
evacuation  to  rest  camps  for  relief  from  stress  of 
battle. 

Other  findings  were:  There  is  a direct  ratio  be- 
tween the  number  of  exhaustion  cases  and  the  in- 
tensity of  combat;  combat  exhaustion  emphatical- 
ly does  not  mean  a soldier  is  “yellow;”  every  man 
has  his  breaking  point;  a martyr  situation  more 
quickly  induces  combat  exhaustion. 

Other  members  of  the  commission  are:  Dr.  John 
C.  Whitehorn,  Chief  Psychiatrist,  Johns  Hopkins 
Hospital,  and  Professor  of  Psychiatry,  Johns  Hop- 
kins University;  Dr.  John  Romano,  Professor  of 
Psychiatry,  University  of  Cincinnati,  College  of 
Medicine;  Dr.  Lawrence  S.  Kubie,  Associate  in 
Neurology,  College  of  Physicians  and  Surgeons,  New 
York,  and  Dr.  Leo  H.  Bartemeier,  Professor  of  Psy- 
chiatry, Wayne  University,  Detroit,  Michigan. 


NATIONAL  HEALTH 

With  the  nation’s  medical  bill  in  1944 
totaling  four  billion  dollars  and  a capital  in- 
vestment in  hospital  plant  and  equipment 
of  six  billion  dollars,  medicine  today  is  one  of 
the  big  businesses  of  America,  says  the  cur- 
rent issue  of  The  Index,  quarterly  publica- 
tion of  The  New  York  Trust  Company,  in  a 
discussion  of  socialized  medicine.  The  direct 
consumers  of  medical  care,  it  was  explained. 


paid  three  billion  dollars  of  last  year’s  bill, 
expenditures  by  federal,  state  and  local  gov- 
ernments were  800  million  dollars,  and  the 
balance  was  contributed  by  industry  and 
philanthropy. 

Analyzing  the  relation  of  national  health 
to  output  of  goods,  the  bank  pointed  out  that 
in  1943,  the  nation’s  peak  production  year, 
approximately  two  billion  dollars  worth  of 
purchasing  power  was  lost  because  of  illness. 
The  male  industrial  worker,  the  report 
states,  lost  an  average  of  11.4  days  during 
the  year  largely  on  account  of  common  ail- 
ments, and  the  female  worker  lost  an  aver- 
age of  13.3  days.  The  bank  challenges  the 
belief  held  in  some  quarters  that  more  people 
can  receive  more  benefits  from  the  science 
of  medicine  if  the  profession  is  socialized. 

More  than  60,000  doctors,  one-third  of  the 
licensed  physicians  and  surgeons  of  the 
country,  are  in  the  armed  services  today, 
says  the  study.  Paying  a high  tribute  to  the 
quality  of  their  training,  the  bank  main- 
tains that  their  professional  competence, 
plus  the  aid  of  new  drugs  and  modern  meth- 
ods, were  largely  responsible  for  the  fact 
that  96.1  per  cent  of  the  1,375,000  American 
wounded  in  the  European  theater  of  opera- 
tions were  saved. 

Before  the  war,  it  was  found,  counties 
with  a per  capita  income  of  more  than  $600 
had  eight  times  as  great  a proportion  of 
physicians  to  population  as  did  counties  with 
a per  capita  income  of  less  than  $100.  Physi- 
cians rank  third  in  earning  ability  among 
the  independent  professions,  says  the  re- 
port, following  that  of  the  certified  public 
accountant  and  the  lawyer.  This  relatively 
high  income,  it  is  held,  is  in  the  nature  of  a 
dividend  from  a substantial  educational  in- 
vestment because  most  doctors  today  have 
spent  six  years,  plus  $15,000  to  $20,000,  in 
preparing  themselves  for  their  profession. 

“But  medical  facilities,”  the  study  con- 
tinues, “are  as  unevenly  distributed  as  medi- 
cal personnel.  Throughout  the  country 
there  is  one  general-hospital  bed  to  every 
263  of  the  population ; the  best  statewide 
ratio  is  1 to  196,  the  most  unfavorable,  1 to 
667.  Forty  per  cent  of  our  counties,  with  an 
aggregate  population  of  more  than  15  mil- 
lions, have  no  registered  hospitals. 

“The  country’s  future  hospital  develop- 
ment will  be  influenced  necessarily  by  the 
needs  of  World  War  veterans.  The  Veter- 
ans’ Administration,  with  a background  of 


Volume  30 
Number  9 


THE  SUPPLY  OF  PHYSICIANS 


333 


twenty  years  experience  in  the  supervision 
of  a medical  program,  was  operating  hos- 
pital facilities  in  1942  at  92  locations  in  for- 
ty-five states.  With  a total  investment  in 
buildings  of  213  million  dollars,  annual  op- 
erating costs  stood  at  65  million  dollars. 
Current  plans  call  for  the  provision  of  275,- 
000  to  302,000  beds,  as  compared  with  the 
101.275  beds  presently  available  or  author- 
ized. 

“During  the  next  twenty  years,  the  Vet- 
erans’ Administration  contemplates  the  de- 
velopment of  a physical  plant  which  will  rep- 
resent an  additional  investment  of  a billion 
dollars.  Present  expenditures  indicate  that 
the  annual  operating  costs  of  a hospital  plan 
of  such  magnitude  will  approximate  300  mil- 
lion dollars  annually. 

“In  cost  to  the  taxpayers,  the  medical  as- 
pects of  public  welfare  are  of  growing  im- 
portance. Ten  years  ago,  3.2  billion  dollars 
were  invested  in  hospitals,  half  of  which  was 
subscribed  by  the  government,  45  per  cent 
came  from  voluntary  gifts,  and  the  remain- 
der from  commercial  sources.  Tax  funds  to- 
day supply  some  200  million  dollars  annually 
for  hospital  care  of  mental  diseases,  a sim- 
ilar amount  for  the  care  of  the  indigent  in 
voluntary  hospitals,  and  60  million  dollars 
for  home  medical  care.  Practically  the  en- 
tire amount  needed  for  hospital  care  of  tu- 
berculosis and  other  communicable  diseases 
comes  from  the  government.” 


THE  SUPPLY  OF  PHYSICIANS* 

It  is  difficult  to  understand  the  public 
statements  that  a shortage  of  physicians  is 
imminent  in  this  country.  During  the  ab- 
normal war  situation  there  are  shortages  in 
every  phase  of  national  life.  However,  the 
medical  schools  of  the  United  States  are  now 
filled  to  about  110  percent  of  capacity  includ- 
ing the  first  year  classes  opening  in  the  fall 
of  1945.  On  the  accelerated  program,  they 
are  training  an  average  of  about  6 800  grad- 
uates per  year,  twice  the  number  of  physi- 
cians who  die  annually.  During  the  period 
1942-48  about  10.000  doctors  more  than 
normal  will  have  been  graduated  because  of 
the  accelerated,  war  time  program.  Pteliable 
actuarial  studies  by  Selective  Service  Head- 
quarters, and  other  authorities  indicate  that 
the  present  production  of  physicians  will  in- 
sure one  doctor  to  every  733  people  in  the 

*From  The  Connecticut  State  Medical  Journal,  July  1945 
Issue  by  Willard  C.  Rappleye,  M.D.,  New  York  City,  Dean, 
Faculty  of  Medicine,  Columbia  University. 


United  States  in  1950,  twice  as  many  physi- 
cians per  unit  of  population  of  any  country 
in  the  world  previous  to  the  war  and  well 
above  the  ratio  generally  accepted  as  suf- 
ficient for  good  medical  care.  While  the 
matter  of  distribution  and  the  effective 
utilization  of  these  physicians  is  a separate 
problem,  the  fact  is  that  the  number  of  doc- 
tors will  be  adequate  to  take  care  indefinite- 
ly of  all  of  the  civilian  needs  and  the  prob- 
able military  and  public  health  requirements, 
if  the  services  of  physicians  are  used  to 
their  full  advantage. 

Much  has  been  said  recently  about  the  de- 
ferment of  high  school  boys  to  enter  pre- 
medical education  rather  than  the  military 
services.  Selective  Service  Headquarters, 
the  War  Department,  the  Navy  Department, 
the  Interagency  Deferment  Committee,  and 
the  late  President  Pioosevelt  have  all  recom- 
mended against  such  a procedure  in  the  light 
of  the  overall  manpower  needs  of  the 
country.  Even  if  it  were  to  be  adopted,  such 
immature,  young  students  would  not  be 
available  for  admission  to  medical  school 
with  even  minimum  preparation  until  the 
fall  of  1947.  It  is  fully  expected  that  by 
that  time  there  will  have  been  discharged 
large  numbers  of  servicemen  who  desire  and 
should  be  given  the  opportunity,  if  qualified, 
to  pursue  professional  training.  In  addition, 
there  are  a certain  number  of  men  who  are 
not  acceptable  for  military  duty  for  one  rea- 
son or  another  and  also  many  well  prepared 
women  students  who  desire  to  enter  medical 
studies. 

Some  of  the  medical  schools  have  eight  or 
more  Applicants  for  each  first  year  vacancy 
for  the  October  1945  class  and  expect  at  least 
that  ratio  for  the  fall  of  1946.  It  is  quite 
possible  that’  during  1946  some  of  the  medi- 
cal schools  may  not  have  as  many  applicants 
as  in  normal  times,  but  by  1947  there  is 
every  reason  to  suppose  that  the  medical 
schools  will  have  an  adequate  number  of  ap- 
plicants as  well  qualified  as  war  conditions 
have  permitted. 

The  agitation  recently  to  the  effect  that 
there  will  be  a shortage  of  35,000  doctors 
in  the  United  States  in  the  near  future  is  at 
least  disquieting,  because  any  attempt  to 
produce  that  number  of  extra  physicians 
would  require  the  creation  of  perhaps  thirty 
new  medical  schools.  Such  a plan  could  only 
result  in  a serious  lowering  of  the  standards 
of  medical  education  and  medical  services, 
which  would  be  reflected  for  a generation. 
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An  over  supply  of  doctors  would  lead  to  a 
deterioration  of  the  standards  and  the  ethics 
of  medical  practice.  The  present  medical 
school  facilities  of  the  country  are  producing 
an  adequate  number  of  physicians  and  any 
attempt  to  dilute  the  proficiency  and  com- 
petence of  the  profession  would  be  against 
the  public  interest. 

These  comments  apply  to  the  production 
of  physicians  and  the  recruitment  of  medical 
students  and  are  not  directed  to  the  prob- 
lems in  other  branches  of  science  and  the 
other  professions.  Medical  education 
throughout  the  war  has  been  preserved  by 
the  government  almost  completely  intact,  ex- 
cept for  the  shortened  pre-medical  college 
preparation  and  the  abbreviated  hospital  ex- 
perience, both  of  which  were  sacrifices  for 
the  war  effort  and  which  can  readily  be  ad- 
justed in  the  near  future. 


NATIONAL  FOUNDATION  FOR  INFANTILE 
PARAYLSIS,  INC. 

NEBRASKA  CHAIRMEN  AND  SECRETARIES 

Adams — Leonard  T.  Waterman,  Hastings  ; Mrs.  Gertrude,  Win- 
roth,  Hastings1. 

Antelope — Dr.  D.  S.  Hinman,  Elgin  ; Mrs.  A.  A.  Pagel,  Neligh. 

Arthur — August  Rasmussen.  Lemoyne : Carl  Crouse,  Arthur. 

Banner—  Kathryn  K.  Lee,  Harrisburg  ; Rose  Shafto,  Harrisburg. 

Blaine — Mrs.  Melva  Vandeventer,  Dunning  ; Albert  Arns,  Dun- 
ning. 

Boone — Ray  P.  Medlin,  Albion  : Father  Albert  Sudbeck,  Peters- 
burg. 

Box  Butte — Richard  Ale,  Alliance  ; Howard  Liehty,  Alliance. 

Boyd-  Mrs.  John  Adams,  Spencer;  Mrs.  John  Barta,  Spencer. 

Brown — Harold  O.  Woods,  Ainsworth  ; Mrs.  Ruth  Miles,  Ains- 
worth. 

Buffalo — Verne  Freeman,  Kearney  : Mrs.  Goldie  Stark.  Kearney. 

Burt — G.  F.  Bryant,  Tekamah  ; Mrs?.  Gretchen  Holland,  Te- 
kamah. 

Butler — Paul  Kosch,  David  City  ; E.  H.  Rech.  David  City. 

Cass — Geo.  L.  Farley,  Plattsmouth  ; Miss  Wilhelmina  Hendrick- 
son, Plattsmouth. 

Cedar — E.  W.  Rossiter,  Hartington  ; Alex  Schultz,  Hartington. 

Chase — Glenn  Case.  Imperial  ; Mrs.  Frank  Reichardt.  Imperial. 

Cherry — Harold  D.  Jordan,  Valentine ; Mrs.  Queen  Dowden, 
Valentine. 

Cheyenne — P.  J.  Heaton,  Sidney  ; John  W.  Martinosky,  Sidney. 

Clay — Mrs.  Florence  Moger  (Vice  Chairman),  Clay  Center;  Mrs. 
Leola  Richert,  Clay  Center. 

Colfax — W.  J.  Wragge,  Schuyler:  Mrs.  C.  J.  Zemanek.  Schuyler. 

Cuming  Mrs.  Guy  L.  Thompson,  West  Point;  Mrs.  Ferae  Box, 
West  Point. 

Custer — Mrs.  Maybell  Carothers,  Broken  Bow  ; Mrs.  Paul  Brown, 
Broken  Bow. 

Dakota — Mrs.  Ed  Metz,  South  Sioux  City  ; Mrs.  Fred  B.  Shaw, 
South  Sioux  City. 

Dawes — Dr.  M.  B.  McDowell.  Chadron  ; Walter  Hampton, 
Chadron. 

Dawson  Emil  Barta,  Cozad  : Mrs.  Grace  Barmore,  Lexington. 

Deuel — Lloyd  Zimmer,  Chappell  ; Mrs.  Emil  Jacobson,  Chappell. 

Dixon — Frank  Kroger,  Newcastle ; Mrs.  Myrtle  Day,  Ponca. 

Dodge — W.  B.  Hopper,  Fremont;  Ann  De  Vol,  Fremont. 

Douglas — Walter  F.  Cozad,  Omaha  ; Miss  Leeta  Holdrege, 
Omaha. 

Dundy — Leon  Hines,  Benkelman  ; Mrs.  Nora  Herring,  Benkel- 
man. 

Fillmore — H.  E.  Swanson,  Geneva  ; Miss  Artice  E.  Miles, 
Geneva. 

Franklin — C.  A.  Pool,  Franklin  ; P.  L.  Slocum,  Franklin. 

Frontier — Arvel  Berry,  Curtis  ; Mrs.  A.  L.  Hathaway,  Eustis. 

Furnas — Guy  T.  Haines,  Arapahoe;  Fred  K.  Evans,  Arapahoe. 

Gage — Dr.  John  G.  Krim,  Beatrice  ; M.  E.  Dole,  Beatrice. 

Garden-  I.  W.  Wright,  Oshkosh  ; Mrs.  Louise  Keating,  Oshkosh. 

Garfield  -J.  J.  Meyers,  Burwell  ; Mrs.  Clifford  Anderson,  Bur- 
well. 

Gosper — Mrs.  J.  M.  Reynolds,  Elwood  ; Doris  Bigelow,  Elwood. 

Grant — Mrs.  George  Bunner,  Hyannis  ; Mrs.  R.  W.  Johnson, 
Hyannis. 

Greeley — Dr.  J.  L.  Brannen.  Greeley  ; M.  G.  Williams,  Scotia. 

Hall — S.  H.  Rasey,  Grand  Island  ; Mrs.  M.  L.  Lewis  Charles, 
Grand  Island. 

Hamilton — Mrs.  Carl  Gjerloff,  Marquette;  Mrs.  Roy  Wade, 
Aurora. 
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Harlan  L.  B.  Carraher.  Stamford  ; R.  E.  Weare,  Stamford. 
Hayes- Mrs.  H.  B.  McKibbon,  Hayes  Center;  Mrs.  H.  B.  Me- 
Kibbon.  Hayes  Center. 

Hitchcock — Mrs.  Carl  Swanson,  Culbertson  ; Mrs.  L.  E.  Darby. 
Trenton. 

Holt — Mrs.  Dewey  Shaffer,  O'Neill  ; James  W.  Rooney,  O’Neill. 
Hooker  John  J.  Motl,  Mullen. 

Howard — Mrs.  A.  H.  LeGate,  St.  Paul  ; Mrs.  Velma  Taylor,  St. 
Paul. 

Jefferson — Carl  J.  Barz,  Fairbury  ; E.  L.  Dickens,  Fairbury. 
Johnson  -Mrs.  L.  E.  Laflin.  Crab  Orchard;  Mrs.  Ray  Morris- 
sey, Tecumseh. 

Kearney — Emil  Nelson,  Minden  ; Richard  Armstrong,  Minden. 
Keith  R.  F.  Wilson.  Ogallala  ; Russell  Hughes,  Ogallala. 
Keya  Paha  Mrs.  Emil  Johnson,  Springview  ; Mrs.  Geo.  Hallock, 
Springview. 

Kimball — Mrs.  Lucille  Van  Steenberg,  Kimball  ; Mrs.  Ella  Lein- 
inger.  Kimball. 

Knox—  Dr.  W.  E.  Wright,  Creighton  ; Frank  Hughes,  Bloom- 
field. 

Lancaster — John  K.  Selleck,  Lincoln  ; Mrs.  Mark  Pierce,  Lin- 
coln. 

Lincoln  Mrs.  Leah  Baskins,  North  Platte ; Mrs.  Elmer  Byrne, 
North  Platte. 

Logan — C.  W.  Beam,  Stapleton  ; R.  R.  Brown,  Stapleton. 

Loup — Mrs.  Britton  Peters,  Burwell  ; Rev.  R.  W.  Garrison, 
Taylor. 

Madison — Otto  Scheer  ( Acting  Chairman),  Madison  ; Miss  Amy 
Wolt,  Norfolk. 

McPherson-  It.  C.  Conroy,  Tryon  ; Mrs.  Harriet  Hogue,  Tryon. 
Merrick — Mrs.  Sten  Nordstedt,  Central  City  ; Mrs.  Clara  W.  Ev- 
erett, Central  City. 

Morrill — Paul  Miller,  Bayard  ; Jack  Byrnes,  Bridgeport. 

Nance — Bryan  Snyder,  Fullerton  ; Jessie  G.  Kreidler,  Fullerton. 
Nemaha  —Mrs.  Harry  Wheeler,  Auburn;  Mrs.  Opal  Conner,  Au- 
burn. 

Nuckolls — Claude  E.  Shaw,  Superior  ; Wayne  Megrue,  Superior. 
Otoe — John  C.  Miller,  Nebraska  City  ; Arthur  Sweet,  Nebraska 
City. 

Pawnee — Ben  R.  Henry,  Pawnee  City  ; Mrs.  E.  V.  Eckman, 
Pawnee  City. 

Perkins — Mrs.  C.  M.  Mead,  Grant;  Mrs.  Gladys  Fitzgerald, 
Grant. 

Phelps-  Bernard  A.  Winquest,  Holdrege. 

Pierce — Mrs.  Leslie  Brand,  Foster ; Mrs.  Charles  Scranton, 
Plainview. 

Platte — A1  E.  Schwantje,  Columbus  ; Harry  Kellog,  Columbus. 
Polk — (No  Chairman)  ; Gertrude  Reece.  Osceola. 

Red  Willow — Mrs.  J.  E.  Stephens,  McCook  ; Asa  A.  Wolfe, 
McCook. 

Richardson — Don  W.  Thomas,  Falls  City  ; Berlyn  Shields,  Falls 
City. 

Rock-  Mrs.  Talma  Allen,  R.N.,  Bassett;  Mrs.  H.  Buell,  Bassett. 
Saline — Mrs.  Amanda  Jewett,  Friend  ; Mrs.  P.  J.  Mullin,  Friend. 
Sarpy — Alice  Weeth,  Gretna  ; Mrs.  C.  R.  Caley,  Springfield. 
Saunders-  Howard  V.  Kanouff,  Wahoo  ; J.  F.  Callaway.  Wahoo. 
Scotts  Bluff — Leonard  B.  Harrison,  Scottsbluff  ; Everette  Boggs, 
Gering. 

Seward  Mrs.  A.  E.  Curley,  Seward  ; Ivan  Blevens,  Seward. 
Sheridan  Mrs.  Anne  Graeber,  Rushville ; Mrs.  Janet  Curtiss, 
Rushville. 

Sherman — Stanley  F.  Roy,  Loup  ; Miss  Ann  Van,  Loup  City. 
Sioux-  Edgiththa  Rathbun.  Harrison  ; Mrs.  Frank  Lacy,  Har- 
rison. 

Stanton — Judge  S.  F.  Armbruster,  Stanton  ; Richard  Sweet, 
Stanton. 

Thayer  — A.  J.  Nacke,  Hebron  ; H.  W.  Hess,  Hebron. 

Thomas — Mrs.  Pauline  Hanks,  Thedford  ; Mr.  Pearl  Nutter, 
Thedford. 

Thurston — Ralph  D.  Copenhaver,  Walthill  ; Mrs.  Wendell 
Boughn,  Walthill. 

Valley— Ign.  Klima,  Jr.,  Ord  ; Mrs.  E.  L.  Kokes,  Ord. 
Washington  Ralph  E.  Fairchild,  Blair  ; Dorena  Walker,  R.N., 
Blair. 

Wayne-  Henry  E.  Ley,  Wayne  ; P.  L.  March,  Wayne. 

Webster — Mrs.  Geo.  Corner.  Blue  Hill  ; Mrs.  O.  H.  Martin,  Blue 
Hill. 

Wheeler  -S.  L.  Wescott,  Erickson;  L.  E.  Harris,  Erickson. 
York-  Mrs.  Wayne  Harrington,  York;  Mrs.  Carl  Rose,  York. 

The  National  Foundation  for  Infantile  Paralysis 
has  prepared  a number  of  publications  which  are 
available  upon  request.  One  or  two  of  these  publi- 
cations have  been  considered  quite  helpful  by  a 
number  of  the  doctors  for  distribution  through  their 
offices.  Bulletin  No.  51A  entitled  “When  Polio 
Strikes  . . . Helpful  Hints  for  Everyone,”  and  the 
other,  Publication  No.  34A  entitled  “Doctor  . . . 
What  Can  I Do?”  These  are  available  without 
cost  through  this  office  or  directly  from  National 
Foundation  headquarters  at  120  Broadway,  New 
York  City. 

CLINTON  BELKNAP, 

Nebr.  State  Representative, 

540  Stuart  Bldg., 

Lincoln  8,  Nebraska. 
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CONSTRUCTIVE  PROGRAM  FOR  MEDICAL  CARE 

AMERICAN  MEDICAL  ASSOCIATION 

This  platform  was  adopted  by  the  Council  on  Medical  Service  and  Public  Relations  and  the  Board  of 
Trustees  of  the  American  Medical  Association  on  June  22,  1945. 

Preamble 

The  physicians  of  the  United  States  are  interested  in  extending  to  all  people  in  all  communi- 
ties the  best  possible  medical  care.  The  Constitution  of  the  United  States,  the  Bill  of  Rights  and 
the  “American  Way  of  Life”  are  diametrically  opposed  to  regimentation  or  any  form  of  totali- 
tarianism. According  to  available  evidence  in  surveys,  most  of  the  American  people  are  not  inter- 
ested in  testing  in  the  United  States  experiments  in  medical  care  which  have  already  failed  in 
regimented  countries. 

The  physicians  of  the  United  States,  through  the  American  Medical  Association,  have  stressed 
repeatedly  the  necessity  for  extending  to  all  corners  of  this  great  country  the  availability  of  aids 
for  diagnosis  and  treatment,  so  that  dependency  will  be  minimized  and  independence  will  be  stimu- 
lated. American  private  enterprise  has  won  and  is  winning  the  greatest  war  in  the  world’s  history. 
Private  enterprise  and  initiative  manifested  through  research  may  conquer  cancer,  arthritis  and 
other  as  yet  unconquered  scourges  of  humankind.  Science,  as  history  well  demonstrates,  pros- 
pers best  when  free  and  unshackled. 

Program 

The  physicians  represented  by  the  American  Medical  Association  propose  the  following  con- 
structive program  for  the  extension  of  improved  health  and  medical  care  to  all  the  people : 

1.  Sustained  production  leading  to  better  living  conditions  with  improved  housing,  nutri- 
tion and  sanitation  which  are  fundamental  to  good  health;  we  support  progressive  action  toward 
achieving  these  objectives: 

2.  An  extended  program  of  disease  prevention  with  the  development  or  extension  of  or- 
ganizations for  public  health  service  so  that  every  part  of  our  country  will  have  such  service, 
as  rapidly  as  adequate  personnel  can  be  trained. 

3.  Increased  hospitalization  insurance  on  a voluntary  basis. 

4.  The  development  in  or  extension  to  all  localities  of  voluntary  sickness  insurance  plans 
and  provision  for  the  extension  of  these  plans  to  the  needy  under  the  principles  already  estab- 
lished by  the  American  Medical  Association. 

5.  The  provision  of  hospitalization  and  medical  care  to  the  indigent  by  local  authorities 
under  voluntary  hospital  and  sickness  insurance  plans. 

6.  A survey  of  each  state  by  qualified  individuals  and  agencies  to  establish  the  need  for 
additional  medical  care. 

7.  Federal  aid  to  states  where  definite  need  is  demonstrated,  to  be  administered  by  the 
proper  local  agencies  of  the  states  involved  with  the  help  and  advice  of  the  medical  profession. 

8.  Extension  of  information  on  these  plans  to  all  the  people  with  recognition  that  such 
voluntary  programs  need  not  involve  increased  taxation. 

9.  A continuous  survey  of  all  voluntary  plans  for  hospitalization  and  illness  to  determine 
their  adequacy  in  meeting  needs  and  maintaining  continuous  improvement  in  quality  of  medi- 
cal service. 

10.  Discharge  of  physicians  from  the  armed  services  as  rapidly  as  is  consistent  with  the 
war  effort  in  order  to  facilitate  redistribution  and  relocation  of  physicians  in  areas  needing 
physicians. 

11.  Increased  availability  of  medical  education  to  young  men  and  women  to  provide  a 
greater  number  of  physicians  for  rural  areas. 

12.  Postponement  of  consideration  of  revolutionary  changes  while  60,000  medical  men  are 
in  the  service  voluntarily  and  while  12,000,000  men  and  women  are  in  uniform  to  preserve  the 
American  democratic  system  of  government. 

13.  Adoption  of  federal  legislation  to  provide  for  adjustments  in  draft  regulation  which 
will  permit  students  to  prepare  for  and  continue  the  study  of  medicine. 

14.  Study  of  postwar  medical  personnel  requirements  with  special  reference  to  the  needs 
of  the  veterans’  hospitals,  the  regular  army,  navy  and  United  States  Public  Health  Service. 
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NEBRASKA  STATE  HEALTH  DEPART- 
MENT NOTES 

PUBLIC  HEALTH  NURSES 

More  than  triple  the  pre-war  number  of 
public  health  nurses — or  at  least  69,000  pub- 
lic health  nurses — will  be  needed  if  a com- 
plete health  service  is  to  be  available  after 
the  war,  according-  to  the  National  Organiza- 
tion for  Public  Health  Nursing  in  a leaflet, 
“Your  Postwar  Job,”  issued  recently  for 
nurses  returning  from  military  service. 

The  leaflet  will  be  distributed  to  profes- 
sional and  non-professional  organizations 
for  use  in  vocational  guidance  programs  for 
nurse-veterans. 

Nurses  are  already  returning  from  mili- 
tary service,  for  various  reasons,  at  the 
rate  of  approximately  400  a month,  and  it  is 
important  that  they  receive  guidance  in 
choosing  the  field  of  civilian  nursing  that 
makes  the  best  use  of  their  skills  and  where 
they  are  most  needed.  There  have  never 
been  enough  public  health  nurses  in  this 
country  and  at  present  some  health  depart- 
ments and  visiting  nurse  associations  have 
from  20  to  30  per  cent  vacancies  on  their 
nursing  staffs. 

The  public  health  nurse’s  chief  concern 
is  to  help  private  physicians  and  health  offi- 
cers ward  off  sickness  and  epidemics  before 
they  strike  and  disable.  To  do  this,  she 
counsels  on  problems  directly  related  to 
physical  and  mental  health.  She  helps  fam- 
ilies carry  out  medical  directions;  gives  or 
demonstrates  bedside  nursing  care;  is  in- 
dispensable in  the  control  of  tuberculosis, 
venereal  and  other  communicable  diseases. 
She  teaches  young  mothers  how  to  care  for 
themselves  and  their  babies  before  and  after 
birth ; homemakers  how  to  buy  and  use  nu- 
tritious foods.  She  is,  in  fact,  nurse,  health 
teacher,  adviser  and  sympathetic  friend. 

Copies  of  the  leaflet  “Your  Postwar  Job” 
are  free  on  request  from  the  National  Or- 
ganization for  Public  Health  Nursing,  1790 
Broadway,  New  York  19,  New  York. 


THE  NEW  RULES  AND  REGULATIONS 

The  State  Department  of  Health  is  issuing 
in  September  its  Statutory  Provisions  Relat- 
ing to  the  Control  of  Communicable  Disease. 
This  is  the  1945  revision  of  the  Rules  and 
Regulations  pertaining  to  public  health. 

There  are  many  additions,  new  regula- 


tions and  more  detailed  explanation  of  cer- 
tain previously  issued  regulations. 

The  tropical  diseases  which  may  come 
with  postwar  days  but  which  have  not  here- 
tofore been  prevalent  in  America  are  pre- 
sented in  considerable  detail. 

These  Rules  and  Regulations  will  be  dis- 
tributed to  all  physicians,  schools,  boards 
of  health  and  others  who  will  be  primarily 
interested  in  having  this  information. 


A Tuberculosis  Institute  under  the  auspices  of  the 
State  of  Nebraska  Department  of  Health  was  held 
in  the  Hospital  for  Tuberculous,  Kearney,  on  August 
6,  1945,  and  at  the  Douglas  County  Hospital,  Omaha, 
August  8,  1945. 

The  program  was  as  follows: 

9:30  a.m. — -“Medical  Aspects,”  Chas.  W.  Rudolph, 
M.D.,  Medical  Director,  Nebraska  Hospital  for 
Tuberculous,  Kearney,  Nebraska;  Max  Fleishman, 
M.D.,  Medical  Director,  Tuberculosis  Clinic,  Doug- 
las County  Hospital,  Omaha,  Nebraska. 

10:30  a.m. — “Nursing  Aspects,”  Margaret  Taylor, 
Nurse  Officer  (R),  Division  of  Tuberculosis  Con- 
trol, U.S.P.H.S.,  Washington,  D.  C. 

2:00  p.m. — “Rehabilitation  of  the  Tuberculous  Pa- 
tient,” Lily  C.  Hagerman,  Nurse  Officer  (R), 
U.S.P.H.S.,  District  No.  7,  Kansas  City,  Missouri. 
“National  Tuberculosis  Program,”  Theo.  Hilbish, 
M D.,  Tuberculosis  Consultant,  U.S.P.H.S.,  Dis- 
trict No.  7,  Kansas  City,  Missouri. 

“State  Tuberculosis  Program,”  C.  A.  Selby,  M.D., 
Director  of  Health,  State  Department  of  Health. 
“State  Tuberculosis  Association,”  Mr.  Delmar  R. 
Serafy,  Executive  Secretary,  Omaha,  Nebraska. 
“Vocational  Rehabilitation,”  Mr.  J.  R.  Jewell,  Chief, 
Vocational  Rehabilitation  Department. 

“Veterans  Administration,”  Miss  Jenness  Eertmold, 
Medical  Social  Worker. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  brought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise 
of  ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever  6.00 

Mumps  I-  6.00 


If  our  committee  can  be  helpful  to  you.  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
Weber,  C.  R.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Albertson,  L.  C.,  Kearney 
Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B„  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY' 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY' 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
CUSTER  COUNTY' 

Koefoot,  Ted,  Jr.,  Broken  Bow 
Leonard,  Patrick,  Broken  Bow 
DAWES  COUNTY 

McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY’ 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  ,Tos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti.  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 


OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


As  of  August  15,  1945 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 

Heywood,  Leo.  T. 

Hirschman,  J.  H.,  Int. 
Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kemp,  Wm.  T. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 
Mangiameli,  Carl  L. 
Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner,  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 
Shamberg,  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand,  Clarence  Johnson 
Tamisiea.  John  A. 

Taylor,  Willis 
Thompson,  C,  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

YVilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young,  Geo.  Alex.,  Jr. 
FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 


FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 
KNOX  COUNTY 

Carrig,  M.  H.,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Everett,  H.  H.,  Jr. 

Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Greer,  Rex  E. 

Haentzschel,  L.  E. 

Haley,  Robert  R. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Stein,  Robt.  J. 

Still,  Richard  M. 
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Taborsky,  A.  F. 

Teal,  Philip 
Underwood,  G.  R. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Anderson,  Augustave  T.,  N.  Platte 
Anderson,  Thorwald  R.,  N.  Platte 
Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  B.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long',  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E,  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter.  Geo.  B.,  Norfolk 
Sandritter.  Gilbert  Lee,  Norfolk 
Sehwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo,  W.,  Jr.,  Bayard 

NEMAHA  COUNTY 
Tushla,  F.  M.,  Auburn 


OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 

Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 
PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 

RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 

RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 


SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 
SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Ohme,  K.  AV.,  Mitchell 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 
Bradley,  J.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Col.  John  A.  Tamisiea  has  returned  to  civilian  life, 
and  reopened  his  office  on  July  16,  at  718  Barker 
Bldg.,  Omaha,  Nebr. 

Major  Arthur  M.  Greene  has  been  assigned  as 
Assistant  Chief  Medical  Oficer  at  the  Lake  Charles, 
Louisiana  Army  Air  Field  Base  Hospital. 

After  four  and  one-half  years  in  military  service, 
Lt.  Col.  Gilbert  L.  Sandritter  is  spending  a thirty 
day  leave  with  his  family  in  Norfolk. 

Captain  R.  A.  Youngman  was  on  leave  in  Falls 
City  following  his  return  from  Scotland  where  he 
served  with  the  Army  Medical  Corps  in  the  Euro- 
pean Theater  of  Operations. 

We  record  with  sorrow  the  death  of  Captain  John 
C.  Ellis,  son  of  Dr.  Paul  Ellis  of  Omaha.  Captain 
Ellis  was  the  1937  captain  of  the  University  of  Ne- 
braska football  team.  He  won  fame  when  he  swam 
from  Bataan  to  Corregidor  towing  a canoe  loaded 
with  injured  men.  Captain  Ellis  died  in  the  sinking 
of  a Jap  prison  ship  last  December. 

Recently  commissioned  a lieutenant  commander 
of  the  U.  S.  Naval  Reserve  Medical  Corps  is  A.  W. 
Anderson  of  Lexington.  He  has  been  assigned  to 
duty  at  the  Naval  Air  Base  Hospital  in  Corpus 
Christi,  Tex. 

Dr.  G.  E.  Tepley,  following  several  years’  service 
in  the  Medical  Corps  of  the  U.  S.  Army,  has  re- 
turned to  civilian  practice  in  Howells. 

The  Bronze  Star  was  awarded  to  Jerome  H. 
Hirschmann  of  Omaha,  Captain,  Medical  Corps, 
Medical  Detachment,  45th  Tank  Battalion,  “for 
heroic  achievement  in  connection  with  military  op- 
erations against  the  enemy  on  April  29th,  1945, 
near  Manning,  Germany.  Captain  Hirschmann,  Bat- 
talion Surgeon,  completely  disregarded  personal 
safety  to  dash  75  yards  across  an  open  field  in  the 
face  of  intense  enemy  shelling  to  render  medical 


aid  to  a severely  wounded  infantryman.  Later  in 
the  day,  he  treated  and  evacuated  numerous  casual- 
ties in  the  forward  area  under  constant  and  direct 
hostile  fire.  His  valor,  courage  and  professional 
skill  saved  numerous  lives  and  all  in  keeping  with 
the  finest  traditions  of  the  Armed  Forces.” 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  R.  L.  Kleeberger,  a recent  Creighton  gradu- 
ate, has  located  in  Scottsbluff. 

Dr.  Howard  R.  Murphy  is  new  resident  physician 
at  the  State  Institution,  Beatrice. 

Dr.  E.  F.  Malloy,  formerly  of  Cedar  Bluffs,  Nebr., 
is  now  practicing  at  Fremont,  Nebr. 

Dr.  Willard  H.  Quigley  of  Omaha  was  a patient 
in  St.  Catherine’s  hospital  in  Omaha  in  July. 

Dr.  Frank  J.  Rosenberg,  Lexington,  is  recovering 
from  a recent  operation  in  an  Omaha  hospital. 

Dr.  Earl  Leonard,  formerly  at  Rock  Rapids,  Iowa, 
and  Bloomfield,  Nebr.,  is  practicing  at  Nebraska 
City. 

Dr.  and  Mrs.  H.  J.  Lehnhoff,  Lincoln,  celebrated 
the  birthday  of  their  first  grandson  on  July  21, 
1945. 

Dr.  Elmer  J.  Bild,  who  practiced  in  Page,  Nebr., 
some  twenty-five  years  ago,  has  returned  there  to 
practice. 

Dr.  Ruth  Warner  of  Lincoln  is  spending  two 
months  as  district  resident  obstetrician  at  Lying-In 
hospital,  Chicago. 

Dr.  D.  S.  Rausten  who  has  been  practicing  at 
Thedford,  Nebr.,  the  past  two  years  has  returned 
to  Lincoln  to  reopen  his  office. 

Dr.  E.  R.  Hayes,  formerly  of  Falls  City  and 
Omaha,  has  become  director  of  Health  Education 
in  the  schools  of  Evanston,  Illinois. 


DEATHS 


339 


Volume  30 
Number  9 

A broken  nose,  concussion,  and  bruises  received 
in  a tussle  with  a berserk  patient,  confined  Dr.  Ray 
S.  Wycoff  to  the  Community  Hospital,  Lexington, 
in  July. 


DEATHS 

Geesaman,  Edgar  S.  B.,  M.D.,  Ft.  Calhoun.  Born 
in  Minneapolis,  December  23,  1887.  Came  to  Nebras- 
ka in  childhood.  Graduated  from  Creighton  Univer- 
sity School  of  Medicine  in  1912.  Practiced  medicine 
in  Doniphan,  Nebr.,  and  located  in  Ft.  Calhoun  in 
1914  where  he  remained  in  active  practice  until  his 
death  on  July  16,  1945.  Death  came  just  as  he  had 


— Courtesy  “Enterprise,”  Blair,  Nebr. 
EDGAR  S.  B.  GEESAMAN 

completed  caring  for  an  injured  patient.  Dr.  Geesa- 
man was  active  in  community  work,  was  a member 
of  his  county,  state  and  American  Medical  Associa- 
tions. Surviving  are  his  wife  and  three  sons,  one  of 
whom,  Richard,  is  now  a student  in  the  University 
of  Nebraska  College  of  Medicine. 


Kelley,  Chas.  Joseph,  M.D.,  Anselmo.  Born  in 
1858.  Graduated  from  Rush  Medical  College  in  1893. 
He  practiced  for  a while  in  Iowa  and  came  to  Ne- 
braska in  1902.  He  located  in  Anselmo  where  he 
died  July  5,  1945.  Surviving  are  his  wife,  five 
daughters  and  two  sons. 


Conrad,  Alexander  A.,  M.D.,  Crete.  Born  in  Crete 
in  1890.  Graduated  from  Creighton  University 
School  of  Medicine,  1915,  located  in  Crete  the  follow- 
ing year  where  he  remained  in  practice  until  last 
spring  when  he  entered  a Lincoln  hospital  for  care. 
Dr.  Conrad  was  a hard  worker,  utilizing  his  time  and 
energy  not  only  for  the  medical  needs  of  his  com- 
munity, but  also  for  civic  duties,  in  spite  of  his 
poor  health.  Thus,  regardless  of  a coronary  attack 
suffered  in  1941,  in  capacitating  him  for  six  months, 
Dr.  Conrad  on  his  return  accepted  the  chairmanship 


— Courtesy  “Crete  News.” 
ALEXANDER  A.  CONRAD 

of  Procurement  and  Assignment  Service  for  the 
state.  Again  in  the  face  of  physical  disability  he 
kept  on  serving  as  councilor  of  his  district.  He 
had  many  other  tasks  which  he  fulfilled  cheerfully 
and  effectively.  Death  came  on  July  9,  1945,  as  a 
result  of  carcinoma  of  the  liver.  He  is  survived  by 
his  widow  and  two  daughters. 


Captain  Neil  M.  Burr,  M.C.,  Guide  Rock,  Nebr. 
Born  in  1915.  Graduated  from  University  of  Ne- 
braska College  of  Medicine  in  1939.  Served  his  in- 
ternship in  University  Hospital,  Omaha.  Follow- 
ing this  he  accepted  a residency  in  the  Cleveland 


CAPTAIN  NEIL  M.  BURR 


Clinic,  Cleveland,  Ohio,  where  he  served  on  the 
surgical  service  until  the  spring  of  1940,  when  he 
was  called  to  active  duty  in  the  Army  of  the  United 
States.  He  trained  at  Camp  Shejby,  Miss.,  with  the 
medical  detachment  to  the  147th  Infantry  of  the 
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37th  Division.  Went  to  the  Philippines  in  August, 
1941,  and  was  stationed  at  Ft.  McKinley  with  the 
12th  medical  battalion.  He  was  captured  on  Bataan 
and  was  held  prisoner  until  September  5,  1944.  Word 
was  received  by  his  parents,  Dana  L.  and  Blanche 
F.  Burr,  in  July,  1945,  that  Captain  Burr  was  re- 
ported to  have  lost  his  life  when  a Japanese  ship 
transporting  prisoners  of  war  from  the  Philippine 
Islands  was  sunk  October  24,  1944. 


MARRIAGES 

Dr.  Roland  L.  Kleeberger,  to  Lois  Marie  Melichar, 
both  of  Omaha,  at  Omaha  on  June  30,  1945. 

Lt.  Wm.  Skokan,  Niobrara,  to  Alison  Scurr  at 
Newport,  Rhode  Island,  on  June  23,  1945. 


The  following  resolution  was  recently  submitted 
by  the  Michigan  State  Medical  Society: 

STATEMENT  REQUESTING  EARLY  SEPARA- 
TION OF  UNNEEDED  MEDICAL  OFFICERS 
FROM  MILITARY  SERVICE 

Now  that  V-E  Day  is  passed  and  the  release  from 
service  of  part  of  our  Armed  Forces  is  expected, 
immediate  consideration  should  be  given  to  the  re- 
lease of  as  many  of  the  doctors  of  medicine  as  is 
consistent  with  the  best  interest  of  the  Armed 
Forces  and  of  the  civilian  population.  Promptness 
in  reducing  the  size  of  the  Medical  Corps  should  be 
the  positive  aim  of  everyone  having  responsibility 
in  this  field.  There  should  never  be  a time  when 
any  doctor  of  medicine  is  kept  in  the  military  service 
with  nothing  for  him  to  do  professionally  in  connec- 
tion with  his  military  status.  He  should  not  be  re- 
tained in  service  to  perform  work  which  could  be 
done  as  well  by  those  not  trained  as  medical  doc- 
tors. Many  civilians  have  delayed  obtaining  the 
medical  care  they  should  have  had  until  their  regu- 
lar physicians  get  back  from  the  war. 

Doctors  of  Medicine  in  military  service  have 
written  a glorious  chapter  in  the  history  of  Ameri- 
can Medicine.  We  point  with  particular  pride  to 
the  record  of  the  2,287  Michigan  M.D.’s  who  volun- 
teered. Michigan  was  among  the  first  states  to  fill 
and  greatly  exceed  its  quota  of  medical  officers.  It 
never  has  lagged  in  filling  any  additional  demands 
made  upon  the  profession  by  the  military  authori- 
ties. The  outstanding  service  rendered  by  these 
medical  officers  has  merited  rewards  in  every  com- 
bat area  where  American  troops  have  served  and 
are  serving.  The  Army,  Navy  and  Air  Force  should 
not  incur  the  criticism  of  the  public  nor  of  the  physi- 
cians in  those  services  by  holding  any  physician  in 
military  service  a day  longer  than  the  interest  of 
the  country  requires. 

If  the  present  intention  of  our  military  author- 
ities is  to  discharge  at  an  early  date  1,800,000  en- 
gaged in  war  activities,  then  approximately  9,000 
medical  officers  should  be  made  available  for  re- 
turn to  civilian  practice  (based  on  the  regulation  av- 
erage of  five  doctors  of  medicine  per  thousand  of 
personnel). 

The  Council  of  the  Michigan  State  Medical  So- 
ciety urges  that  those  in  authority  look  upon  the 
early  and  prompt  release  of  physicians,  when  they 
can  be  spared,  as  a matter  of  the  utmost  urgency. 


and  importance.  After  the  medical  needs  of  all  the 
Armed  Services  are  satisfied,  any  delay  in  releas- 
ing  a physician  should  be  avoided  as  an  injustice  to 
the  public,  an  unnecessary  burden  on  the  treasury, 
a source  of  criticism  of  those  in  authority,  and  un- 
fair treatment  of  the  doctor  of  medicine  who  is  serv- 
ing his  country. 


BOOK  REVIEW 

“Men  Under  Stress,”  by  Lt.  Colonel  Roy  R. 
Grinker,  M.C.,  and  Major  John  P.  Spiegel,  M.C. 

The  authors  set  up  the  first  Army  Air  Forces 
convalescent  hospital  exclusively  for  “Operational 
Fatigue”  in  this  country.  They  record  the  experi- 
ence of  military  psychiatrists  working  with  combat 
soldiers  overseas  in  an  active  theater  of  operations, 
and  returnees  suffering  from  war  neuroses  hos- 
pitalized for  rehabilitation.  Sixty-five  case  histories 
are  described  in  detail,  and  the  various  corrective 
treatments  are  carefully  and  clearly  explained.  In- 
cluded also  are  the  methods  by  which  drugs  have 
been  used  in  psychiatric  treatment  in  this  war  with 
remarkable  success. 

The  publication  of  the  book  is  most  opportune 
for,  as  the  authors  say,  “it  is  a moot  question 
whether  in  the  peace  to  follow  this  conflict,  the  de- 
gree of  stress  on  the  average  individual  will  be  much 
less  than  that  imposed  by  war.”  Large  populations 
throughout  the  world  face  difficult  realities.  Never 
in  the  history  of  human  behavior  has  it  been  so  im- 
portant to  understand  the  psychological  mechanisms 
of  “normal”  individuals  in  situations  of  stress. 

The  presentation  has  been  kept  particularly  free 
of  scientific  jargon  so  that  the  book  mav  be  of 
maximum  service  to  everyone  in  military  and  civilian 
life  interested  in  human  beings  under  stress  and 
the  successful  methods  of  treatment  now  available. 


MODIFIED  PENICILLIN  DOSAGE  MAY  BE 
ADMINISTERED  BY  MOUTH 

Three  Washington,  D.  C.,  research  scientists  com- 
bined penicillin  with  certain  aluminum  or  mag- 
nesium compounds  and  discovered  a method  where- 
by the  drug  could  be  taken  by  mouth  with  effective 
results  for  the  treatment  of  various  diseases. 

Henry  Welch,  Ph.D.,;  Clifford  W.  Price,  A.B., 
and  Velma  L.  Chandler,  B.S.,  report  in  the  July  21 
issue  of  The  Journal  of  the  American  Medical  Asso- 
ciation that  the  administration  by  mouth  of  “four 
doses  of  25,000  units  each  two  hours  apart  of  peni- 
cillin modified  by  either  aluminum  hydroxide  or 
magnesium  hydroxide  will  result  in  a prolonged 
level  of  pencillin  in  the  blood  stream.” 

“Following  each  dose,”  the  investigators  say, 
“there  is  a pronounced  increase  in  the  blood  con- 
centration level  of  penicillin,  and  this  blood  level 
may  be  increased  with  subsequent  doses.  Relative- 
ly high  levels  of  penicillin  may  be  maintained  in 
blood  by  increasing  the  frequency  of  the  doses  of 
penicillin-aluminum  hydroxide.” 

They  conclude  that  because  of  the  prolonged  peni- 
cillin concentrations  in  the  blood  following  this 
method  of  administration  by  mouth,  this  dosage  form 
may  have  some  definite  preventive  value  in  dis- 
ease. 
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A tten  lion  4 'Doctors  ’ 

Lincoln  Splint  and  Brace  Shop 
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Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Propr. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


“Ethical  Service 
to  the  Profession” 

PUebuA  SuAgacoI  Ca. 

1619  Howard  St. 

AQUILA  COURT 

WEbster  3600  Omaha 


COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  for  Profit 

Announces  Continuous  Courses 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical 
Technique  starting  September  10,  September  24.  and 
every  two  weeks  during  the  year.  One  Week  Course 
Surgery  of  Colon  and  Rectum  September  10.  20 

Hour  Course  Surgical  Anatomy  October  8. 

GYNECOLOGY — Two  Weeks  Intensive  Course  October 
22.  One  Week  Personal  Course  Vaginal  Approach  to 
Pelvic  Surgery  September  17. 

OBSTETRICS — Two  Weeks  Intensive  Course  October  8. 

ANESTHESIA! — Two  Weeks  Course  Regional,  Intra- 
venous and  Caudal  Anesthesia. 

ROENTGENOLOGY — Courses  in  X-ray  Interpretation, 
Fluoroscopy,  Deep  X-ray  Therapy  every  week. 

UROLOGY — Two  Weeks  Course  and  One  Month  Course 
every  two  weeks. 

CYSTOSCOPY — Ten  Day  Practical  Course  every  two 
weeks. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY  AND 
THE  SPECIALTIES 

TEACHING  FACULTY — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  South  Honore  Street.  Chicago  12,  Illinois 


E.T.  Manning,  M.D. 

Clinical  Pathologist 

1407  Medical  Arts 
Building 

OMAHA  NEBRASKA 
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has  been  demonstrated  by  more  than  twenty 
years  of  extensive  clinical  use.  For  professional 
convenience  Mercurochrome  is  supplied  in 
four  forms — Aqueous  Solution  in  Applicator 
Bottles  for  the  treatment  of  minor  wounds. 
Surgical  Solution  for  preoperative  skin  dis- 
infection, Tablets  and  Powder  from  which 
solutions  of  any  desired  concentration  may 
readily  be  prepared. 

JH&icuJiockfcGme 

(H.  W.  S D.  brand  of  merbromin,  dibromoxymercurifluorescein-sodium) 

is  economical  because  stock  solutions  may  be 
dispensed  quickly  and  at  low  cost.  Stock  solu- 
tions keep  indefinitely. 

Mercurochrome  is  antiseptic  and  relatively 
non-irritating  and  non-toxic  in 
wounds. 

Complete  literature  will  be  fur- 
nished on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND 


CLASSIFIED 

FOR  SALE  — Sanborn  Eletrocardiograph 
formerly  owned  by  Dr.  Miles  Breuer,  Lincoln, 
Nebr.  Write  Nebr.  State  Medical  Journal, 
Box  51,  416  Fed.  Sec.  Bldg.,  Lincoln  8,  Ne- 
braska. 


No  girl  worth  her  salt  is  going  to  turn 
down  nursing  as  a career  because  of  its  risks 
to  life  or  health ; rather  is  she  going  to  be 
attracted  to  it  for  this  very  reason — -in  that 
matter-of-fact  manner  in  which  the  young 
woman  of  today  does  what  she  deems  to  be 
her  duty.  But  this  in  no  way  exonerates 
those  in  authority  from  doing  their  utmost 
to  reduce  the  occupational  hazards  to  a mini- 
mum. Tuberculosis  morbidity  in  young 
women  is  still  excessively  high.  There 
should  be  no  complacency  if  in  nurses  it  is 
not  even  higher  than  among  other  young 
women.  One  should  expect  a much  lower 
morbidity  in  nurses,  since  they  could  be  un- 
der excellent  supervision,  could  have  ideal 
diet  and  could  live  in  an  ideal  environment  if 
nurses’  meals  and  homes  were  properly 
planned. — Marc  Daniels,  M.D.,  NAPT  Bull., 
April,  1945. 


Tuberculosis  still  ranks  as  our  seventh  or 
eighth  cause  of  death.  The  major  problem 
which  confronts  us,  in  this  case,  is  early  diag- 
nosis; but  this  term  no  longer  means  the  di- 
agnosis of  clinical  disease  by  fever  and  a 
cough  and  loss  of  weight.  It  means  diagno- 
sis before  clinical  disease  occurs  at  all — diag- 
nosis through  the  magic  of  the  x-ray.  In 
many  individuals,  tuberculosis  can  be  ar- 
rested even  after  clinical  symptoms  have  ap- 
peared. In  other  instances,  it  is  by  that  time 
too  late.  The  keystone  of  our  program  must 
be  the  discovery  of  early  lesions  in  the  lung 
at  a time  when  the  keenest  diagnostician 
with  his  stethoscope  can  observe  no  clinical 
abnormality. — C.  E.  A.  Winslow,  Survey 
Graphic,  April,  1945. 


The  source  of  the  spread  of  tuberculosis 
in  a community  is  the  sum  total  of  all  open 
cases  of  the  disease  in  the  locality.  Conse- 
quently the  greater  the  opportunities  for 
exposure  to  open  cases  the  higher  the  preva- 
lence of  tuberculosis  morbidity  and  mortality 
in  a community.  The  greater  prevalence  of 
tuberculosis  in  the  more  densely  populated 
areas  is  reflected  in  the  higher  rates  for  chil- 
dren in  these  localities.  — J.  Yerushalmy, 
Ph.D.  and  C.  Silverman,  M.D.,  Am.  Rev.  Tbc., 
May,  1945. 
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EDITORIAL 


THE  PROCUREMENT  AND  ASSIGNMENT 
SERVICE— ITS  ROLE  IN 
DEMOBILIZATION 

Judging  from  personal  communications  to 
this  and  other  state  journals,  some  medical 
officers  on  military  duty,  even  today,  ap- 
parently retain  the  conviction  that  they 
were  given  a “raw  deal”  by  Procurement 
and  Assignment  Service.  One  of  these  physi- 
cians, a recent  visitor  in  the  editorial  office, 
asserted  that  he  was  well  acquainted  with 
Procurement  and  Assignment,  and  promptly 
followed  up  his  remarks  with  the  protest, 
“They  got  us  in ; now  the  war  is  over,  why 
don’t  they  get  us  out?”  He  was  not  speak- 
ing for  himself,  he  assured  us,  he  was  mere- 
ly expressing  the  sentiment  of  the  “Boys  in 
the  Service.” 

It  is  natural  that  medical  officers  de- 
sire prompt  separation  from  military  serv- 
ice. They  have  gone  through  not  only  a long 
struggle  with  directives  and  red  tape  which 
are  inescapable  in  a huge  military  organiza- 
tion, but  in  many  instances  dangerous  as- 
signments involving  their  very  lives.  They 
have  been  away  from  their  families,  their 
friends  and  their  practices  over  a period 
which  now  many  may  count  in  years.  We 
who  stayed  at  home  are  fully  aware  of  their 
rightful  complaints  against  the  machinery 
by  which  they  are  made,  as  some  express  it, 
to  “sit  around  and  do  little  or  nothing.”  We 
are  not  only  in  accord  with  their  protests ; 
we  are  proud  of  their  rebellion  against  idle- 
ness when  there  is  so  much  work  to  be  done. 
With  war’s  end  there  is  no  justification  for 
hoarding  of  medical  personnel.  It  is  unfair 
not  only  to  the  medical  officers  individually 


but  to  the  nation  generally.  There  is  a short- 
age of  doctors  in  the  civilian  population,  and 
this  shortage  is  becoming  more  acute  be- 
cause many  of  the  physicians  who  have  been 
straining  their  health  and  energies  to  render 
care  for  the  past  five  years  are  rapidly  ap- 
proaching a breaking  point.  Many  state 
medical  associations  have  already  sent  reso- 
lutions to  this  effect  to  the  Surgeon  Gen- 
erals of  the  Army,  the  Navy  and  the  United 
States  Public  Health  Service  with  results 
which  as  yet  cannot  be  determined.*  We  feel 
confident  that  following  a brief  period  of 
post  war  orientation  retirements  of  medical 
officers  will  proceed  as  swiftly  as  condi- 
tions will  permit. 

That  some  medical  officers  hold  the  Pro- 
curement and  Assignment  Service  responsi- 
ble for  their  enlistment,  and  for  their  re- 
maining in  the  military  service  is  unfor- 
tunate. The  Procurement  and  Assignment 
Service  had  neither  the  power  nor  the  desire 
to  influence  the  destinies  of  their  colleagues. 
Though  established  by  order  of  the  Presi- 
dent of  the  United  States  it  was  a voluntary 
agency  whose  function  was  to  help  in  an 
advisory  capacity,  distribute  physicians,  den- 
tists and  veterinarians  in  such  a manner  that 
the  civilian  population  and  the  armed  forces 
might  derive  the  maximum  of  service  that 
was  possible  to  achieve  from  the  limited  per- 
sonnel which  make  up  these  professions. 

Obviously  some  doctors  had  to  remain  in 
their  offices  or  their  teaching  posts,  or  in  the 
war  plants.  In  Nebraska,  we  understand, 
only  a handful  of  those  classified  as  essen- 
tial, by  virtue  of  age  and  physical  standards, 
would  have  been  accepted  for  military  duty. 
In  fact  some  thus  classified  later  asked  for 
reconsideration  of  status  which  was  readily 
granted,  but  with  the  exception  of  a few  iso- 
lated cases  these  were  rejected  by  the  medi- 

* This  editorial  is  being  written  on  V-J  Day.  September  2. 
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cal  examiners  as  unfit.  A few  who  were  de- 
clared available  ignored  the  opinion  of  Pro- 
curement and  Assignment  Service  and  be- 
cause they  were  over  the  age  subject  to  Se- 
lective Service  law  they  remained  at  home. 
The  Procurement  and  Assignment  Service 
had  no  compulsive  authority. 

It  is  tragic  that  the  burdens  of  war  fall 
unevenly  on  the  lives  and  careers  of  our 
young  men.  It  was  neither  the  purpose  nor 
the  intention  of  Procurement  and  Assign- 
ment Service  to  send  any  one  off  to  war. 
That  duty  rested  with  the  local  draft  boards 
under  Selective  Service  laws.  We  make  this 
statement  not  in  defense  of  the  Procurement 
and  Assignment  Service.  The  agency  needs 
no  defense.  It  was  conceived  and  adminis- 
tered by  organized  medicine  in  the  effort  to 
help  our  country  in  extreme  emergency. 
Without  exception,  every  man  who  serves  on 
the  committees  is  doing  so  in  the  spirit  of 
patriotism  and  nothing  else.  It  is  through 
the  labors  of  this  organization  that  our  mili- 
tary forces  could  mobilize  the  greatest  medi- 
cal power  in  the  world  without  disrupting 
our  medical  service  and  educational  institu- 
tions on  the  home  front. 

We  stress  these  facts  because  there  is  an 
important  principle  involved:  The  Procure- 
ment and  Assignment  Service  is  and  must 
remain  a functioning  agency  in  connection 
with  demobilization.  Its  present  methods  of 
operation  “in  reverse”  are  outlined  briefly 
following  this  editorial.  Again  it  must  be 
emphasized  that  Procurement  and  Assign- 
ment Service  has  neither  personal  influence 
with,  nor  organizational  power  over  the  mili- 
tary authorities.  Its  recommendations  must 
be  guided  solely  by  the  needs  of  the  com- 
munity at  large  and  of  certain  specified  in- 
stitutions. Even  then  its  opinion  in  the 
individual  case  may  be  accepted  or  rejected 
by  the  Surgeon  General.  Some  medical  offi- 
cers will  of  course  be  discharged  by  virtue  of 
age  or  other  criteria  not  connected  with  Pro- 
curement and  Assignment  Service.  Many  of 
the  young  men  now  on  duty  on  the  other 
hand  will  have  to  be  cleared  through  Procure- 
ment and  Assignment  channels.  These  offi- 
cers may  be  assured  that  the  committees  will 
be  as  sympathetically  impartial  to  their  ap- 
plications as  is  consistent  with  fairness  and 
decency.  Final  disposition,  however,  re- 
mains in  the  powers  of  the  Surgeon  General’s 
staff. 


A STATEMENT  FROM  PROCUREMENT 
AND  ASSIGNMENT  SERVICE 

Requests  for  the  discharge  of  medical  offi- 
cers may  be  procured  by  Procurement  and 
Assignment  Service  on  the  same  basis  that 
doctors  were  placed  in  the  essential  class  in 
the  early  days  of  the  war;  that  is,  on  the 
basis  of  community,  educational  or  industrial 
needs. 

Request  must  originate  in  the  community 
or  institution  needing  the  services  of  the 
physician ; it  must  show  name,  year  of  birth, 
present  station  or  postoffice  address  (at 
least  whether  in  the  United  States),  date 
of  entry  into  service,  limited  service  or  gen- 
eral service  at  present,  months  of  service 
overseas.  The  petition  must  be  supported 
with  statements  from  the  mayor,  community 
organizations,  such  as  chamber  of  commerce, 
clubs,  etc.,  setting  forth  the  reasons  for 
urgency  of  community  need. 

This  information  should  be  filed  with  the 
State  Chairman  of  Procurement  and  Assign- 
ment Service ; if  approved  by  the  State  Com- 
mittee, three  applications  are  forwarded  to 
the  Central  Directing  Board  of  Procurement 
and  Assignment  Service,  Washington,  D.  C. 
If  the  request  receives  their  endorsement, 
two  copies  of  the  application  will  be  returned 
to  the  State  Chairman,  one  of  which  will  be 
forwarded  to  the  medical  officer.  It  is  then 
necessary  for  him  to  initiate  a request  for 
his  separation  from  the  service  through  his 
Commanding  Officer.  It  then  proceeds 
through  military  channels  to  the  Surgeon 
General’s  Office,  Washington,  D.  C.,  where 
final  recommendations  are  made  to  the  Ad- 
jutant General.  We  are  informed  that  no 
requests  will  be  given  consideration  at  this 
time  for  any  man  who  is  not  now  in  the 
United  States. 

The  Nebraska  State  Medical  Chairman  for 
Procurement  and  Assignment  Service  is  Dr. 
Roy  B.  Adams,  416  Federal  Securities  Bldg., 
Lincoln. 


THE  OMAHA  MID-WEST  CLINICAL 
SOCIETY 

On  page  364  we  publish  the  program  to  be 
presented  before  the  Omaha  Mid-West  Clin- 
ical Society  on  October  22  to  26.  Again  we 
are  impressed  by  the  prominence  of  the  guest 
speakers,  though  through  the  years  we  have 
learned  to  expect  at  these  sessions  men  who 
(Continued  on  p.  344) 
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The  medical  profession  must  now  turn  its  atten- 
tion to  many  post-war  problems. 

While  we  are  thankful  that  the  war  is  over,  we 
must  appreciate  that  there  are  before  us  very  serious 
problems  that  will  require  much  though  and  study. 

Our  coming  meetings,  county,  district  and  state 
must  not  be  limited  to  discussion  of  purely  scientific 
subj  ects. 

We  should  have  a full  share  in  the  discussion  of 
various  economic  and  social  programs.  The  number 
of  men  rejected  on  Selective  Service  physical  examina- 
tions calls  our  attention  to  one  of  our  immediate  prob- 
lems. We  should  all  do  our  part  in  establishing  a 
national  physical  fitness  program.  A National  Com- 
mittee in  conjunction  with  a Committee  from  the 
American  Medical  Association  is  already  at  work  on 
this  program.  We  will  all  have  a chance  to  do  our 
share  in  carrying  out  their  plans. 


CHARLES  McMARTIN,  M.D. 
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make  medical  history.  What  is  even  more 
impressive  is  tire  consistency  in  the  nature 
of  the  program : theory  and  principles  applied 
to  every  day  bedside  practice.  As  usual 
there  is  evidence  of  careful  planning  and  ex- 
cellent arrangement. 

Dr.  J.  D.  McCarthy,  who  last  year  retired 
as  the  Secretary-Director  of  Clinics,  has 
much  to  be  proud  of.  As  the  guiding  spirit 
of  the  “Mid-West”  for  more  than  a decade 
he  has  maintained  a pace  of  concentrated 
practical  post-graduate  medical  education 
second  to  none  anywhere  in  this  country.  In 
our  opinion  the  Assemblies  have  been  uni- 
formly successful  because  “Mac”  under- 
stood the  educational  needs  and  the  intel- 
lectual desires  of  the  doctors  in  this  area. 
With  this  understanding  he  combined  an 
abundance  of  energy  and  a willingness  to 
utilize  these  attributes  in  organizing  others 
for  the  common  good. 

The  coming  sessions  mark  the  beginning 
of  a new  administrative  era  for  the  “Mid- 
West.”  The  indications  are  that  the  same 
high  type  programs  which  made  the  Society 
so  outstanding  in  this  section  of  the  United 
States  will  be  maintained. 

Our  best  wishes  for  continued  success  in 
this  most  useful  endeavor  go  to  Dr.  Roy  W. 
Fouts  the  new  Secretary-Director  of  Clinics. 
The  task  of  maintaining  the  standard  and 
traditions  of  the  institution  will  not  be  an 
easy  one.  But  we  are  confident  that  with 
the  help  and  solidarity  of  its  members  Dr. 
Fouts  will  emerge  with  the  satisfaction  of  a 
job  well  done. 

This  year  particularly  we  feel  that  with  an 
end  to  the  anxieties  and  burdens  of  war,  the 
Mid-West  will  enjoy  a record  attendance. 


COMMUNICATION 

The  following  copy  of  a Telegram  is  self-explan- 
atory : 

WESTERN  UNION 

1945  Sep  15 

Dr.  Roy  B Adams 

416  Federal  Securities  Bldg  Lincoln  Nebr 
Army  medical  corps  officers  will  be  considered  sur- 
plus and  separated  from  the  service  if  they  have 
eighty  points  or  are  forty  eight  years  of  age  or 
over  or  (except  for  less  than  two  hundred  scarce 
medical  specialists)  if  they  entered  on  active  duty 
prior  to  Pearl  Harbor  scarce  specialists  will  be  re- 
leased if  they  entered  on  active  duty  prior  to 
January  1 1941  this  means  that  the  surgeon  gen- 


eral will  release  by  January  1 thirteen  thousand 
physicians  and  an  additional  seventeen  thousand  by 
June  1946  further  details  will  follow  shortly 

Paul  C Barton  MD. 

Executive  Officer,  Central 
Directing  Board,  Procurement 
and  Assignment  Service, 
Washington,  D.  C. 


Dr.  R B Adams 


Sept  19.  1945 


Medical  corps  officer  in  navy  will  be  eligible  for 
release  to  inactive  status  if  they  have  sixty  points 
accrued  as  follows:  one  half  point  for  each  month 
active  duty  since  September  1,  1939  one  fourth 
point  for  each  month  active  duty  outside  United 
States  since  September  1 1939;  one  half  point  for 
each  year  of  age  computed  to  nearest  birthday: 
ten  points  for  one  or  more  dependents.  In  addi- 
tion navy  will  consider  for  release  to  inactive 
status  those  officers  who  have  been  awarded  any 
of  the  following  since  September  1,  1939;  Medal  of 
Honor,  Navy  Cross,  Army  Distinguished  Service 
Cross  or  Silver  Star  Medal,  and  if  awarded  for 
combat  Legion  of  Merit  or  Distinguished  Flying 
Cross.  There  will  be  special  dispensation  for  re- 
lease to  survey  to  shore  duty  as  a result  of  service 
incurred  disabilities. 


PAUL  C BARTON  M D 


DIAMOND  JUBILEE 

At  a beautiful  ceremony  presided  over  by 
Dr.  C.  M.  Wilhelmj,  Chief  of  Staff  of  the 
Creighton  Memorial  St.  Joseph’s  Hospital, 
the  Hospital  celebrated  its  Diamond  Jubi- 
lee on  September  19.  One  hundred  seventy- 
five  staff  physicians,  alumni  and  guests  at- 
tended the  banquet.  The  Hospital  opened 
its  doors  in  1870  and  the  first  patient  was 
admitted  on  September  25th  of  that  year. 
Reviewing  the  history  of  the  inistitution, 
Dr.  B.  M.  Riley,  an  alumnus  and  former  dean 
of  Creighton  University  School  of  Medicine, 
and  Dr.  John  Duncan,  a graduate  of  the  class 
of  1912,  and  a former  intern  at  St.  Joseph, 
depicted  the  changes  which  time  and  medical 
progress  had  brought  about.  The  highlight 
of  the  evening  was  the  presentation  of  a gift 
from  the  staff  to  the  Sisters  of  St.  Francis 
of  $1,000.00  to  improve  the  facilities  of  the 
Chapel  at  the  Hospital. 

The  Nebraska  State  Medical  Association  is 
indebted  to  Creighton  Memorial  St.  Jo- 
seph’s Hospital.  Its  influence  upon  the  pro- 
fession as  a teaching  center  of  both  under- 
graduate and  graduate  medical  education  is 
well  recognized.  We  extend  our  congratu- 
lations to  the  Sisters  and  faculty,  and  to  all 
who  have  been  responsible  for  the  growth 
and  development  of  the  Hospital. 


Pyelography : 

L.  R.  SANTE,  M.D. 
St.  Louis,  Mo. 


The  advent  of  excretory  urography  places 
in  the  hands  of  the  physician  a new  method 
of  urinary  tract  diagnosis.  This  is  of  course 
a very  valuable  addition  to  the  diagnostic 
methods  in  this  field  but  it  must  be  borne  in 
mind  that  it  cannot  be  considered  as  a substi- 
tute for  the  retrograde  method  of  examina- 
tion. 

For  this  purpose  a number  of  drugs  are 
available ; those  in  most  common  use  are 
Skiodan,  Neo-Iopax,  Diodrast  and  Hippuran. 
There  are  certain  advantages  and  disadvan- 
tages of  each  method  of  examination. 

ADVANTAGES  OF  THE  INTRAVENOUS 
METHOD 

1.  It  avoids  disagreeable  instrumenta- 
tion and  if  successful,  under  certain  circum- 
stances may  be  equally  satisfactory  to  the 
retrograde  method. 

2.  It  utilizes  the  natural  method  of  ex- 
cretion and  gives  thereby,  some  indication  of 
kidney  function  at  the  time  of  examination. 
It  must  be  borne  in  mind  that  temporary 
suppression  may  occur  after  injury  or  in 
association  with  obstruction  which  may  be 
relieved  on  subsequent  examination. 

3.  It  can  be  used  in  cases  where  cystosco- 
py is  impossible  (as  in  cases  of  bladder 
neck  obstruction)  or  where  it  is  undesirable 
(as  in  very  young  children  or  in  the  presence 
of  infection). 

4.  It  is  often  of  advantage  in  detecting 
anomalies  of  the  genito-urinary  tract. 

DISADVANTAGES  OF  THE  INTRAVENOUS 
METHOD 

1.  Often  the  diseased  kidney,  information 
concerning  which  is  most  desired,  may  be 
non-functioning  and  fail  to  excrete  the  drug- 
in  sufficient  quantity  for  satisfactory  visual- 
ization. 

2.  The  pyelogram  produced  by  the  dye 
are  often  not  as  clear  as  those  obtained  by 
the  retrograde  method. 

3.  There  are  certain  dangers,  although  re- 
mote, of  shock  and  allergic  reaction  to  the 
drugs. 

4.  It  does  not  permit  cystoscopic  exami- 
nation of  the  bladder. 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  Octo- 
ber, 1044. 


Since  retrograde  pyelograms  give  the 
clearest  outline  and  greatest  detail,  this 
method  should  be  used  wherever  possible. 

The  use  of  the  intravenous  method  is  us- 
ually restricted  to: 

1.  Patients  in  which  bladder  neck  ob- 
struction prevents  cystoscopy. 

2.  Very  young  infants  or  other  individ- 
uals on  whom  it  is  undesirable  to  do  cysto- 
scopic examination. 

3.  Patients  in  whom  anomalies  of  the 
urinary  tract  are  suspected  but  cannot  be 
demonstrated  by  the  retrograde  method. 

The  roentgenograph^  diagnosis  of  disease 
of  the  urinary  tract  depends  upon  a thor- 
ough knowledge  of  the  normal  structure  of 
the  kidney  pelvis,  physiological  action  of  the 
urinary  tract,  and  the  action  of  various  dis- 
ease processes  in  impairing  this  function. 
The  normal  kidney  consists  of  a series  of 
calices  or  funnels  which  in  turn  empty  by 
their  narrowest  ends  into  three  major  calices 
(upper,  middle  and  lower)  collecting  the  flow 
of  urine  from  each  segment  of  the  kidney 
and  draining  it  into  the  kidney  pelvis  and 
ureter  at  its  lowest  point.  Certain  defects 
of  fillling  of  the  pelvis,  due  to  excessive  pres- 
sure of  injection  may  be  noted,  namely,  pye- 
lotubular  back-flow,  pyelovenous  back-flow, 
and  pyelolymphatic  back-flow.  These  pro- 
duce an  irregular  appearance  which  may  be 
confused  with  disease  processes.  Their  na- 
ture is  easy  to  detect,  however,  since  they 
disappear  a few  minutes  after  the  pressure 
is  relieved  and  show  the  clear  unaffected 
kidney  pelvis.  Since  all  the  drugs  used  now- 
adays are  practically  non-irritating  and  non- 
toxic, such  accidents  are  of  no  particular  sig- 
nificance. 

URINARY  STONES 

Perhaps  the  most  frequent  examination  of 
the  urinary  tract  is  for  the  detection  of 
stones.  Stones  may  have  their  origin.  (1) 
in  the  parenchyma  or,  (2)  within  the  kidney 
pelvis  itself.  Parenchymal  stones  develop 
usually  in  the  papillae  as  the  result  of  toxic 
action  of  infection.  There  seems  to  be  an 
unusual  attraction  of  calcium  salts  for  re- 
gions of  parenchymal  destruction.  Either 
pyogenic  or  tuberculous  infection  may  be 
the  cause  of  this  destruction  giving  rise  to 
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stone  formation.  Calcium  deposits  may  al- 
so develop  in  association  with  tumors  or  hy- 
perparathyroidism. Stones  developed  in  this 
fashion  pass  down  into  the  pelvis  or  calices 
and  finally  may  pass  into  the  ureter.  De- 
pending- upon  the  character  of  the  urine  at 
the  time  this  occurs,  these  stones  may  be 
calcium  oxalate,  carbonate,  phosphate  or 
whatever  salt  predominates  in  the  urine  at 
the  time.  Approximately  97%  of  stones  are 
radio-opaque.  Pelvis  stones  which  have  their 
origin  in  the  calices  or  kidney  pelvis  are 
usually  due  to  retardation  of  urinary  flow. 
Any  slowing  of  the  passage  of  urine  favors 
precipitation  of  its  salts  and  stone  formation. 
Foreign  or  necrotic  material,  the  result  of 
infection,  blood  clot,  etc.,  may  serve  as  the 
nucleus  of  the  stone  formation.  Continuous 
deposit  of  calcium  salts  may  produce  lami- 
nated stones  of  extremely  large  size ; these 
may  even  attain  sufficient  size  to  form  a full 
cast  of  the  kidney  pelvis.  These  are  known 
as  stag-horn  calculi.  Pyelography  is  of  value 
in  localizing  a stone  in  the  kidney  pelvis  or 
determining  the  extent  of  kidney  damage 
which  has  resulted  from  the  stone  formation. 

HYDRONEPHROSIS 

Obstruction  of  the  kidney  pelvis  or  ureter 
results  in  dilatation  of  that  portion  of  the 
urinary  tract  proximal  to  the  obstruction. 
Stagnation  of  urine  follows,  which  not  only 
favors  stone  formation  but  infection  as  well. 
As  the  kidney  pelvis  becomes  enlarged  from 
back-pressure,  the  first  evidence  seen  in  the 
roentgenogram  is  the  sagging  of  the  lower 
border ; the  calices  become  shorter  and  thick- 
er, losing  their  pointed  cusps  and  becoming- 
rounded  and  clubbed.  The  ureter  no  longer 
drains  the  pelvis  at  its  lowest  point  but 
creeps  up  along  the  margin  of  the  kidney  pel- 
vis, permitting  greater  and  greater  amounts 
of  residue.  Such  obstruction  may  occur  at 
any  point  along  the  urinary  tract;  it  may 
be  from  an  aberrant  renal  vessel  at  the  ure- 
teropelvic  junction,  from  a fibrous  band 
causing  stricture  or  kinking  of  the  ureter,  or 
it  may  result  from  a stone  or  tumor  plugging 
its  orifice.  If  the  obstruction  is  low  down  in 
the  ureter,  the  entire  urinary  tract  becomes 
dilated  above  the  point  of  obstruction. 

Most  frequent  causes  of  obstruction  of  the 
ureter  are  ureteral  calculi,  stricture  from 
scar  tissue  resulting  from  previous  passing 
of  stone,  kinking  of  the  ureter  from  mal-po- 
sition  of  the  kidney,  blood  clots  or  tumors. 
Ptosis  of  the  kidney  is  another  potent  cause 
of  ureteral  obstruction ; it  is  demonstrated 


by  examination  in  the  upright  position.  In 
itself  it  may  be  of  very  little  pathological 
significance,  but  if  it  results  in  obstruction 
of  the  normal  flow  of  urine,  infection  with 
chills,  fever,  pain,  etc.,  may  follow.  At  this 
time  the  urine  may  be  so  completely  blocked 
off  from  the  diseased  side  that  urinalysis  will 
not  show  the  presence  of  infection.  In  as- 
suming the  recumbent  position,  however,  the 
infected  side  drains  promptly  and  the  tem- 
perature falls  to  normal.  It  must  be  consid- 
ered than  in  any  obscure  case  of  prolonged 
temperature  reaction,  separate  specimens  of 
urine  must  be  examined  from  each  ureter, 
and  pyelograms  must  be  made  to  exclude  any 
anomalous  development  of  the  urinary  tract, 
before  the  urinary  tract  can  be  completely 
eliminated  as  a source  of  possible  infection. 
Although  ptosis  implies  descent  of  the  kid- 
ney which  was  formerly  in  its  normal  high 
position,  an  ectopic  kidney  may  have  its 
normal  position  low  down  in  the  abdomen 
without  abnormal  function.  An  unusual  but 
very  effective  cause  of  urinary  obstruction 
is  by  congenital  bands  or  valves  in  the  neck 
of  the  bladder  or  urethra.  These  result  in 
enormous  dilatation  of  the  kidney  pelves  and 
ureters.  This  results  in  impaired  renal  func: 
tion ; this  favors  infection  and  early  death 
if  untreated. 

INFECTION 

Acute  infection  may  occur  from  the  blood 
stream  without  previous  dilatation  of  the 
kidney  pelvis.  At  the  onset  there  is  no  per- 
ceptible difference  in  the  pyelogram  and  at 
this  stage  diagnosis  depends  upon  urine  ex- 
amination. The  first  indication  of  infection 
in  the  pyelogram  is  slight  blunting  of  the 
calices.  When  infection  if  fully  established, 
the  minor  calices  lose  their  sharp  cusps  be- 
coming rounded  and  clubbed  and  there  is 
constriction  of  the  infundibula  resulting  in 
caliectasis.  The  kidney  pelvis  itself  may 
show  little  involvement.  Deformity  of  the 
calices  may  remain  for  life  even  after  the 
patient  improves ; or,  the  condition  may  be- 
come progressive  leading  to  almost  compete 
destruction  of  the  cortex  by  pyogenic  infec- 
tion. Such  an  extreme  end  result  is  known 
as  p.yonephorisis. 

PARENCHYMAL  NECROSIS 

Parenchymal  necrosis  is  most  frequently 
due  to: 

a)  Pyogenic  infection, 

b)  tuberculous  infection, 

c)  tumors  of  the  kidney. 
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Pyogenic  infection  may  gain  access  to  the 
kidney  by  way  of  the  blood  stream  producing 
large  abscesses  or  so  called  “carbuncles  of 
the  kidney.”  Such  infected  areas  may  re- 
main well  encapsulated  until  the  abscess  rup- 
tures and  discharges  by  a fistulous  tract  into 
the  kidney  pelvis.  The  kidney  itself  under- 
goes enlargement  presenting  a tumor-like 
mass,  but  rarely  affects  the  kidney  pelvis. 
Such  abscesses  are  associated  with  consti- 
tutional symptoms  of  infection.  Fortunately, 
they  are  very  rare. 

Tuberculosis  of  the  kidney  is  a much  more 
common  cause  of  parenchymal  necrosis.  Re- 
nal tubuerculosis  is  always  secondary  to  tu- 
berculosis elsewhere  in  the  body,  usually  pul- 
monary. Tubercle  bacilli  gain  access  to  the 
kidney  by  way  of  the  blood  stream.  In  its 
early  stage  renal  tuberculosis  may  not  be 
be  recognized  roentgenographically.  The 
demonstration  of  tubercle  bacilli  in  the  urine 
is  the  only  true  method  of  diagnosis  of  the 
disease  at  this  stage.  The  urine  may  be  clear 
at  this  time  but  in  its  later  stage  albumin 
and  leucocytes  appear.  Often  the  first  clin- 
ical symptom  is  hematuria.  Renal  tubercu- 
losis may  attack  the  medulla  or  the  cortex  of 
the  kidney.  If  the  medulla  is  the  site  of  in- 
volvement, it  has  a tendency  to  caseation  and 
pelvic  involvement;  whereas,  when  cortical 
involvement  predominates  caseous  necrosis 
is  less  frequent  and  there  is  a tendency  to 
fibrosis  and  calcification  with  healing  and 
atrophy. 

After  the  tubercle  bacilli  are  found  in  the 
urine,  pyelograms  should  be  done  to  deter- 
mine the  extent  and  location  of  the  disease  in 
the  kidney.  In  a goodly  number  of  cases, 
renal  tuberculosis  is  bilateral,  therefore,  it 
is  doubly  essential  to  search  carefully  for  evi- 
dence of  involvement  in  the  supposed  “good” 
kidney  before  the  removal  of  any  diseased 
organ.  The  earliest  manifestation  of  renal 
involvement  may  be  erosion  of  the  minor 
calices,  often  of  the  upper  pole.  The  lesion 
produced  is  essentially  a pyelonephritis  of 
tuberculous  etiology.  The  tuberculous  in- 
fection causes  small  areas  of  destruction  in 
the  papillary  structures,  resulting  in  a moth- 
eaten  appearance  of  the  minor  calices.  Con- 
tinuous pouring  of  tuberculous  infection  in 
the  calices,  pelvis,  ureter  and  bladder  results 
in  involvement  of  all  these  structures.  Tu- 
berculous lesions  of  the  pelvis  result  in  stric- 
tures at  the  normal  points  of  narrowing,  es- 
pecially the  infundibula,  with  even  complete 
pinching  off  of  the  minor  calix.  There  may 


be  stricture  at  the  uretero-pelvic  junction 
and  at  numerous  other  regions  in  the  ureter, 
giving  the  ureter  a beaded  appearance.  Sim- 
ilar structures  may  be  produced  by  non-tu- 
berculous  infections.  Caseous  areas  in  the 
medulla  may  acquire  calcium  deposits.  In- 
volvement may  be  so  extensive  that  the  kid- 
ney may  become  completely  destroyed  by 
caseous  necrosis  with  calcification,  giving  rise 
to  the  so  called  “Putty  Kidney”.  Pyelone- 
phrosis  with  complete  destruction  of  the  kid- 
ney may  develop  similar  to  that  seen  in  in- 
fection from  other  causes. 

TUMORS 

Tumors  may  originate  from  any  portion 
of  the  kidney  structure.  From  the  roentgen- 
ological standpoint,  those  most  frequently 
encountered  may  be  roughly  classified  as  to 
their  location  and  physical  characteristics  as 
follows : 

Tumors  of  the  kidney: 

I.  Pelvis. 

a.  Papillary  tumors. 

1.  Benign  papilloma. 

2.  Papillary  carcinoma. 

b.  Non-papillary  tumors. 

1.  Squamous  cell  epithelioma  (carcinoma). 

2.  Transitional  cell  carcinoma. 

3.  Angiosarcoma. 

II.  Parenchyma. 

a.  Malignant. 

1.  Wilm’s  tumor  and  other  embryonal  tumors. 

2.  Sarcoma. 

3.  Hypernephroma. 

4.  Carcinoma. 

b.  Benign. 

1.  Solitary  cysts. 

2.  Polycystic  kidney. 

3.  Other  rarer  tumors — adenoma,  angioma,  lipo- 
ma, fibroma,  etc. 

Tumors  arising  in  the  pelvis  rarely  attain 
sufficient  size  to  cause  great  enlargement  of 
the  kidney;  because  of  their  location  they 
cause  symptoms  early.  Pyelography  cannot 
differentiate  benign  from  malignant  papillo- 
mata in  the  kidney  pelvis.  Papillomatous 
growths  arising  from  the  renal  mucosa,  pro- 
ject into  the  kidney  pelvis.  They  may  be 
single-isolated  lesions,  in  which  case  they 
must  be  differentiated  from  air  bubbles, 
non-opaque  stones,  or  blood  clots.  Air  bub- 
bles, of  course,  will  be  easily  displaced  or 
eliminated  by  change  in  position  of  the  pa- 
tient. An  unusual  condition  in  which  air 
bubbles  appear  in  large  numbers  in  the  pel- 
vis is  infection  with  gas  bacillus,  following 
septic  infection  from  such  causes  as  abor- 
tion. Non-opaque  stones  are  small  and  may 
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be  displaced  into  new  positions  by  position 
of  the  patient  and  will  appear  in  different  lo- 
cations on  subsequent  examination.  Polyps 
are  attached  to  the  surfaces,  remain  constant 
at  all  examinations  projecting  out  into  the 
kidney  pelvis  as  rounded  non-opaque  filling 
defects.  At  times  they  extend  down  the 
ureter  either  as  prolongations  of  pelvic 
growths  or  as  implants  in  the  ureter  from 
the  primary  growths  in  the  pelvis  above.  If 
multiple,  they  may  completely  fill  the  pelvis 
giving  the  appearance  of  polyposis.  Such  an 
appearance  can  be  simulated  by  ring-like  gall 
stones  superimposed  on  the  kidney  pelvis. 
Small  blood  clots  if  fresh,  are  usually  round- 
ed ; but  if  organized  show  an  irregular  mar- 
gin and  composition.  Lavage  of  the  pelvis 
changes  their  appearance  on  subsequent  ex- 
amination. 

Non-papillomatous  tumors  of  the  kidney 
pelvis  form  filling  defects  which  project  into 
and  prevent  complete  filling  of  the  pelvis  the 
same  as  any  other  cavity.  Their  margins 
may  be  ragged  and  irregular  or  fairly 
smooth.  They  may  be  difficult  to  differen- 
tiate from  blood  clots  but  subsequent  exam- 
ination after  lavage  will  show  changes  in 
appearance  of  a blood  clot.  Almost  all  tu- 
mors arising  from  the  flat  surface  of  the  pel- 
vis are  malignant;  their  cell  type  cannot  be 
differentiated.  They  may  fill  the  pelvis  and 
project  down  into  the  ureter  causing  its 
complete  occlusion. 

Parenchymal  tumors,  unlike  those  arising 
in  the  pelvis,  may  attain  considerable  size 
before  they  give  rise  to  symptoms.  Depend- 
ing upon  their  location,  enlargement  may  be 
in  either  the  upper  or  lower  pole  of  the  kid- 
ney or  it  may  be  general.  Tumors  of  the 
kidney,  by  their  growth,  may  cause  distor- 
tion and  elongation  of  the  kidney  pelvis  and 
calices  due  to  pressure  of  the  tumor  mass  or  it 
may  actually  occlude  any  segment  of  the  pel- 
vic structures  by  pressure.  If  all  of  the  cal- 
ices are  involved  they  may  be  drawn  out  and 
elongated  giving  the  appearance  of  a spider- 
leg  pelvis.  In  children,  Wilm’s  tumor  pro- 
duces enormous  homogeneous  enlargement 
of  the  kidney  with  pressure  distortion  of  the 
kidney  pelvis.  Other  malignant  tumors  oc- 
curing  in  older  individuals  such  as  sarcoma, 
carcinoma  and  hypernephroma,  cannot  be 
differentiated  roentgenographically.  They 
frequently  form  large  rounded  tumors  with 
smooth  margins  similar  to  the  benign  soli- 
tary cyst.  Benign  tumors  of  all  kinds  are 
much  rarer  in  occurrence  than  malignant 


tumors.  Polycystic  kidney  gives  a charac- 
teristically enlarged  pelvis  and  elongated  cal- 
ices showing  numerous  pressure  defects  from 
adjacent  cysts.  The  condition  is  congenital 
and  is  in  great  majority  of  instances,  bi- 
lateral. 

In  certain  instances  of  kidney  tumor,  it 
may  be  impossible  to  fill  the  kidney  pelvis 
either  by  excretory  urography  or  by  the  ret- 
rograde method.  In  these  instances  we  still 
have  recourse  to  artificial  pneumoperitoneum 
as  an  aid  in  the  roentgen  demonstration  of 
the  tumor  and  its  relationship  to  the  kidney. 
Tumors  of  the  adrenal  may  be  demonstrated 
by  perirenal  insufflation. 

ANOMALIES 

Anomalies  of  position,  size,  form  or  outline 
and  structure  give  rise  to  many  bizarre  ap- 
pearances which  under  most  instances  must 
be  considered  normal  for  the  individual.  An- 
omalies most  frequently  encountered  are : 

1.  Bifid  pelvis,  a division  of  the  pelvis 
into  upper  and  lower  portion. 

2.  Bifid  ureter,  branching  of  the  ureter. 

3.  Double  ureter  and  kidney,  two  sepa- 
rate complete  ureters. 

4.  Ectopic  kidney  (uncrossed),  kidney  in 
normal  location  on  the  same  side. 

5.  Crossed  ectopic,  kidney  in  abnormal  lo- 
cation on  the  opposite  side. 

6.  Fused  kidney,  fusion  of  crossed  ectopic 
kidneys. 

7.  Horseshoe  kidney,  fusion  of  two  kid- 
neys across  their  midlines  connected  by  an 
isthmus  of  kidney  tissue. 

Any  of  the  anomalous  conditions  may  ex- 
ist without  any  interference  with  normal 
function.  The  disease  processes  which  have 
been  demonstrated  however,  must  often  be 
attended  to  promptly  if  permanent  damage  is 
to  be  avoided.  The  advent  of  intravenous 
urography  will  undoubtedly  give  an  impetus 
to  urinary  tract  diagnosis,  but  it  cannot  sur- 
plant  the  retrograde  method. 


Prolonged  malnutrition  is  a much  more 
serious  medical  problem  than  famine,  be- 
cause it  leads  to  diseases  of  low  resistance, 
the  chief  of  which  is  tuberculosis,  and  to 
conditions  which  may  take  several  genera- 
tions to  remedy.  Lord  Horder,  J.A.M.A., 
May  6,  1944. 


Prevention  of  the  Common  Cold : 
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A Gallup  poll*1)  taken  in  one  week  ending 
December  24,  1941  reported  that  one  third 
of  American  homes  and  an  estimated  total 
of  18,000,000  persons  were  affected  with  the 
common  cold.  During  this  period  the  high- 
est incidence  was  reported  among  children 
under  ten  years.  One  in  four  of  these  were 
under  medical  care. 

The  above  figures  may  not  be  accurate 
due  to  the  manner  in  which  this  poll  was 
taken  but  are  significant  in  view  of  the  fact 
that  so  much  has  been  done  and  so  little  ac- 
complished to  lower  the  incidence  of  this  in- 
fection. For  years  the  resident  bacteria 
found  in  the  nasal  passages  were  considered 
to  be  the  cause  of  the  common  cold.  As  time 
went  on  this  conception  of  its  etiology  was 
gradually  given  up.  Investigations  continued 
and  Dochez(2)  in  a report  favored  the  idea 
that  a virus  was  the  cause  of  this  infection. 
The  resident  bacteria  which  had  formerly 
been  considered  offenders  were  secondary  in- 
vaders and  had  become  pathogenic  in  the 
presence  of  an  active  virus  infection.  This 
theory  was  given  added  credence  by  the  work 
of  Dolowitz*3)  and  his  associates  at  Johns 
Hopkins  University.  They  reported  that  the 
nasal  flora  changed  from  year  to  year  even 
though  the  patient  suffered  with  a cold. 
They  too,  were  of  the  opinion  that  a virus 
was  the  inciting  agent  in  this  infection  and 
that  the  usual  bacterial  flora  found  in  the 
nose  and  throat  were  secondary  invaders. 

If  this  is  true  the  prevention  of  the  com- 
mon cold  should  be  directed  against  the 
known  agent.  If  it  is  a virus  the  proper 
method  of  prevention  should  be  to  eliminate 
this  organism  by  medical  means.  Up  to  the 
present  time  we  have  had  no  direct  method 
of  attack  against  virus  infections.  The  only 
positive  knowledge  is  that  one  who  has  a 
cold  and  recovers  without  any  complications 
appears  to  have  a short  period  of  immunity, 
for  several  months.  At  the  end  of  this  time 
he  is  again  susceptible  to  a cold.  As  a result 
we  are  forced  to  use  indirect  methods  of  at- 
tack. These  consist  of  isolating  those  acute- 
ly infected,  of  increasing  the  resistance  of  an 
individual  by  hardening  processes,  by  the  use 
of  vaccines  to  check  the  damage  done  by  the 
secondary  invaders,  by  the  supplemental  use 

*Read ' before  the  Omaha  Mid-West  Clinical  Society,  Octbber, 
1944. 


of  vitamins,  and  in  certain  cases  chemother- 
apy. 

As  regards  isolation  this  is  obviously  a dif- 
ficult problem.  The  incubation  period  is  of 
short  duration  lasting  twenty-four  to  thirty- 
six  hours.  It  is  during  this  early  period,  es- 
pecially the  first  six  hours,  that  the  infection 
is  transmissible.  During  this  time  the  in- 
fected person  is  usually  in  school  or  at  work. 
The  paucity  of  symptoms  at  this  time  and 
their  similarity  to  symptoms  of  other  nasal 
conditions  would  hardly  warrant  complete 
isolation  in  this  highly  infective  stage,  ex- 
cept perhaps  during  an  epidemic.  After  thir- 
ty-six hours  the  person  affected  is  too  sick 
to  return  to  his  daily  routine  or  the  infec- 
tion was  so  mild  that  isolation  would  not  be 
necessary.  Partial  isolation  could  be  carried 
out  by  the  infected  person  wearing  a mask. 

To  increase  the  resistance  of  the  individ- 
ual by  a hardening  process  would  be  to  ask 
one  to  go  into  a fairly  active  state  of  physical 
training.  lie  must  avoid  fatigue,  large 
crowds,  and  obtain  plenty  of  fresh,  warm, 
humid  air.  Ilis  diet  must  be  adequate,  he 
must  have  periods  of  rest,  his  sleep  should 
not  be  disturbed,  and  above  all  he  should 
gradually  accustom  himself  to  changing  tem- 
peratures. This  should  be  done  by  taking  a 
cold  shower  each  morning.  There  is  no  doubt 
that  the  average  patient  would  endorse  ev- 
erything mentioned  in  this  program  except 
the  cold  shower.  This  latter  method  of  hard- 
ening was  a personal  experiment  carried  out 
twenty  years  ago.  The  result  was  a cold 
complicated  by  pneumonia. 

As  to  the  use  of  vaccines  there  is  very 
little  to  be  gained  from  the  medical  litera- 
ture. Statistics  offered  by  various  men  show 
that  there  is  no  therapeutic  value  in  their 
administration  since  the  common  cold  is 
caused  by  a virus.  If  the  vaccine  is  given  it 
is  for  a psychic  effect  or  in  the  fond  hope 
that  certain  antibodies  might  be  produced  to 
keep  the  secondary  invading  organisms  of 
the  upper  respiratory  tract  under  control.  If 
a cold  should  occur  during  the  administra- 
tion of  the  vaccine  it  might  be  of  short  dura- 
tion and  without  any  complications.  Siegal<4> 
and  his  associates  deny  this  when  an  oral 
vaccine  is  used.  Diehl,  Baker  and  Carion(6) 
also  reported  in  a controlled  group  that  the 


349 


350 


PREVENTION  OF  COMMON  COLD:  HOWARD 


Nebr.  S.  M.  Jour. 
October,  1945 


polyvalent  vaccine,  when  given  by  mouth, 
did  not  prevent  the  onset  of  a cold.  However, 
in  a group  receiving  the  vaccine  subcutan- 
eously, they(5>  reported  a twenty-four  per 
cent  reduction  in  the  number  of  colds  as  com- 
pared to  the  control  group.  Dochez(2)  and 
his  associates  in  a previous  article  did  not  ob- 
serve any  percentage  decline  in  the  number 
of  colds  in  their  series,  but  did  state  that  the 
duration  of  the  fever  was  shorter  by  forty 
per  cent  in  the  vaccinated  group  than  in  the 
unvaccinated.  In  addition,  they  stated  that 
there  was  only  one  case  of  pneumonia  in  the 
vaccinated  group  and  five  in  the  group  not 
vaccinated.  Although  these  investigations 
did  show  some  results  from  the  subcutaneous 
injection  of  cold  vaccine  the  authors  were  of 
the  opinion  that  this  technique  of  immuniza- 
tion was  too  time-consuming  and  burden- 
some for  general  use. 

Even  though  cold  vaccines  have  fallen  into 
disrepute,  I do  not  hesitate  to  use  them  if 
the  occasion  arises.  Such  an  occasion  does 
arise  when  a patient,  after  four  or  five  colds 
each  year,  asks  if  there  is  any  harm  in  their 
use.  We  assure  the  patient  that  there  is  no 
harm  in  the  oral  administration  of  a cold 
vaccine  even  if  there  is  no  scientific  reason 
for  its  use.  Many  patients  do  take  oral  vac- 
cines and  are  of  the  opinion  that  they  suffer 
with  fewer  colds,  and  that  the  complications 
are  less  severe.  Since  the  vaccine  does  no 
harm,  does  not  impose  a financial  burden 
upon  the  patient  and  makes  him  “cold”  con- 
scious it  can  be  given  without  criticism.  The 
weekly  administration  of  a capsule  contain- 
ing killed  organisms  will  remind  him  to  take 
better  care  of  himself,  to  shun  those  with  a 
cold,  and  to  report  for  medical  care  if  he 
should  be  the  victim  of  this  infection.  In  a 
smaller  group  of  patients  that  one  may  meet 
in  private  practice,  who  have  recurrent  colds 
during  the  winter  months  a parenteral  cold 
vaccine  may  be  used.  One  should  be  certain 
that  the  symptoms  are  not  the  result  of  an 
allergy  or  associated  with  an  atrophic  rhini- 
tis. Three  to  five  injections  are  given  at 
weekly  intervals  to  be  followed  by  an  oral 
vaccine  every  five  to  seven  days.  In  private 
practice  where  the  patient  can  be  observed 
and  supplemental  medication  can  be  adminis- 
tered this  procedure  seems  to  produce  an  im- 
provement in  some  of  these  patients  even 
though  the  use  of  any  oral  cold  vaccine  has 
been  criticized  by  an  editorial  in  one  of  our 
leading  medical  journals(11). 


As  to  the  use  of  vitamins  the  same  report 
must  be  made.  At  the  present  time  in  those 
individuals  receiving  what  is  termed  an  ade- 
quate diet  the  supplemental  feeding  of  vita- 
mins has  not  lessened  the  tendency  towards 
the  common  cold.  Cowan,  Diehl  and  Ba- 
ker*7 > reported  that  when  vitamins  were  giv- 
en to  university  students  the  same  percent- 
age decline  occurred  in  both  groups.  Those 
who  took  the  multiple  vitamin  capsules  and 
those  who  took  the  sugar  capsules  had  fewer 
colds  than  in  the  previous  year.  This  de- 
cline in  the  number  of  colds  in  this  report  is 
attributed  to  the  fact  that  both  groups  may 
have  practiced  better  general  hygiene.  Kutt- 
ner(8)  observed  the  effect  of  multiple  vita- 
min feeding  in  one  hundred  eight  rheumatic 
children.  It  was  her  opinion  that  the  in- 
creased vitamin  intake  in  a group  of  rheu- 
matic children  on  a well  balanced  diet  did  not 
affect  the  incidence  of  colds  among  these 
children. 

On  the  other  hand  in  a study  of  the  di- 
etary intake  of  two  thousand  paid  workers’ 
families  Stiebling  and  Phipard(9)  found  that 
twenty-six  per  cent  of  this  group  were  on  a 
well  balanced  diet,  forty-five  per  cent  were 
on  a diet  slightly  below  standard  and  twenty- 
six  per  cent  were  on  an  inadequate  diet.  As 
private  physicians  looking  after  the  medical 
welfare  of  paid  workers  families  and  not  spe- 
cial groups  of  university  students  or  groups 
of  children  with  rheumatic  fever  I do  not 
think  it  is  improper  to  prescribe  or  to  sug- 
gest the  use  of  multiple  vitamin  prepara- 
tions for  the  working  classes  if  needed. 
Especially  is  this  true  during  a war  period 
when  it  may  be  difficult  to  obtain  the  food 
necessary  for  a well  balanced  diet.  The 
multiple  vitamin  compounds  are  now  official- 
ly recognized  and  are  included  in  the  latest 
U.S.P.  When  in  doubt  one  should  prescribe 
a multiple  vitamin  compound  without  any 
qualms  of  his  conscience. 

As  regards  chemotherapy  I was  impressed 
by  an  article  by  Kuttner(10)  dealing  with 
this  same  group  of  rheumatic  children.  Over 
a period  of  two  years  she  gave  one  group 
small  daily  doses  of  sulfanilamide  and  noth- 
ing to  a control  group.  The  incidence  of 
streptococcal  upper  respiratory  infections 
was  reduced  and  only  one  child  in  a group  of 
fifty-four  children  receiving  this  drug  con- 
tracted pharyngitis.  In  the  control  group 
thirty  of  the  fifty-four  developed  strepto- 
coccic pharyngitis.  Personally  I have  used 
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sulfathiazole  in  three  instances.  I prescribe 
fifteen  grains  of  sulfathiazole  to  be  taken  at 
bedtime  followed  by  one-half  teaspoonful  of 
sodium  bicarbonate  in  a glass  of  water.  One 
patient  was  a school  teacher  with  rheumatic 
heart  disease.  For  many  winters  she  had 
had  upper  respiratory  infections  followed  by 
exacerbations  of  her  heart  condition.  Dur- 
ing the  winter  of  1941-42  and  1942-43  she 
was  free  of  upper  respiratory  infections  and 
her  heart  condition  remained  quiescent.  An- 
other adult  had  many  colds.  During  the  win- 
ter months  he  was  usually  confined  to  bed 
with  a prolonged  bronchitis.  The  third  pa- 
tient had  the  usual  history  of  colds  asso- 
ciated with  a chronic  sore  throat.  These  pa- 
tients placed  on  sulfathiazole  were  relieved 
of  the  complications  associated  with  their 
upper  respiratory  infections  and  were  bene- 
fited by  the  therapy. 

The  sulfa  drugs  may  be  given  to  a special 
group  of  patients  with  a warning  as  to  its 
toxicity.  These  patients  must  be  seen  at  fre- 
quent intervals ; blood  counts  should  be  tak- 
en and  urinalysis  made.  If  any  skin  lesion 
develops  the  drug  must  be  discontinued.  In 
the  Kuttner(10)  group  of  fifty-four  children 
signs  of  intoxication  occurred  in  fifteen  per 
cent.  Three  children  developed  a leucopenia. 
This  was  relieved  by  the  withdrawal  of  the 
drug.  In  twenty-three  patients  who  received 
the  sulfanilimide  during  two  successive  win- 
ters there  was  no  evidence  of  sensitization 
to  the  drug  when  it  was  used  the  second  win- 
ter. It  is  my  opinion  that  the  sulfa  drugs 
may  be  used  in  a very  select  group  of  pa- 
tients where  the  complications  following  a 
cold  render  a patient  bedfast  over  a period 
of  days.  The  routine  use  of  sulfa  drugs  at 
this  time  would  be  a medical  hazard. 

COMMENT 

As  to  the  prevention  of  the  common  cold 
in  private  practice  I believe  it  is  possible  to 
lower  the  incidence  of  this  disease.  As  prac- 
titioners we  know  most  of  our  patients,  the 
type  of  home  they  live  in,  their  habits,  the 
nature  of  their  work  and  at  times  the  variety 
of  food  they  eat.  We  should  make  some  at- 
tempt to  adjust  their  lives  to  a normal  level. 
When  this  adjustment  fails  we  should  sub- 
stitute what  is  missing.  This  may  be  more 
rest,  the  addition  of  vitamins  to  their  diet, 
the  use  of  cold  vaccines  either  parenteral  or 
oral,  and  in  a very  select  few,  the  sulfa  drugs. 
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STREPTOMYCIN  BEING  STUDIED 

A new  drug,  streptomycin,  companion  to  penicillin 
as  a killer  of  bacteria  is  being  studied  and  under- 
going tests  by  the  Army  Medical  Department  to 
determine  its  suitability  as  a germ  killer  in  saving 
the  lives  of  wounded  and  sick  American  soldiers. 

The  new  drug  shows  possibilities  which  may  prove 
to  be  as  important  to  the  medical  profession  as  was 
the  discovery  of  penicillin.  Streptomycin  is  a killer 
of  gram-negative  bacteria,  such  as  tuberculosis, 
cholera,  dysentery,  typhoid,  tularemia  and  salmonel- 
la food  poisoning.  Penicillin  is  a killer  of  gram- 
positive bacteria,  such  as  pneumococcus,  streptococ- 
cus, staphylococcus,  gonococcus  and  syphilis. 

Even  though  the  new  drug  is  still  in  the  labora- 
tory stage,  some  is  being  produced  and  small  quan- 
tities are  being  made  available  to  the  Medical  De- 
partment for  experimental  purposes,  according  to 
Brigadier  General  Hugh  J.  Morgan,  Chief  Consul- 
tant in  Medicine  to  Major  General  Norman  T.  Kirk, 
the  Surgeon  General. 

Since  streptomycin  and  penicillin  resemble  each 
other  in  many  respects,  General  Morgan  pointed  out 
that  exeprience  gained  in  the  production  of  peni- 
cillin will  aid  materially  in  the  production  of  the 
new  drug.  The  production  process,  however,  is 
slow  and  tedious  and  it  will  be  some  time  before  the 
drug  is  available  in  any  quantity,  he  said,  just  as 
it  took  more  than  two  years  to  bring  penicillin  into 
production  for  general  use. 

Dr.  Selman  A.  Waksman  of  the  Department  of  Mi- 
crobiology of  the.  New  Jersey  Agriculture  Experi- 
mental Station  at  Rutgers  University,  New  Bruns- 
wick, New  Jersey,  is  given  credit  for  the  discovery 
of  streptomycin. 


Treatment  of  Acute  Upper  Respiratory 
Infections* 

EUGENE  E.  SIMMONS,  M.D. 

From  the  Department  of  Medicine,  University  of  Nebraska 
College  of  Medicine 
Omaha,  Nebraska 


When  we  realize  that  there  are  in  the 
United  States  over  400  million  colds  each  year 
and  that  as  a result  some  10  billion  dollars, 
representing  65%  of  the  disabling  sicknesses, 
are  lost,  we  appreciate  what  a mammoth  loss 
it  is  and  how  important  it  becomes  to  find 
some  adequate  treatment (1h  Since  the  com- 
mon cold  is  due,  in  all  probability,  to  a virus, 
and  we  have  no  specific  treatment,  our  pres- 
ent efforts  must  be  directed  toward  preven- 
tion of  colds  and  proper  care  of  the  patient, 
and  specific  therapy  against  complications 
due  to  the  secondary  invading  micro-organ- 
isms. 

The  main  prevention  against  upper  res- 
piratory infections  is  to  maintain  good  gen- 
eral health  in  the  individual,  to  see  that  there 
is  proper  nutrition,  adequate  clothing  to  pro- 
tect against  changes  in  the  weather  and  chill- 
ing, sufficient  rest  and  sleep,  in  a well  aired 
room  with  no  drafts(4).  The  practice  of 
sleeping  with  an  open  window  in  a cold 
room  is  questionable  as  it  often  precipitates 
colds  by  causing  a reflex  physiological  con- 
gestion to  warm  air.  Washing  hands  before 
eating  and  avoiding  crowds  dui-ing  epidemics 
are  of  undisputed  value. 

It  is  true  that  there  are  more  colds  in 
individuals  with  lowered  resistance,  and  in 
these  individuals,  more  complications.  If  the 
patient  is  on  a food  intake  less  than  caloric 
needs,  or  he  does  not  feel  up  to  par,  the 
question  of  vitamin  therapy  is  impor- 
tant^-3>.  Any  good  multiple  vitamin  sup- 
plying minimum  daily  requirements  is  ade- 
quate. We  must  remember  that  with  low 
caloric  intake,  unless  the  patient  has  a good 
knowlege  of  dietetics,  there  is  liable  to  be  a 
vitamin  deficiency.  Since  there  is  no  labora- 
tory procedure  to  prove  this  inadequacy,  the 
best  proof  is  to  see  the  effect  of  vitamin 
therapy  in  the  patient.  Failure  to  improve 
on  vitamins  in  a month  or  so  should  warrant 
cessation  of  extra  vitamin  therapy.  All  the 
well  controlled  work  to  date  would  indicate 
that  in  normal,  healthy  individuals  the  vita- 
mins known  to  date  are  of  no  value  in  pre- 
venting upper  respiratory  infections*4- 5h 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1944. 
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There  are  many  questions  in  the  literature 
on  the  use  of  vaccines,  but  all  well  controlled 
studies  indicate  that  they  are  of  no  value, 
or  very  doubtful  value,  in  the  prevention  of 
colds*4- 6- 7- 9).  However,  their  use  is  justi- 
fied in  patients  subject  to  repeated  colds  with 
complications,  and  for  those  who  have  been 
previously  benefitted.  Theoretically,  they 
are  supposed  to  minimize  or  prevent  the  com- 
plications, not  the  cold.  The  patient  should 
understand  their  questionable  value. 

Control  studies  on  large  groups  have 
shown  that  hardening  the  patient  by  exer- 
cise, cold  baths,  and  general  exposure  to  cold, 
is  of  no  value  in  the  prevention  of  colds. 

The  many  therapeutic  procedures  used  in 
therapy  of  upper  respiratory  infections  are 
in  themselves  proof  of  the  inadequacy  of 
any  of  them.  Most  authorities  feel  that  the 
patient  with  a fever  of  100°  or  above,  with 
an  upper  respiratory  infection,  should  be 
put  to  bed  early,  for  at  least  24  hours  or 
longer,  depending  upon  the  severity.  This 
increases  the  patient’s  resistance  and  prob- 
ably minimizes  complications.  Fluids  should 
be  taken  according  to  thirst;  forcing  fluids 
is  apparently  of  no  particular  benefit*8*. 
Many  drugs  are  used  for  relief  of  symptoms, 
mainly  coal  tar  derivatives,  but  unquestion- 
ably the  best  results  are  obtained  with  the 
use  of  derivatives  of  opium.  The  most  com- 
mon and  probably  most  effective  combina- 
tion is  codein  gr.  and  papaverine  gr.  14 
(Copavin  Lilly)  * 4- 9- 10> . This  is  given,  one 
tablet  or  capsule,  after  each  meal  and  two 
at  bedtime.  This  can  be  repeated  for  two  or 
three  days  if  necessary.  It  dries  up  the  se- 
cretions, makes  the  patient  comfortable,  and 
promotes  rest.  Since  a large  percentage  of 
these  patients  are  under  par  physically,  the 
effect  is  twofold.  Dovers  powder,  codein,  or 
any  opiate  may  be  used.  Copavin  has  the 
advantage  of  being  less  liable  to  cause  ad- 
diction, and  the  ipecac  in  Dovers  powder 
does  not  enhance  the  value  over  plain 
opium*8.- 9- 10).  The  diet  should  be  simple. 
Warm  drinks  help  at  times  and  some  ad- 
vocate warm  baths  and  whiskey  in  warm 
drinks.  Most  authorities  agree  that  routine 
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purgation  is  not  beneficial,  and  use  mild  laxa- 
tives only  as  necessary.  Local  therapy  is 
discussed  elsewhere  in  this  symposium. 

At  this  point  it  should  be  stressed  that 
most  authorities  agree  that  with  few  ex- 
ceptions the  sulphonamides  should  not  be 
used  for  the  common  cold'4  6 11 12 13 14).  The 
course  of  the  infection  is  not  altered  nor 
shortened.  The  danger  of  the  drug,  sensi- 
tization of  the  patient,  discomfort,  forma- 
tion of  sulfa  resistant  strains  of  organisms, 
and  any  of  the  serious  complications  of  the 
sulfonamides  that  can  occur,  are  hazardous. 
Exceptions  to  this  policy  are  patients  with 
histories  of  repeated  respiratory  infections 
developing  asthmatic  bronchitis,  severe  sinus 
infection,  otitis  media  repeatedly,  and  pneu- 
monia secondary  to  bronchiectasis'114.  Pa- 
tients having  congenital  heart  disease  or  ac- 
quired heart  disease  are  given  0.5  gram  sul- 
fadiazine three  or  four  times  daily.  Also  in 
a large  epidemic  with  severe  pulmonary  com- 
plications the  sulfonamides  are  of  value  as  a 
prophylactic.  This  is  about  all  the  therapy 
necessary  for  the  simple  cold ; its  complica- 
tions warrant  further  therapy. 

With  the  advent  of  the  sulfonamides,  we 
are  now  better  equipped  to  deal  with  many 
of  the  complications  of  the  common  cold.  An 
elevation  of  the  temperature  when  it  lias 
started  to  decline,  or  a high  fever  that  per- 
sists after  24  to  36  hours,  are  indications  for 
sulfonamides.  The  initial  dose  is  one  to  three 
grams,  depending  on  the  severity,  followed 
by  one  gram  every  four  to  six  hours.  Each 
dose  is  accompanied  by  an  equal  amount  of 
sodium  bicarbonate,  and  if  there  is  no  im- 
provement (manifested  by  a falling  fever), 
in  48  hours,  discontinue  the  sulfonamides. 
Improvement  with  sulfonamides  will  show  in 
24  to  48  hours,  if  it  is  effective.  Its  greatest 
danger  is  continued  usage  to  secure  unwar- 
ranted benefits.  The  other  great  danger  is 
insufficient  fluid  intake.  This  can  be  care- 
fully watched  in  the  hospital,  but  in  home 
treatment  it  is  a definite  hazard  and  pa- 
tients must  be  continually  reminded  to  keep 
up  fluid  intake  to  prevent  complications  of 
the  drug.  Most  authorities  use  sulfadiazine 
as  the  drug  of  choice,  as  at  present  it  is  the 
least  toxic  and  as  efficacious  against  the 
various  micro-organisms  as  any  of  the  other 
sulfonamides.  These  complications,  as  a 
rule,  do  not  need  the  continued  large  doses 
of  sulfonamides  used  in  pneumonia  and  the 
more  serious  infections.  As  the  patient  im- 


proves, cut  the  dose  daily  until  0.5  gram  is 
given  after  each  meal  and  at  bedtime.  This 
can  be  continued  two  days  after  the  tem- 
perature has  reached  a normal  level.  If  the 
fever  rises,  showing  relapse  or  extension  of 
the  disease,  and  we  feel  sure  it  is  not  drug 
fever,  the  dose  is  increased.  The  drug  should 
be  discontinued  if  the  patient  complains  of 
headache,  extreme  lassitude,  or  assumes  a 
dusky  hue  of  the  mucous  membranes.  With 
prolonged  administration  of  sulfonamides 
daily  blood  counts  are  essential. 

Cases  of  severe  pharyngitis  should  receive 
sulfadiazine  in  the  same  dose.  It  will  short- 
en the  course  of  the  complications. 

Cases  of  tonsillitis  are  mostly  due  to  strep- 
tococcus and  when  the  fever  is  over  101 
should  receive  sulfadiazine  plus  appropriate 
local  therapy.  Cases  of  tracheo-bronchitis 
with  fever  over  101°  should  receive  sulfa- 
diazine. These  cases  are  also  greatly  bene- 
fited by  the  use  of  steam  inhalations.  Tinc- 
ture Benzoin  Compound  or  some  volatile  oil 
may  be  added,  but  steam  is  the  main  factor. 
Inhalations  should  be  continuous  and  if 
possible  with  a rather  large  inhalator. 
Counter  irritants  such  as  mustard  plasters 
over  the  chest  every  4 to  6 hours  will  re- 
lieve the  soreness  and  pain.  If  the  cough 
is  irritating,  or  causes  loss  of  rest,  codein  in 
some  expectorant  cough  mixture  is  benefi- 
cial. Elixir  Terpene  hydrate  makes  an  ex- 
cellent vehicle.  Many  mixtures  are  nauseat- 
ing and  impair  the  appetite.  The  amount  of 
codein  in  each  teaspoonful  is  Vs  to  Vi  grain 
and  may  be  repeated  every  hour  until 
relieved,  then  at  2 to  4 hour  intervals.  A 
large  enough  dose  of  codein  to  relieve  the 
cough,  even  1 grain,  is  better  than  repeated 
small,  ineffectual  doses.  When  the  acute 
phase  is  past  but  cough  lingers,  Syrup  of  Hv- 
driodic  acid  makes  a good  expectorant. 

If  the  patient  fails  to  respond  to  various 
forms  of  therapy,  a dose  of  10  to  20  units  of 
regular  insulin  before  meals  may  be  of  bene- 
fit. It  increases  the  appetite  and  seems  to 
help  a great  many,  especially  those  past  mid- 
dle life ( 14  > . 

No  mention  has  been  made  of  ear  or  sinus 
infections  as  they  will  be  treated  by  the 
otalaryngologist  elsewhere  in  this  sympo- 
sium. The  general  care  of  these  complica- 
tions is  the  same  as  for  the  others. 

Unfortunately  penicillin  has  been  of  no 
value  in  the  treatment  or  prevention  of  the 
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common  cold,  and  has  not  been  used  to  any 
great  extent  in  the  general  therapy  of  its 
usual  complications. 

There  is  a new  derivative  called  Patulin 
(Penicillium  Patulum  Banier)  which  has 
been  used  for  investigation  in  England  to 
some  extent.  It  is  sprayed  in  the  nostrils  in 
a 1-5,000  to  1-10,000  solution  and  was  of 
great  benefit  in  relieving  nasal  symptoms. 
In  a group  of  over  100  volunteers,  57%  re- 
covered in  48  hours;  in  the  controlled  group 
only  9.4%  recovered.  Its  value  will  be  de- 
termined later. 

SUMMARY 

1.  Vaccines  are  of  doubtful  or  no  value 
in  the  prevention  or  treatment  of  colds. 

2.  None  of  the  known  vitamins  are  of 
value  in  preventing  colds  in  normal,  healthy 
individuals. 

3.  Adequate  rest,  food,  proper  clothing, 
and  protection  from  drafts,  chilling,  changes 
in  temperature,  and  wetness,  are  the  best 
preventatives  for  the  common  cold. 

4.  The  sulfonamides,  with  few  excep- 
tions, should  not  be  used  to  prevent  or  treat 
colds  but  are  limited  to  treatment  of  com- 
plications. 

5.  Opium  derivatives,  notably  copavin, 
with  suitable  rest,  diet  and  local  therapy, 
give  the  greatest  relief  in  the  treatment  of 
colds. 


6.  The  sulfonamides  are  of  great  value  in 
the  treatment  of  most  of  the  complications 
of  the  common  cold. 
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Acute  Upper  Respiratory  Infections" 

Variable  in  Bacteria  as  They  Affect  Different  Epidemics 

FREDERIC  M.  WATKE,  M.D. 

Omaha,  Nebraska 


The  generally  accepted  factors  influencing 
the  symptomatology  of  an  acute  upper  res- 
piratory epidemic  are: 

1.  The  virus  as  the  causative  agent  pro- 
ducing the  initial  coryza  or  pharyngitis. 

2.  Bacteria  as  complicating  secondary  in- 
vaders. 

3.  Environmental  changes  with  concur- 
rent vasomotor  reactions  as  a predisposing 
factor. 

4.  The  physical  condition  of  the  host. 

The  incubation  period  for  a cold  is  indef- 
inite, since  it  is  believed  by  some  that  a per- 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1944. 


son  may  carry  the  virus  for  days  or  even 
weeks  before  some  predisposing  factor  such 
as  fatigue  and  over  exposure  to  cold  should 
allow  the  virus  to  become  active. 

The  symptoms  are  first  a sense  of  dryness 
in  the  nose,  irritation  and  sneezing.  This  is 
followed  in  a day  or  so  by  a watery  secre- 
tion from  the  nasal  mucosa.  This  in  turn  is 
followed  on  the  third  or  fourth  day  by  a 
purulent  phase  which  Greenspan  believes  due 
generally  to  invasion  by  nonvirulent  organ- 
isms, while  the  more  serious  complications  of 
sinusitis,  tonsillitis,  otitis  media  or  pneu- 
monia that  may  follow,  are  due  to  secondary 
invasion  by  more  virulent  organisms. 
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The  virus  infection  if  uncomplicated 
should  run  its  course  in  a few  days  and  con- 
stitutes what  we  generally  term  the  much 
talked  of  common  cold. 

As  a pathological  entity,  the  common  cold 
itself  is  not  serious.  Smillie  states  that  it 
never  kills  and  seldom  causes  serious  illness 
but  it  has  been  stated  that  the  common  cold 
accounts  for  more  loss  of  time  from  business 
than  any  other  cause.  Smillie  admits  this  but 
suspects  that  it  causes  no  serious  loss  of  time 
from  more  pleasureable  pursuits. 

Since  acute  upper  respiratory  infections, 
whether  considered  as  isolated  cases  or  in 
epidemic  form  are  considered  as  due  to  the 
action  of  micro-organisms;  it  becomes  ap- 
parent that  a discussion  of  symptomatology 
must  as  a matter  of  course  be  definitely  cor- 
related with  the  etiology. 

The  course  of  a single  case  or  the  course 
of  an  epidemic  depends  greatly  upon  the  in- 
vading organism  as  characterized  by  its 
virulence,  by  its  type  of  action  in  the  host 
and  by  its  number. 

Another  factor  considered  strictly  as  eti- 
ology but  having  a great  bearing  on  sympto- 
matology, is  the  physical  condition  of  the 
host.  This  is  chiefly  in  terms  of  immunity 
and  in  his  general  ability  to  counteract  and 
finally  overcome  any  complications  that  may 
arise. 

There  are  many  individuals  about  us  who 
are  considered  chronic  upper  respiratory 
cases.  They  are  those  who  consult  their  doc- 
tor frequently  because  of  an  ear  condition, 
or  a sinus,  or  a “cold.”  Although  not  epi- 
demic, many  of  these  may  be  rewakened  dur- 
ing an  epidemic  and  tend  to  color  the  picture 
and  also  tend  to  falsify  any  statistics  on 
symptomatology  that  may  be  attempted. 

While  at  this  time  we  are  dealing  mainly 
with  the  common  upper  respiratory  infec- 
tions, there  are  other  conditions  which  in 
their  early  stages  resemble  the  upper  respir- 
atory infections,  namely  measles,  scarlet 
fever,  whooping  cough,  tonsillitis  and  diph- 
theria It  is  also  noted  that  persons  of  un- 
known susceptibility  to  certain  proteins, 
often  develop  symptoms  of  the  upper  respir- 
atory tract  that  simulate  the  presence  of 
colds.  Irritants  (irritating  gases  and  dust) 
may  produce  the  symptoms  of  an  acute 
coryza.  I can  recall  an  epidemic  of  colds  in  a 
chemistry  class  at  a time  when  experiments 


were  being  done,  involving  the  preparation 
of  chlorine. 

In  almost  every  epidemic  of  acute  upper 
respiratory  infections  one  hears  talk  of  in- 
fluenza. Mild  cases  of  influenza  are  difficult 
to  differentiate  from  a common  cold  (except 
for  the  prominence  of  general  symptoms  and 
the  sudden  onset).  I suspect  then,  that  ex- 
cept in  major  epidemics,  the  term  “flu”  or 
influenza  is  a very  much  abused  term. 

While  it  is  no  doubt  true  that  in  an  epi- 
demic of  colds  the  virus  of  influenza  may 
play  a more  or  less  important  part,  I doubt 
whether  the  clinician  ever  is  able  to  definite- 
ly determine  the  real  significance. 

The  majority  of  cases  of  the  common  cold 
do  not  come  to  the  physician  in  the  early 
stages.  They  are  treated  at  the  home  or 
probably  at  the  office  with  some  coat  pocket 
treatment  or  what  is  more  likely  they  are 
not  treated  at  all.  It  requires  more  alarming 
symptoms  such  as  an  earache  or  hoarseness 
to  prompt  them  to  call  in  medical  aid.  Thus 
the  clinician  follows  the  epidemic,  as  seen  in 
the  complications  produced  by  the  secondary 
invaders,  rather  than  the  primary  virus.  It 
is  then  this  group  of  infections  that  charac- 
terize an  epidemic  as  being  mild  or  severe 
and  accounts  for  the  symptomatic  patterns, 
noted  in  the  epidemics  seen  year  after  year. 

In  populated  areas  it  is  difficult  to  follow 
accurately  the  course  of  an  epidemic,  unless 
it  is  subject  to  quarantine  or  located  on  some 
remote  corner  of  the  earth,  no  accurate  check 
of  the  number  of  cases  can  be  made.  It  is 
supposed  on  the  basis  of  study  of  isolated 
groups  under  close  observation,  that  an  epi- 
demic will  run  its  course  m about  six  weeks 
and  will  usually  have  reached  a peak  during 
the  second  week. 

The  severity  will,  as  mentioned  before,  de- 
pend upon  the  virulence  of  the  invading  or- 
ganisms. 

The  characteristic  features  of  the  epi- 
demic, such  as  the  production  of  a large 
number  of  ear  cases  or  a large  number  of 
cases  of  laryngitis  likewise  depends  upon  the 
character  of  the  invading  organisms,  espe- 
cially the  secondary  invaders. 

I believe  most  of  us  have  noted  an  ap- 
parent tissue  or  environmental  selectivity  on 
the  part  of  the  invading  organisms.  A large 
number  of  ear  cases  in  an  epidemic  may  in- 
dicate the  severity  of  the  attack  but  it  does 
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not  explain  the  fact  that  while  in  one  epi- 
demic there  were  a large  number  of  ear  cases, 
another  may  have  showed  a predominance  of 
sinus  cases  or  a large  number  of  cases  of 
acute  laryngotracheobronchitis.  It  would 
seem  then,  that  what  one  should  have  to  do, 
would  be  to  learn  the  identity  of  the  offend- 
ing organism  and  treat  accordingly. 

Investigations  in  this  direction  have  been 
attempted.  Smillie  found  that  the  most  com- 
mon secondary  invader  was  the  pneumococ- 
cus and  that  the  beta-hemolytic  streptococ- 
cus, was  another  common  offender.  Another 
interesting  finding  was  brought  to  light  by 
an  observation  of  Smillie,  on  two  patients. 
One  patient  who  had  just  recovered  from  an 
acute  sinus  infection  from  which  an  almost 
pure  culture  of  beta-hemolytic  streptococcus 
was  isolated,  spent  a month’s  vacation  in  a 
warm  dry  climate  to  complete  the  cure.  The 
condition  remained  quiet  during  his  stay,  al- 
though cultures  continued  to  reveal  the  pres- 
ence of  small  numbers  of  the  same  organism 
in  the  sinus  secretions.  On  the  day  of  his 
return  from  the  tropics,  the  patient  was  ex- 
posed to  a person  who  was  in  the  first  stages 
of  a cold.  The  hour  and  moment  of  the  first 
exposure  were  known.  An  acute  cold  de- 
veloped promptly  and  was  followed  in  three 
days  by  a recrudescence  of  the  sinus  infec- 
tion. Culture  of  the  discharges  showed 
enormous  numbers  of  beta-hemolytic  strep- 
tococci. The  individual  from  whom  the  cold 
was  acquired,  did  not  harbor  a beta-hemo- 
lytic  strepococcus  but  was  a carrier  of  type 
viii  pneumococcus.  He  also  developed  a 
sinusitis  but  the  invading  organism  in  his 
case  was  the  type  viii  pneumococcus. 

Tobey  observes,  that  epidemics  vary  great- 
ly in  their  predilection  for  involvement  of 
the  middle  ear  and  as  a rule  the  severity  of 
the  otitis  media  depends  upon  the  virulence 
of  the  predominating  organism. 

Not  only  do  epidemics  vary  in  virulence 
but  they  may  show  a distinct  cycle  beginning 
with  a mild  otitis,  gradually  increasing  to  a 
peak  of  virulence  and  then  subsiding. 

Kopetzy,  as  quoted  by  Tobey,  observed  a 
distinct  periodicity  in  the  virulence  of  infec- 
tions and  has  suggested  that  a major  cycle 
occurs  about  once  in  six  year.  There  is,  how- 
ever, no  mention  by  Tobey  of  any  laboratory 
findings  concerning  the  organisms  involved. 

Baum,  believes  that  while  laryngotracheo- 
bronchitis is  seen  most  frequently  during 


seasonal  epidemics  of  respiratory  tract  in- 
fections, he  believes  that  the  basic  cause  is 
the  virus  of  influenza  and  has  cited  animal 
experimentation,  on  an  almost  identical  dis- 
ease in  chickens,  as  strengthening  that  be- 
lief. 

Nefsen,  reported  that  laryngotracheobron- 
chitis occurred  more  frequently  from  influ- 
enza epidemics  than  otherwise,  and  here 
again  there  are  no  definite  laboratory  find- 
ings in  the  human. 

Murphy,  reported  a series  of  twenty  cases 
of  a syndrome,  consisting  of  herpetic  lesions 
in  the  pharynx  and  mouth  accompanied  by 
pain  in  the  ear  and  occipital  regions  and  an 
area  of  paresthesia  in  the  parietal  region. 
These  cases  occurred  during  a period  of  six 
weeks  at  which  time  there  also  occurred  an 
epidemic  of  keratoconjunctivitis.  This  sug- 
gested a virus  origin  of  the  syndrome.  Cul- 
tures from  the  throat  were  taken  in  all 
cases  and  only  an  occasional  streptococcus 
was  found.  The  condition  seemed  highly 
contagious,  since  four  cases  appeared  in  one 
family.  The  incubation  period  where  con- 
tacts could  be  traced  was  four  to  seven 
days. 

The  reports  cited  here  are  mentioned 
mainly  to  show  the  problem  that  presents 
itself  in  attempting  to  correlate  the  symp- 
toms and  physical  findings  with  a complex 
and  confusing  etiology.  In  comparing  these 
examples  of  scientific  endeavor,  one  is  con- 
fronted with  the  realization,  that  while  a 
great  deal  of  thought  has  been  given  the  sub- 
ject, the  goal  seems  yet  far  away.  So  while 
the  laboratory  findings  are  important  and  it 
is  hoped  that  in  the  future  they  may  become 
of  even  more  practical  value,  the  clinician 
in  his  daily  practice,  must  rely  for  the  most 
part  upon  his  study  of  the  symptoms  and 
findings,  to  diagnose  and  treat  the  case  be- 
fore him.  The  routine  laboratory  findings 
are  often  not  conclusive.  The  reports  may 
be  vague.  He  feels,  that  he  does  not  have 
a definite  invading  agent  to  account  for  the 
illness  of  the  patient  and  therefore  falls  back 
upon  his  judgment,  based  on  past  experi- 
ences to  guide  him. 

CONCLUSION 

1.  The  symptomatology  of  acute  upper 
respiratory  infections  is  too  indefinite  to  be 
of  much  value  in  specific  diagnosis. 
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2.  The  symptoms  of  what  we  call  the 
common  cold  are  produced  by  a virus. 

3.  The  complications  probably  are  the 
work  of  secondary  invaders. 

4.  Although  investigations  would  tend  to 
strengthen  the  view  that  the  complications 
are  produced  by  the  predominant  bacteria 
in  the  host,  it  has  nevertheless  been  noted 
that  epidemics  do  follow  a symptom  pattern 
and  that  it  varies  from  year  to  year. 

5.  The  virus  probably  is  specific  in  its 
action  that  it  varies  in  virulence  and  that 
this  may  be  what  accounts  for  the  variations 
in  symptoms  as  noted  in  one  epidemic  as 
compared  with  another. 
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Upper  Respiratory  Infections" 

L.  P.  COAKLEY,  M.I). 

Omaha,  Nebraska 


In  general  the  treatment  of  an  acute  up- 
per respiratory  infection  has  been  disap- 
pointing and  it  is  difficult  to  determine  the 
value  of  suggested  remedies.  Colds  are  self 
limited  unless  complicated.  It  has  been  said 
that  an  untreated  cold  will  get  well  in  two 
days,  with  nothing  more  than  rest  in  bed  and 
relaxation,  while  a vigorously  treated  cold 
will  require  two  weeks.  Some  last  24  to  48 
hours.  Others,  when  complicated  run  a 
course  covering  several  weeks.  When  symp- 
toms disappear  after  the  use  of  some  par- 
ticular remedy,  it  is  difficult  to  know  if  the 
remedy  exerted  some  beneficial  influence  or 
if  the  attack  was  about  to  subside  anyway. 
Therefore  it  is  the  purpose  of  this  discussion 
to  disregard  the  uncomplicated  upper  respir- 
atory infection  and  to  discuss  the  treatment 
of  the  various  complications. 

ACUTE  RHINITIS 

Acute  rhinitis  is  due  to  a virus,  but  when 
bacteria  and  pus  are  present  it  becomes  a 
complicated  upper  respiratory  infection.  This 
condition  may  be  divided  into  four  stages 
namely:  1.  Ischemia,  in  which  there  is  a 

blanching  of  the  tissue  and  an  itching  burn- 
ing sensation  in  the  nose;  2.  Congestion,  in 
which  there  is  a hyperemia  of  the  tissues  of 
the  nose  and  an  outpouring  of  mucus ; 3.  Pu- 
rulent, in  which  the  clear  watery  mucus  of 

*Read  before  the  Omaha  Mid-West  Clinical  Society.  October. 
1944. 


the  second  stage  becomes  purulent;  4.  Reso- 
lution, is  not  strictly  speaking  a stage  but 
rather  a continuation  of  the  third  stage  in 
which  the  secretions  become  very  thick  yel- 
low and  have  some  odor. 

Treatment  is  purely  symptomatic.  In  the 
first  stage  the  nose  is  dry  and  irritated. 
Warm  oil  instillations  are  soothing  and  will 
protect  the  already  irritated  membranes 
from  the  burning  action  of  the  inspired  air. 
After  the  nose  has  become  hyperemic  and 
swollen  an  attempt  should  be  made  to  open 
the  qir  way.  Ephedrine  in  saline  solution 
seems  to  give  about  as  much  relief  as  any- 
thing else.  However  ephedrine  in  oil  has 
the  advantages  of  coating  the  inflammed 
tissues  with  oil.  During  the  last  two  stages 
ephedrine  with  merthiolate  in  oil  may  be 
used  which  has  the  added  advantage  to  com- 
bat bacterial  invasion.  General  measures 
may  be  used  such  as  hot  compresses  over  the 
nose.  Rest  in  bed,  codein  and  papaverine 
seem  to  have  a definite  value  in  shortening 
the  course  of  the  infection. 

ACUTE  OTITIS  MEDIA 

There  are  two  anatomical  facts  which  we 
should  keep  in  mind  before  discussing  acute 
otitis  media  as  a complication  of  an  acute 
upper  respiratory  infection.  1.  The  eusta- 
chian  tube  in  infancy  and  childhood,  is  short 
straight  and  open  whereas  in  the  adult  the 
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eustachian  tube  is  closed,  long  and  irregular. 
2.  Acute  upper  respiratory  infections  are  in- 
fections of  the  upper  respiratory  tissues. 
These  tissues  are  continuous  through- 
out the  upper  respiratory  tract.  There- 
fore infections  of  the  upper  respiratory 
tract  may  spread  by  (a)  Direct  extension  in 
infancy  and,  (b)  Continuity  of  tissue  during 
adult  life.  Acute  otitis  media  is  therefore 
the  most  common  complication  of  an  acute 
upper  respiratory  infection. 

Acute  otitis  media  may  be  divided  into 
two  stages : the  acute  catarrhal  type  and  the 
purulent  type. 

The  treatment  of  acute  catarrhal  otitis 
media  should  be  directed  toward  relieving 
the  congestion  of  the  ear  drum  and  reliev- 
ing the  earache.  Many  types  of  ear  drops 
have  been  suggested  the  most  common  be- 
ing Rx  Menthol;  cocaine  hydrochloride  aa, 
2i/2  grains;  adrenaline  chloride  1-1000,  V-2 
dram;  Water,  dist.,  qs  ad,  1/2  dram. 

This  is  a vasoconstrictor  and  a narcotic 
which  will  give  relief  but  will  also  mask  any 
serious  complications.  Glycerine  and  phenol 
have  been  commonly  used.  This  is  an  anti- 
septic and  anesthetic  and  has  proven  satis- 
factory in  some  instances.  However,  it  has 
the  tendency  to  mascerate  the  epithelium  on 
the  outer  surface  of  the  drum  and  obliterate 
any  landmarks  which  may  be  of  value  in  a 
diagnosis.  Auralgan  is  along  this  same  line 
but  has  been  improved  to  such  an  extent  that 
it  does  not  cause  the  intense  masceration  of 
glycerine  and  phenol.  During  the  past  eight 
years  I have  been  using  Ento-lysate  in  the 
treatment  of  acute  catarrhal  otitis  media 
and  have  had  remarkable  results.  Ento- 
lysate  is  a sterile  mixture  of  the  bacterio- 
phage-clear cultures  of  pathogenic  respira- 
tory micro  organisms,  namely  micrococcus 
c a t a r r h a 1 i s,  pneumococci  streptococci, 
(Hemolytic,  nonhemolytic  and  indifferent 
strains)  staphylococcus  aureas  and  albus. 
Ento-lysate  is  an  antigen  use  specifically  to 
combat  upper  respiratory  infections.  It  was 
introduced  to  treat  acute  upper  respiratory 
infections  particularly  in  infants. 

All  medication  for  the  relief  of  acute  ca- 
tarrhal otitis  media  should  be  held  against 
the  ear  drum  by  means  of  cotton  plugs  or 
wicks.  In  order  to  obtain  a thorough  ab- 
solution of  the  medication  it  is  necessary 
to  obtain  some  softening  of  the  issue  or  pos- 
sibly a slight  separation  of  the  outer  layers 


of  the  ear  drum  so  that  the  medication  may 
penetrate.  This  can  only  be  obtained  by 
holding  the  medication  in  contact  with  the 
drum.  These  patients  should  be  kept  in  bed, 
as  the  relaxation  and  general  body  warmth 
that  comes  from  bed  rest  are  prerequisites  to 
the  efficacy  of  any  type  of  treatment.  Con- 
tinuous hot  packs  are  applied  to  the  ear 
after  the  wick  of  entolysate  is  inserted. 
This  promotes  a hyperenia  to  draw  nature’s 
defenses  into  the  area  to  combat  the  inva- 
sion of  bacteria  and  it  also  aides  in  the  ab- 
sorbtion  of  the  medication  into  the  drum. 
Supportive  treatment  such  as  Empirin 
comp  with  codein  or  occasionally  morphine 
may  be  required  for  temporary  relief. 

I believe  that  since  the  mucous  membrane 
of  the  middle  ear  is  continuous  with  the 
mucous  membrane  of  the  nose  it  also  under- 
goes the  various  changes  seen  in  the  nose 
during  an  acute  upper  respiratory  infection 
and  may  progress  from  a simple  catarrhal 
infection  to  a purulent  stage  during  the 
course  of  a few  hours.  This  may  be  recog- 
nized by  the  fact  that  the  temperature  be- 
comes septic  varying  from  101°-104°  in  the 
infant  and  slightly  lower  in  the  adult.  The 
pain  is  constant.  All  of  the  landmarks  on 
the  drum  are  effaced  and  the  patient  is 
acutely  ill.  There  is  no  other  treatment  for 
an  acute  otitit  media,  with  the  above  classical 
symptoms,  other  than  myringotomy. 

Myringotomy  should  be  done  under  gen- 
eral anesthesia.  Incision  should  be  made 
from  the  base  of  the  drum  upward.  Due  to 
the  fact  that  the  drum  slants  inward  at  the 
base  as  the  knife  comes  upward  it  will  make 
an  adequate  opening  in  the  drum  to  permit 
drainage.  Continuous  hot  packs  are  applied. 
Codein  is  given  for  the  relief  of  pain.  Dur- 
ing the  first  10  days  following  myringotomy 
hydrogen  peroxide  is  instilled  in  the  ear 
every  3 hours  to  promote  better  drainage. 
Anything  stronger  such  as  alcohol  is  contra- 
indicated as  the  ear  is  inflamed  and  strong 
medications  will  only  add  a chemical  irrita- 
tion to  the  inflamation.  If  the  ear  drains 
over  a period  of  ten  days  it  should  be  treated. 
The  commonly  accepted  treatment  is  to  in- 
still peroxide  in  the  ear  three  times  a day. 
After  this  has  “quit  boiling,”  drops  consist- 
ing of : 

Boric  acid  gr.  X. 

Sol.  of  bichloride  1-1000 ; alcohol  aa  qs.  ad. 
oz.  1. 
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This  type  of  treatment  will  usually  clear 
up  the  purulent  otitis  media  following  an 
acute  upper  respiratory  infection. 

ACUTE  SINUSITIS 

Due  to  the  continuity  of  the  tissue,  infec- 
tion may  spread  into  the  sinuses.  This  is 
characterized  by  an  increase  in  temperature 
and  pain  localized  over  the  sinus  area. 

Treatment  should  be  directed  toward  ven- 
tilation and  drainage  of  the  sinuses.  This  is 
brought  about  by  the  various  vasoconstric- 
tors and  by  tissue  drainage.  In  the  mucous 
membrane  of  the  nose  there  are  numerous 
mucous  glands  and  goblet  cells.  These  are 
filled  with  mucus  and  during  the  course  of 
an  acute  rhinitis  are  overactive.  This  results 
in  a red  swollen  boggy  membrane  which  in- 
terferes with  the  drainage  and  ventilation  of 
the  sinuses.  Vasoconstrictors  such  as  adren- 
aline in  saline;  ephedrine  in  saline,  or  in  oil 
act  directly  on  the  blood  vessels  and  the  erec- 
tile tissue  incorporated  in  the  bodies  of  the 
turbinates.  Their  action  is  transient  and  will 
open  the  nose  for  20  minutes  to  V2  hour.  This 
is  one  method  of  shrinking  and  ventilating 
the  nose  but  a more  lasting  shrinkage  may 
be  obtained  by  the  use  of  some  agent  to 
empty  out  the  engorged  mucous  glands  and 
goblet  cells.  The  agent  of  choice,  in  this  con- 
dition is,  25%  argyrol.  I do  not  believe  that 
argyrol  has  much  antiseptic  value  but  due 
to  its  composition  it  exerts  a definite  empty- 
ing action  on  the  mucous  glands  and  goblet 
cells  which  cannot  be  obtained  by  the  use  of 
the  other  silver  compounds  in  use  today. 
Pluggets  of  cotton  saturated  with  25%  argy- 
rol should  be  inserted  into  the  middle  meatus 
and  allowed  to  remain  20  to  30  minutes. 
Some  form  of  heat  should  be  applied.  In  the 
office  a heat  lamp  may  be  used.  In  the 
home  continuous  hot  moist  compresses 
should  be  applied  over  the  affected  area.  The 
patient  should  be  kept  comfortable  with 
codein  or  morphine. 

Why  do  we  ventilate  the  nose?  Hilding(1> 
feels  that  perhaps  the  closure  of  the  nose 
is  purposeful  and  in  his  practice  has  done 
the  opposite.  As  soon  as  there  is  any  sign 
of  congestion  in  the  nose  he  has  the  patient 
plug  the  nostrils  with  cotton.  He  is  of  the 
opinion  that  this  procedure  reduces  the  ir- 
ritation within  the  nose.  This  procedure  has 
no  scientific  background  and  I believe  that 
ephedrine  in  oil  would  accomplish  the  same 
result  plus  the  shrinking  action.  It  is  es- 
sential to  ventilate  the  nose  to  give  the  pa- 


tient some  relief  and,  to  allow  an  inter- 
change of  air  in  the  sinuses  however  small. 
Surgery  is  contraindicated. 

ACUTE  TONSILITIS 

Acute  tonsillitis  is  not  a complication  of  an 
acute  upper  respiratory  infection  but  rather 
it  is  a disease  in  itself.  The  tonsil  may  har- 
bor infection  and  infected  material  deep  in 
the  tonsillar  crypts  over  a period  of  years. 
Treatment  should  be  directed  to  creating 
within  the  tonsil  a hyperemia  which  would 
wall  off  or  localize  the  infection  and  prevent 
its  spread  to  the  adjacent  tissue.  Hot  saline 
throat  irrigations  every  hour  is  the  method 
of  choice.  One  alkaline  antiseptic  tablet  dis- 
solved in  a glass  of  hot  water  and  gargled 
every  hour  has  a two-fold  action  of  liquify- 
ing secretions  and  carrying  heat  to  the  in- 
flamed areas.  If  adjacent  tissues  are  in- 
volved or  when  there  is  abscess  formation 
the  secretions  within  the  mouth  and  throat 
become  very  thick  and  tenacious.  Mag- 
nesium sulphate  3%  Sol.  used  as  a mouth 
wash  will  relieve  this  annoying  condition. 
Acute  sore  throat  has  a more  or  less  cervical 
adenopathy.  The  glands  of  the  neck  may 
be  soothed  with  continuous  hot  moist  com- 
presses. The  question  of  whether  to  use  hot 
or  cold  compresses  to  the  neck  may  be  argued 
indefinitely.  My  observation  has  been  that 
hot  compresses,  used  continuously  in  the  ac- 
tive stage  of  the  infection  or  for  1/2  hour 
every  three  hours  later  will  promote  resolu- 
tion very  effectively  and  is  more  soothing 
to  the  already  inflamed  tissues.  Painting 
the  throat  with  strong  antiseptic  and  astrin- 
gent solutions  such  as  tannic  acid  and  gly- 
cerine ; tinct.  merthiolate,  or  tinct.  iodine 
as  a therapeutic  measure  have  very  little 
value  due  to  the  fact  that  the  infection  is 
primarily  deep  in  the  lymphoid  tissue.  Sali- 
cylates in  the  form  of  sodium  salicylate  gr. 
VII  with  sodium  bicarbinate  gr.  VIII  given 
every  four  hours  will  relieve  the  various  mus- 
cular aches  and  pains. 

Acute  upper  respiratory  infections  have  a 
mixed  bacterial  flora  and  I feel  that  the 
first  prerequisite  to  chemotherapy  is  a direct 
smear  and  culture.  After  the  predominating 
bacteria  have  been  determined,  a rational 
form  of  chemotherapy  may  be  undertaken. 
Sulphanilamide  and  its  derivatives  are  con- 
traindicated in  the  low  grade  infections. 
However,  in  the  virulent  types  of  infection  in 
which  the  patient  has  a fever  of  103°  to  104 J 
I feel  that  sulphanilamide  or  its  derivatives 
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are  indicated.  Sulfamerazine  has  a marked 
bactericidal  activity  plus  a high  degree  of 
tolerance  in  the  mixed  infections  of  the  upper 
respiratory  tract.  Two  tablets  of  Sulfamera- 
zine aa.  7.7.  gr.  are  given  every  four  hours 
for  seven  doses.  It  requires  about  12  hours 
before  there  is  any  appreciable  change  in 


temperature  of  general  condition  of  the  pa- 
tient. I do  not  believe  that  there  is  much  to 
be  gained  by  the  prolonged  use  of  sulpha- 
nilamide  or  its  derivatives. 

REFERENCES 

1.  Hilding,  A.  C.:  Common  Cold;  Annals  of  Otol- 
ogy Rhinology  and  Laryngology,  Vol.  LIII,  Sept., 
1944,  p.  444-460. 


* * * 


IN  THIS  ISSUE 


PYELOGRAPHY  has  established  itself  as 
an  important  diagnostic  aid  in  the  study  of 
renal  conditions,  yet  there  are  many  points 
that  need  clarification.  We  submit  a discus- 
sion by  Dr.  L.  R.  Sante,  Professor  of  Radi- 
ology, St.  Louis  University  School  of  Medi- 
cine, St.  Louis,  Mo.  This  paper  was  given 
before  the  Omaha  Mid-West  Clinical  Society 
in  October  of  last  year.  You  will  find  it 
on  page  345 

WE  next  present  a discussion  of  upper 
respiratory  infections  as  presented  in  sym- 
posium form  at  the  last  annual  sessions  of 
the  Mid-West.  The  various  phases  of  eti- 
ology, diagnosis  and  treatment  for  upper  res- 
piratory infections  are  discussed  by  members 
of  the  faculties  of  Creighton  University 
School  of  Medicine  and  University  of  Ne- 


braska Medical  College.  You  will  find  much 
information  in  these  pages.  Turn  to  page  349 

A MOST  interesting  case  of  atresia  of  the 
duodenum  is  presented  by  Dr.  B.  R.  Farner 
of  Norfolk,  in  the  form  of  a case  report.  The 
condition  is  rare  and  you  will  be  interested 
in  reading  it  on  page 361 

WHETHER  or  not  you  have  a direct  in- 
terest in  the  Procurement  and  Assignment 
Service  you  will  be  interested  in  reading  the 
first  editorial  and  the  procedure  under  which 
Procurement  and  Assignment  Service  is  now 
operated. 

THE  program  of  the  Omaha  Mid-West 
Clinical  Society  is  outlined  on  page 364 


Congenital  Atresia  of  The  Duodenum 

Report  of  Case 

B.  R.  FARNER,  M.D. 

Norfolk,  Nebr. 


Although  duodenal  obstruction  is  a rare 
congenital  anomaly,  occurring  only  once  in 
20,000  infants  (Young  & Mueller),  the  surgi- 
cal alleviation  of  this  condition  offers  such 
possibilities  that  I feel  the  abnormality  de- 
serves attention. 

REPORT  OF  CASE 

The  patient,  a male  infant,  was  first  seen  by  me 
April  9,  1945,  at  the  age  of  17  days.  Birth  had  been 
normal  but  two  weeks  before  calculated  date.  His 
birth  weight  was  6 pounds  and  12  ounces.  The 
baby  was  breast  fed  and  for  the  first  week  of  life 
there  was  nothing  unusual.  From  that  time  however, 
until  I first  saw  him,  he  had  increasing  amount  of 
vomiting.  When  first  seen,  he  was  severely  ill  with 
temperature  of  106  R,  considerable  cynosis,  skin  and 
mucous  membranes  were  markedly  icteric,  and  he 
was  very  dehydrated.  Intraperitoneal  and  subcu- 
taneous fluids  were  administered  and  his  tempera- 
ture returned  to  normal  in  6 hours.  His  weight 
was  then  4 pounds  and  12  ounces. 

His  progress  from  admittance  to  May  eighth, 
nearly  one  month,  was  variable;  at  times  he  would 
retain  some  of  his  feedings,  and  the  contents  of 
his  stools  showed  that  some  went  through.  The 
type  of  feedings  apparently  made  no  difference  and 
at  no  time  did  he  have  projectile  vomiting.  Al- 
though stomach  waves  could  be  seen  no  mass  could 
be  felt.  It  was  necessary  to  give  subcutaneous 
fluids  frequently.  His  icterus  slowly  cleared  and 
with  his  weight  only  five  pounds  two  ounces  at 
the  age  of  47  days,  a diagnosis  of  high  intestinal 
obstruction,  pyloric  or  duodenal,  was  made. 

On  May  9,  under  1%  novocaine  infiltration,  a 
right  upper  rectus  incision  was  made.  The  stomach 
was  found  dilated  and  the  pyloris  was  patent.  Par- 
tial congenital  atresia  of  the  second  portion  of  the 
duodenum  was  present  but  it  was  impossible  to  vis- 
ualize this  since  it  was  retroperitoneal.  The  first 
portion  was  dilated  to  about  twice  the  normal  size. 
There  was  no  other  evidence  of  obstruction  in  the 
rest  of  the  intestinal  tract  and  the  liver,  gall-blad- 
der and  ducts  appeared  normal.  Posterior  gastro- 
jejunostomy was  performed  using  two  rows  of  000 
chromic  catgut.  The  incision  was  closed  without 
drains  with  through  and  through  interrupted  sutures 
of  the  0 chromic  catgut  and  dermal  skin  closure.  He 
withstood  the  operation  surprisingly  well.  He  was 
given  12%  sterile  glucose  solution  after  4 hours  and 
powdered  milk  formulae  at  the  end  of  12  hours.  He 
regurgitated  small  amounts  eight  times  the  following 
48  hours  at  which  time  his  weight  had  increased  to 
5 pounds  6 ounces. 

Post-operative  progress  continued  normally  and 
the  incision  healed  by  primary  union.  His  blood 
picture  showed:  Hemoglobin  52%;  red  blood  cells 
2,700,000;  white  blood  cells  10,600.  He  was  dis- 
missed on  May  28,  the  19th  post-operative  day, 
weighing  7 pounds  4 ounces  and  taking  4 ounces 


of  powdered  milk  formula  every  4 hours,  V2  dram 
of  Homicebrin  and  % dram  Elixir  Fesol  twice  a day. 

PROGRESS 

June  15,  general  condition  excellent,  weight  9 
pounds  3 ounces.  Hemoglobin  65%;  red  blood  cells 
3,490,000;  white  blood  cells  9,000.  July  14,  general 
condition  excellent,  taking  6 to  7 ounces  of  powdered 
milk  formula  every  4 hours  and  his  blood  picture 
was  Hemoglobin  78%,  red  blood  cells  4,200,000; 
white  blood  cells  8,800;  weight  11  pounds  9 ounces 
at  the  age  of  15  weeks. 

COMMENT 

Vomiting-  in  infants  should  not  be  con- 
sidered as  necessarily  due  to  improper  feed- 
ing-. Pyloric  stenosis,  of  course,  is  by  far  the 
most  common  cause  of  mechanical  obstruc- 
tion of  the  gastro-intestinal  tract  in  the  in- 
fant. The  next  most  common  site  in  order  is 
atresia  of  the  duodenum.  As  reported  in  a 
series  of  113  cases,  collected  from  the  litera- 
ture by  Garvin : 34  were  above  the  biliary 
papilla,  19  opposite  the  papilla,  25  below  the 
papilla,  19  at  the  duodenojejunal  flexure, 
and  16  unclassified.  It  would  appear  that  the 
exact  cause  is  peculiar  to  each  individual 
case.  In  some,  simple  release  of  the  ob- 
structing mechanism  is  all  that  is  necessary 
while  others  require  radical  surgery. 


. Tuberculosis  Abstracts 

The  tuberculin  test,  on  which  much  of  the 
early  work  in  tuberculosis  was  based,  came 
into  serious  question  when  significant  num- 
bers of  tuberculin  negative  reactors  were 
found  to  have  pulmonary  calcification  sug- 
gestive of  tuberculous  infection. 

The  evidence  now  accumulating  indicates 
that  calcification  is  a non-specific  response  of 
lung  tissue  to  invasion,  and  may  be  called 
forth  not  only  by  the  tubercle  bacillus  but 
by  Histoplasma  capsulatum,  Coccidioides  im- 
mitis,  and  perhaps  other  organisms.  Tuber- 
culin testing,  therefore,  takes  again  its 
rightful  place  as  a biological  test  for  the 
presence  of  the  tubercle  bacillus,  while  chest 
x-rays  complement  but  do  not  supplant  it  as 
a diagnostic  procedure. 


361 


362 


TUBERCULOSIS  ABSTRACTS 


Nebr.  S.  M.  Jour. 
October,  1945 


NON'TUBERCULOUS  PULMONARY  CALCIFICA- 
TION AND  SENSITIVITY  TO  HISTOPLASMIN 

In  different  parts  of  the  country,  there  are 
marked  variations  in  the  frequency  of  pul- 
monary calcification  observed  in  roentgeno- 
grams of  the  chest.  Recent  studies  have 
shown  that  the  prevalence  of  calcified  lesions 
varies  from  six  per  cent  in  Oregon  to  28  per 
cent  in  Kentucky.  An  area  of  high  preva- 
lence occurs  in  the  East  Central  States,  with 
a frequency  generally  lower  in  surrounding 
regions.  Roentgenographic  findings  have 
been  the  basis  for  rejecting  appreciable  num- 
bers of  persons  from  the  armed  services. 

Although  pulmonary  calcification  is  usual- 
ly considered  evidence  of  healed  tuberculosis, 
there  are  strong  indications  that  this  disease 
is  not  the  only  important  cause  of  such  le- 
sions. The  correlation  between  the  preva- 
lence of  tuberculosis  and  the  frequency  of 
calcification  is  not  close,  and  a number  of  re- 
ports have  shown  that  in  the  area  of  high 
rates  of  calcification,  a large  proportion  of 
the  persons  with  such  lesions  have  negative 
tuberculin  reactions.  It  has  been  shown  re- 
peatedly that  reversion  from  tuberculin  posi- 
tive to  negative  takes  place  very  slowly,  and 
that  calcifications  exist  in  tuberculin  nega- 
tive children.  These  facts  have  led  to  a 
search  for  nontuberculous  origins  of  the  le- 
sions, especially  among  the  fungi.  Ascari- 
asis,  as  a cause  of  pulmonary  calcification  in 
man,  has  not  been  proved  of  significance. 
In  the  Southwest,  coccidioidomycosis  ac- 
counts for  some  calcification.  Because  the 
endemic  area  of  clinical  histoplasmosis  cor- 
responds with  the  area  of  high  prevalence  of 
pulmonary  calcification  in  tuberculin  nega- 
tive reactors,  a possible  association  has  been 
sought. 

The  question  of  tuberculin  negative  pul- 
monary calcification  has  been  studied  recent- 
ly in  an  extensive  investigation  on  tubercu- 
losis in  student  nurses,  which  is  being  con- 
ducted cooperatively  by  the  National  Tuber- 
culosis Association,  the  U.  S.  Public  Health 
Service,  and  a large  number  of  specialists 
throughout  the  country.  About  10,000  stu- 
dent nurses  are  under  close  observation,  and 
are  given  tuberculin  tests  and  14-inch  by  17- 
inch  chest  x-rays  at  six-month  intervals.  The 
schools  are  sixty-five  in  number,  and  are  lo- 
cated in  nine  widely  distributed  metropolitan 
centers.  Results  from  the  study  bring  out 
clearly  the  regional  differences  in  the  fre- 
quency of  pulmonary  calcification,  as  well  as 


the  fact  that  especially  in  the  East  Central 
part  of  the  country,  the  majority  of  nurses 
with  calcification  have  negative  tuberculin 
reactions. 

In  order  to  investigate  the  possibility  that 
infection  with  Histoplasma  capsulatum  may 
be  a cause  of  pulmonary  calcification,  a large 
number  of  nurses  were  given  intradermal 
histoplasmin  tests.  Preliminary  data  are 
based  on  records  of  these  tests,  roentgeno- 
grams ,and  tuberculin  tests  of  3,105  student 
nurses  in  four  centers.  Results  of  this  work 
indicate  that  (a)  infection  with  histoplasma, 
or  an  immunologically  related  organism,  is 
common  in  widespread  localities,  and  that 
(b)  it  is  probably  the  principal  nontubercu- 
lous cause  of  pulmonary  calcification.  These 
conclusions  are  based  on  the  assumption  that 
skin  sensitivity  to  the  histoplasmin  used  in 
this  study  is  indicative  of  infection  with  His- 
toplasma. 

All  skin  tests  were  performed  and  read  by 
one  person,  and  all  films  were  interpreted  by 
one  experienced  roentgenologist.  Film  find- 
ings are  limited  to  a report  as  to  the  pres- 
ence or  absence  of  shadows  characteristic  of 
calcification  in  the  lung  parenchyma  or 
lymph  nodes.  The  interpretation  was  re- 
corded without  knowledge  of  the  tuberculin 
reaction  and  prior  to  the  testing  with  histo- 
plasmin. 

Most  of  the  nurses  tested  were  given  tu- 
berculin and  histoplasmin  at  the  same  time, 
and  measurements  of  both  erythema  and  in- 
duration were  recorded  at  48  hours.  The 
reactions  to  the  two  tests  were  similar  and 
could  not  be  distinguished  by  their  appear- 
ance. 

Of  the  3,105  nurses  studied,  711  (22.9  per 
cent)  showed  a positive  reaction  and  61  (2.0 
per  cent)  a doubtful  reaction  to  histoplasmin. 
Great  differences  were  found  in  the  percent- 
ages of  nurses  reacting  to  histoplasmin  in 
the  various  cities.  In  Minneapolis  and  St. 
Paul,  the  percentage  of  definite  or  doubtful 
reactions  was  6.3;  in  Philadelphia,  12.6;  in 
Detroit,  14.4;  in  Kansas  City,  Kansas,  54.0; 
and  in  Kansas  City,  Missouri,  65.8. 

The  most  striking  findings  in  the  investi- 
gation are  derived  from  the  study  of  the  re- 
lation, in  individual  nurses,  between  pul- 
monary calcification  and  reaction  to  histo- 
plasmin and  tuberculin  tests. 

About  one-fifth  (21.4  per  cent)  of  the 
total  group  of  294  nurses  with  calcification 
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had  a positive  tuberculin.  Of  the  remaining 
four-fifths  (231),  who  had  a negative  tuber- 
culin, 206  had  a positive  or  doubtful  histo- 
plasmin  reaction.  Only  25  nurses  (8.5  per 
cent  of  the  294  with  calcification)  had  a 
negative  reaction  to  both  tests.  From  these 
findings  it  may  be  seen  that  a high  propor- 
tion of  the  group  having  pulmonary  calcifica- 
tion react  to  histoplasmin,  tuberculin,  or 
both  (91.5  per  cent),  and  that  many  more 
react  to  histoplasmin  than  tuberculin. 

Of  the  nurses  who  react  only  to  the  latter, 
10.4  per  cent  show  pulmonary  calcification, 
while  of  those  reacting  only  to  histoplasmin, 
81.1  per  cent  show  calcification.  A very  low 
rate  of  pulmonary  calcification  (1.2  per  cent) 
is  found  among  the  large  group  of  2,141 
nurses  who  are  negative  to  both  tests. 

Perhaps  it  is  premature  at  the  present 
time  to  discuss  the  significance  of  the  gen- 
eral findings  presented  in  this  paper.  If  the 
histoplasmin  test  is  correctly  interpreted, 
however,  a number  of  implications  become 
apparent.  Histoplasmosis,  in  a mild,  perhaps 
subclinical  form,  may  be  a common  infec- 
tion in  the  East  Central  States,  and  the  num- 
ber of  persons  attacked  may  total  several 
million.  The  epidemiological  evidence  indi- 
cates that  a high  proportion  of  the  pulmon- 
ary calcification  observed  in  individuals  liv- 
ing in  these  States  may  be  due  to  infection 
with  Histoplasma  or  a related  organism,  and 
not  to  tuberculosis. 

Nontuberculous  Pulmonary  Ca’cification  and  Sensitivity  to 
Histoplasmin,  Carroll  E.  Palmer,  M.D.,  Public  Health  Reports, 
Vol.  60,  p.  513.  May  11.  1945. 


VARIED  TRAINING  COURSES  PLANNED 
FOR  MEDICAL  OFFICERS 

With  hostilities  ended,  medical  officers  in  the 
armed  forces,  as  well  as  hospitals  and  medical 
schools,  have  set  machinery  in  motion  to  repair  the 
holes  torn  in  medical  education  by  the  war. 

In  a comprehensive  review  of  specific  plans  to 
meet  the  educational  needs  of  returning  medical  offi- 
cers, the  September  1 issue  of  The  Journal  of  the 
American  Medical  Association  says  that  all  veterans, 
regardless  of  the  age  at  which  they  entered  the 
service  and  whether  or  not  they  had  been  in  prac- 
tice, are  eligible  under  the  G.I.  Bill  of  Rights  for 
a retraining  course  of  one  year  at  any  institution 
approved  by  the  Veterans  Administration. 

The  Journal  reports  that  both  the  Army  and  the 
Navy  have  already  taken  steps  to  provide  postwar 
educational  rehabilitation  of  medical  officers. 

Even  before  the  defeat  of  Germany,  steps  were 
taken  by  the  Army  so  that  officers  assigned  to  field, 
tactical  and  administrative  positions  would  be  given 
an  opportunity  to  get  a 12-week  refresher  course  in 


one  of  the  large  general  hospitals  in  this  country. 
Many  officers  returning  from  overseas  are  now  ap- 
plying for  refresher  training. 

“It  is  important,”  the  Navy  reports  in  The  Jour- 
nal, “that  intensive  training  be  afforded  especially 
to  young  officers  of  the  regular  Medical  Corps,  who 
will  become  the  leaders  and  ‘key  men’  later  in  con- 
ducting the  medical  services  of  naval  hospitals  in 
the  long  postwar  period  for  which  provision  must 
definitely  be  made.” 

The  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  reports  that 
an  analysis  of  questionnaires  returned  by  21,029 
medical  officers  concerning  their  postgraduate 
wishes  indicates  that  approximately  20  per  cent  of 
this  group  will  desire  short  term  refresher  and  re- 
view courses  of  less  than  six  months’  duration. 

Reports  from  medical  schools,  hospitals,  medical 
societies  and  other  agencies,  The  Journal  says,  give 
assurance  of  continued  expansion  of  educational 
programs  in  anticipation  of  postwar  needs. 

The  University  of  Wisconsin  Medical  School  has 
four  plans  for  meeting  the  desires  and  needs  of 
physicians  returning  from  military  service. 

A training  plan,  termed  flexible  enough  “so  that 
it  can  start  tomorrow  morning  or  at  any  time  a 
medical  officer  returns,”  has  been  adopted  by  the 
medical  schools  of  Duke  and  North  Carolina  univer- 
sities, the  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College  and  the  cooperating  North 
Carolina  hospitals. 

Three  month  full  time  courses  have  recently  been 
organized  by  the  medical  schools  of  the  universities 
of  Wisconsin,  Illinois  and  Iowa. 

The  Cook  County  (Chicago)  Graduate  School  of 
Medicine  has  plans  to  accommodate  returning  med- 
ical officers  by  offering  a large  variety  of  courses 
at  frequent  intervals. 

The  University  of  Michigan  Department  of  Post- 
graduate Medicine  plans  three  courses  of  two 
months  each,  probably  continuing  throughout  the 
year. 

“Such  institutions  as  Tulane,  Johns  Hopkins,  Har- 
vard, Tufts,  New  York  Eye  and  Ear  Infirmary,  the 
New  York  Medical  College,  the  New  York  Poly- 
clinic and  the  University  of  Pennsylvania  are  con- 
tinuing to  offer  organized  courses,”  The  Journal 
states,  adding:  “These  examples  emphasize  the  fact 
that,  even  though  the  staff  physicians  of  all  institu- 
tions are  sorely  taxed,  they  have  been  able  to  de- 
velop or  continue  opportunities  for  graduate  edu- 
cation.” 

Fourteen  state  medical  societies  have  initiated  or 
are  planning  programs  of  continuation  education  for 
returning  physicians. 

“It  is  becoming  increasingly  important,”  The 
Journal  says,  “that  the  medical  profession  and  hos- 
pitals continue  their  efforts  to  maintain  and  de- 
velop adequate  facilities  and  opportunities  for  the 
continued  training  of  veteran  and  civilian  physi- 
cians.” 

Under  normal  peacetime  conditions  the  approved 
hospitals  in  the  United  States  pi'ovide  opportunities 
for  approximately  5,300  resident  physicians.  The 
Journal  estimates  that  hospitals  may  be  called  on 
to  furnish  a total  of  about  12,000  residencies  in  the 
immediate  post-war  period. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


THE  OMAHA  MID-WEST  CLINICAL 
SOCIETY 

Thirteenth  Annual  Assembly 

October  22,  23,  24,  25,  26,  1945 
Hotel  Paxton  — Omaha,  Nebraska 

DISTINGUISHED  GUESTS 

A.  ELMER  BELT,  M.D.,  Los  Angeles,  California 
(Urology).  Director,  Belt  Urologic  Group. 

SYLVESTER  N.  BERENS,  M.D.,  Seattle,  Washing- 
ton (Neurosurgery).  Clinical  Lecturer,  Consult- 
ant, University  of  Washington.  Consultant,  Seat- 
tle College.  Graduate  of  Creighton  University 
School  of  Medicine.  B.Sc.,  1927,  M.D.,  1928. 

GUY  A.  CALDWELL,  M.D.,  New  Orleans,  Louisiana 
(Orthopedic  Surgery).  Director,  Section  of  Bone 
and  Joint  Surgery,  Ochsner  Clinic.  Professor  of 
Orthopedic  Sui'gery,  Tulane  University  of  Louisi- 
ana School  of  Medicine. 

ARCHIBALD  D.  CAMPBELL,  M.D.,  Montreal, 
Canada  (Obstetrics,  Gynecology).  Gynecologist 
and  Obstetrician-in-Chief,  Montreal  General  Hos- 
pital. Consultant  Gynecologist,  Champlain  Val- 
ley Hospital,  Plattsburg,  New  York.  Co-Author 
of  Handbook  “Vaginal  Hysterectomy,”  1942. 

BURRILL  B.  CROHN,  M.D.,  New  York  City  (In- 
ternal Medicine;  Gastro-Enterlogy).  Associate 
in  Medicine,  Columbia  University  College  of 
Physicians  and  Surgeons.  Arbitrator,  Workmen’s 
Compensation  Board.  Author:  “Affections  of 

the  Stomach,”  W.  B.  Saunders,  1927;  “Understand 
Your  Ulcer,”  Sherwood  Press,  1943.  Associate 
Editor:  “Gastro-Enterology.” 

CHARLES  A.  DOAN,  M.D.,  Columbus,  Ohio  (In- 
ternal Medicine;  Research).  Dean,  Ohio  State 
University  College  of  Medicine. 

LESTER  R.  DRAGSTEDT,  M.D.,  Chicago,  Illinois 
(Surgery;  Physiology).  Professor  of  Surgery, 
University  of  Chicago  School  of  Medicine.  Dis- 
coverer of  the  pancreas  hormone,  lipocaic. 

ROBERT  H.  FELIX,  M.D.,  Washington,  D.  C.  (Psy- 
chiatry). Chief,  Division  of  Mental  Hygiene, 
U.  S.  Public  Health  Service. 

ALAN  R.  MORITZ,  M.D.,  Boston,  Massachusetts 
(Pathology).  Professor  of  Legal  Medicine,  Har- 
vard Medical  School.  Pathologist,  Department  of 
Public  Safety,  Commonwealth  of  Massachusetts. 
Author:  The  Pathology  of  Trauma  (book),  1942. 
Graduate  of  University  of  Nebraska,  B.Sc.  1920, 
M.A.  1921,  M.D.  1923. 

JOHN  A.  TOOMEY,  M.D.,  Cleveland,  Ohio  (Pedi- 
atrics; Contagious  Diseases).  Professor  of  Clin- 
ical Pediatrics  and  Contagious  Diseases,  Western 
Reserve  University.  LL.B.  1913,  Cleveland  Law 
School.  Member  Cuyahoga  County  Bar  Associa- 
tion. 

HENRY  P.  WAGENER,  M.D.,  Rochester  Minnesota. 
Associate  Professor  of  Ophthalmology,  Mayo 
Foundation,  University  of  Minnesota  Graduate 
School.  Associate  Opthalmologist  ,Mayo  Clinic. 
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SYMPOSIA 
Tuesday,  October  23rd 

Fractures. 

Penicillin. 

Technic  for  Lessening  the  Morbidity  and  Mortality 
in  Obstetrics. 

Thursday,  October  25th 
The  Arthritides. 

Bleeding  from  the  Alimentary  Tract. 

Head  Injuries. 

Friday,  October  26th 

Panel  discussion  on  Military  Medicine. 

MEMBERS  WHO  WILL  PARTICIPATE  IN  THE 
LOCAL  LECTURE  AND  SYPMOSIUM  PROGRAM 

Alfred  C.  Andersen,  M.  William  Barry,  A.  E. 
Bennett,  J.  Dewey  Bisgard,  R.  W.  Bliss,  0.  J.  Cam- 
eron, A.  David  Cloyd,  E.  A.  Connolly. 

J.  E.  Courtney,  Edwin  Davis,  J.  Calvin  Davis, 
John  W.  Duncan,  Harold  E.  Eggers,  David  Find- 
ley, Herbert  F.  Gerald,  Maurice  E.  Grier. 

William  R.  Hamsa,  William  P.  Haney,  Howard  B. 
Hunt,  Herman  M.  Jahr,  Herman  F.  Johnson,  J.  Jay 
Keegan,  James  F.  Kelly. 

E.  J.  Kirk,  John  R.  Kleyla,  Z.  N.  Korth,  Herman 
E.  Kully,  Ralph  Luikart,  E.  L.  MacQuiddy,  E.  T. 
Manning,  James  W.  Martin,  J.  D.  McCarthy. 

Charles  F.  Moon,  Louis  E.  Moon,  W.  Howard 
Morrison,  Wilbur  A.  Muehlig,  J.  Harry  Murphy, 
Frederick  W.  Niehaus,  Charles  A.  Owens,  George 
E Robertson. 

A.  S.  Rubnitz,  Adolph  Sachs,  Robert  D.  Schrock, 
Charles  J.  Shramek,  F.  L.  Simonds,  A.  A.  Steinberg, 
William  L.  Sucha,  John  M.  Thomas,  Warren  Thomp- 
son, C.  H.  Waters,  G.  Alexander  Young. 

In  addition  there  will  be  round  table  discussions, 
motion  pictures,  scientific  and  technical  exhibits. 

OFFICERS 
J.  Jay  Keegan,  M.D.,  President 
J.  D.  McCarthy,  M.D.,  President-Elect 
Louis  E.  Moon,  M.D.,  Treasurer 
Roy  W.  Fouts,  M.D.,  Secretary-Director  of  Clinics 
John  M.  Thomas,  M.D.,  Assistant  Secretary-Director 
of  Clinics 

Executive  Committee 

Alfred  J.  Brown,  M.D.;  Roy  W.  Fouts,  M.D.; 
J.  Jay  Keegan,  M.D.;  James  F.  Kelly,  M.D.;  J.  D. 
McCarthy,  M.D.;  Louis  E.  Moon,  M.D. ; J.  Harry 
Murphy,  M.D.;  John  M.  Thomas,  M.D.;  Warren 
Thompson,  M.D. 

Sectional  Chairmen 

John  A.  Borghoff,  M.D.;  Harold  E.  Eggers,  M.D.; 
John  J.  Grier,  M.D.;  William  N.  Hahn,  M.D.;  Wil- 
liam R.  Hamsa,  M.D.;  Charles  McMartin,  M.D.; 
Gerald  C.  O’Neil,  M.D.;  D.  T.  Quigley,  M.D.;  Fred- 
erick C.  Hill,  M.D.;  F.  L.  Simonds,  M.D.;  E.  M. 
Walsh,  M.D.;  E.  E.  Simmons,  M.D.;  G.  Alexander, 
Young,  M.D. 

PRELIMINARY  PROGRAM 

MONDAY  MORNING.  OCTOBER  22nd 
8:30  to  11:00  a.  m. — Registration. 

10:00  a.  m. — Motion  Picture  (To  be  announced). 
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11:15  a.  m. — “Treatment  of  Chronic  Osteomyelitis,” 
Guy  A.  Caldwell,  New  Orleans,  Louisiana,  Pro- 
fessor of  Orthopedic  Surgery,  Tulane  Univer- 
sity of  Louisiana  School  of  Medicine  and  Direc- 
tor, Section  of  Bone  and  Joint  Surgery,  Ochs- 
ner  Clinic. 

12:00  Noon — “The  Purpuric  States,”  Charles  A. 
Doan,  Columbus,  Ohio,  Dean,  Ohio  State  Uni- 
versity College  of  Medicine. 

1:00  p.  m. — Luncheon.  Round  Table  Discussion — 
“Anemias  Which  Do  Not  Respond  to  Orthodox 
Therapy.”  Leader,  Charles  A.  Doan. 

MONDAY  AFTERNOON 

2:30  p.  m. — Clinic — “Urinary  Obstructive  Lesions,” 
Elmer  Belt,  Los  Angeles,  California,  Director, 
Belt  Urologic  Group. 

Clinic 

3:30  p.  m. — “Differential  Diagnosis  and  Therapeutic 
Rationale  in  Anemic  States,”  Charles  A.  Doan. 
4:30  p.  m. — “Clinic — Deforming  Contractures,”  Guy 
A.  Caldwell. 

6:15  p.  m. — Dinner.  Round  Table  Discussion — “In- 
dications for  the  Use  of  Bacteriostatic  Agents 
in  Bone  and  Joint  Lesions.”  Leader,  Guy  A. 
Caldwell. 

MONDAY  EVENING 

8:15  p.  m. — “The  Splenic  Dyscrasias:  Differential 
Diagnosis  and  Treatment,”  Charles  A.  Doan. 
8:45  p.  m. — “Indications  for  Open  Reduction  of  Frac- 
tures,” Guy  A.  Caldwell. 

9:15  p.  m. — “Obstructive  Uropathy  in  Childhood,” 
Elmer  Belt. 

TUESDAY  MORNING,  OCTOBER  23rd 
8:15  a.  m. — Motion  Picture  (To  be  announced). 

9:00  a.  m. — “Newer  Developments  in  the  Surgical 
treatment  of  Gastro-Duodenal  Ulcer,”  Lester 
R.  Dragstedt,  Chicago,  Illinois,  Professor  of 
Surgery,  University  of  Chicago  School  of  Medi- 
cine. 

9:40  a,  m. — “Prostatic  Obstruction  from  Infancy  to 
Great  Age,”  Elmer  Belt. 

10:20  a.  m. — “Loss  of  Vision  in  Patients  with  Hyper- 
tensive Disease  and  with  Diabetes,”  Henry  P. 
Wagener,  .Rochester,  Minnesota,  Associate  Pro- 
fessor of  Opthalmology,  Mayo  Foundation,  Uni- 
versity of  Minnesota  Graduate  School. 

11:15  a.  m.  to  12:55  p.m. — Three  Symposia.  Will 
be  held  in  Lecture  Rooms,  A.  C.  D. 

“Fractures” 

1.  “Fractures  of  Tibia  and  Fibula  at  the  Ankle,” 
James  W.  Martin. 

2.  “Fractures  of  Femur  and  Tibia  at  the  Knee,” 
Herman  F.  Johnson. 

3.  “Fractures  of  Radius  and  Ulna  at  the  Wrist,” 
Robert  D.  Schrock. 

4.  “Fractures  at  the  Elbow  Joint,”  William  R. 
Hamsa. 

5.  “Management  of  Compound  Fractures,”  Wil- 
liam L.  Sucha. 

“Penicillin” 

1.  “Pharmacology  and  Methods  of  Administra- 
tion,” Alfred  C.  Andersen. 
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2.  “Penicillin  in  Non-Surgical  Genito-Urinary 
Diseases,”  Charles  A.  Owens. 

3.  “Penicillin  in  Ear,  Nose  and  Throat,”  Her- 
man E.  Kully. 

4.  “Penicillin  in  Surgical  Conditions,”  Charles 
J.  Shramek. 

5.  “Penicillin  in  Medicine,”  Rodney  W.  Bliss. 

“Technic  for  Lessening  the  Morbidity  and 
Mortality  in  Obstetrics” 

1.  “Medical  Complications  of  Pregnancy,”  Fred- 
erick W.  Niehaus. 

2.  “Prenatal  Care,”  David  Findley. 

3.  Management  of  Labor,”  Maurice  E.  Grier. 

4.  “Care  of  the  Newborn,”  John  M.  Thomas. 

5.  Postpartum  Care,”  Ralph  Luikart. 

1:00  p.  m. — Luncheon.  Round  Table  Discussion — 
“The  Use  of  Penicillin  in  Genito-Urinary  Sur- 
gery.” Leader,  Elmer  Belt. 

TUESDAY  AFTERNOON 

2:30  p.  m. — Clinic — “The  Ophthalmoscopic  Classifi- 
cation of  Hypertensive  Disease  Including  Tox- 
emia of  Pregnancy,”  Henry  P.  Wagener. 

3:30  p.  m. — Clinic — “Sterility,”  Archibald  D.  Camp- 
bell, Montreal,  Canada,  Gynecologist  and  Ob- 
stetrician-in-Chief,  Montreal  General  Hospital. 
4:30  p.  m. — Clinic — “Duodenal,  Gastric  and  Gastro- 
Jejunal  Ulcers,”  Lester  R.  Dragstedt. 

6:15  p.  m. — Dinner.  Round  Table  Discussion — “Sur- 
gery of  the  Gallbladder.”  Leader,  Lester  R. 
Dragstedt. 

TUESDAY  EVENING 

8:15  p.  m.— ' “Prenatal  Care  and  the  Interpretation  of 
Certain  Symptoms  Suggestive  of  Toxemia  of 
Pregnancy,”  Archibald  D.  Campbell. 

8:45  p.  m. — “Surgery  of  the  Pancreas,”  Lester  R. 
Dragstedt. 

9:15  p.  m. — “Anomalies  and  Lesions  of  the  Optic 
Nerve”  (Photographic  Demonstration),  Henry 
P.  Wagener. 

WEDNESDAY  MORNING,  OCTOBER  24th 
8:15  a.  m. — Motion  Picture  (To  be  announced). 

9:00  a.  m. — “Respiratory  Emergencies  in  the  Infant 
and  Child,”  John  A.  Toomey,  Cleveland,  Ohio, 
Professor  of  Clinical  Pediatrics  and  Contagious 
Diseases,  Western  Reserve  University. 

9:40  a.  m. — “Peptic  Ulcer — A Modern  Concept  of 
a Psychosomatic  Disease,”  Burrill  B.  Crohn, 
New  York,  New  York,  Associate  in  Medicine, 
Columbia  University  College  of  Physicians  and 
Surgeons. 

10:20  a.  m. — “Indications  for  Plastic  Surgery  of  the 
Pelvic  Structures,”  Vaginal  Hysterectomy  in 
the  Treatment  of  Procidentia  (Motion  Picture 
in  Color),  Archibald  D.  Campbell. 

11:15  a.  m.  to  12:55  p.  m. — Lecture  Course.  Will  be 
held  in  Lecture  Rooms  A,  B,  C,  D. 

11:15  a.  m. — “Some  Observations  on  Deafness  and 
Its  Treatment,”  William  P.  Haney. 

“Southwest  Pacific  Dermatoses,”  Z.  N.  Korth. 
“Trauma  As  a Cause  of  Cancer,”  Harold  E.  Eg- 
gers. 


“Treatment  of  Bulbar  Poliomyelitis,”  J.  Harry 
Murphy. 

11:40  a.  m. — “Vincent’s  Anginal  Infections  of  the 
Throat,”  J.  Calvin  Davis. 

“The  Good  and  Bad  Effects  of  Sulfonamide  Ther- 
apy in  Dermatology,”  O.  J.  Cameron. 

“Opaque  Media  in  X-ray  Diagnosis,”  F.  L.  Sim- 
onds. 

“Experiences  with  the  ‘Grid,’  ” George  E.  Robert- 
son. 

12:05  p.  m, — “Frontal  Lobotomy,”  Wilbur  A. 
Muehlig. 

“The  Cross-Eyed  Child,”  W.  Howard  Morrison. 

“X-Ray  in  the  Prevention  and  Treatment  of  In- 
fections,” James  F.  Kelly. 

“Emergencies  in  the  Newborn,”  Herman  M.  Jahr. 

12:30  p.  m. — “Diagnostic  Considerations  in  Neu- 
rology and  Psychiatry,”  G.  Alexander  Young. 

“Ophthalmoscopy  As  a Diagnostic  and  Prognos- 
tic Aid,”  A.  A.  Steinberg. 

“The  Treatment  of  Post  Irradiation  Complica- 
tions,” Howard  B.  Hunt  and  Donald  Breit  (By 
Invitation). 

“Perineal  Prostatectomy  Under  Continuous  Cau- 
dal Anesthesia,”  Edwin  Davis. 

1 :00  p.  m. — Luncheon.  Round  Table  Discussion — 
“Endocrine  Therapy  in  Menstrual  Disorders.” 
Leader,  Archibald  D.  Campbell. 

WEDNESDAY  AFTERNOON 

2:30  p.  m. — “Diseases  of  the  Colon,”  Burrill  B. 
Crohn. 

3:30  p.  m. — Clinic — “Adjustment  Problems  in  Re- 
turning Veterans,”  Robert  H.  Felix,  Washing- 
ton, D.  C.,  Chief,  Division  of  Mental  Hygiene, 
U.  S.  Public  Health  Service. 

4:30  p.  m. — Clinic — “Children  with  Neurologic  Or- 
ganic Lesions,”  John  A.  Toomey. 

6:15  p.  m. — Dinner.  Round  Table  Discussion  — 

“Treatment  of  Contagious  Diseases.”  Leader, 
John  A.  Toomey. 

WEDNESDAY  EVENING 

8:15  p.  m. — “Mental  Public  Health:  A Blueprint,” 
Robert  H.  Felix. 

8:45  p.  m. — “Differential  Diagnosis  of  Meningeal 
Irritations,”  John  A.  Toomey. 

9:15  p.  m. — “Inflammatory  Diseases  of  the  Small 
Intestine,”  Burrill  B.  Crohn. 

THURSDAY  MORNING,  OCTOBER  25th 

8:15  a.  m. — Motion  Picture  (To  be  announced). 

9:00  a.  m. — “Death  by  Violence  or  Under  Suspicious 
Circumstances;  The  Medico-Legal  Responsibili- 
ties of  the  Attending  Physician,”  Alan  R.  Mor- 
itz, Boston,  Massachusetts,  Professor  of  Legal 
Medicine,  Harvard  Medical  School  and  Pathol- 
ogist, Department  of  Public  Safety,  Common- 
wealth of  Massachusetts. 

9:40  a.  m. — “Ruptured  Intervertebral  Disk- — An  Or- 
thopedic or  Neurologic  Problem?”  Sylvester  N. 
Berens,  Seattle,  Washington,  Clinical  Lecturer 
and  Consultant,  University  of  Washington. 
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10:20  a.  m. — “Maladjustment  in  the  Returning  Vet- 
eran: Comments  on  Etiology  and  Symptoma- 
tology,” Robert  H.  Felix. 

11:15  a.  m.  to  12:55  p.  m. — Three  Symposia.  Will  be 
held  in  Lecture  Rooms  A,  C,  D. 

“The  Arthritides” 

1.  “Diseases  Simulating  Arthritis,”  A.  David 
Cloyd. 

2.  “Atrophic  Arthritis,”  J.  D.  McCarthy. 

3.  “Hypertrophic  Arthritis,”  Adolph  Sachs. 

4.  “Metabolic  Arthritis,”  E.  L.  MacQuiddy. 

5.  “Post  Infectious  Arthritis,”  J.  Dewey  Bis- 
gard. 

“Bleeding  from  the  Alimentary  Tract” 

1.  “Systemic  Causes  of  Bleeding,”  A.  S.  Rub- 
nitz. 

2.  “Esophageal  and  Gastric  Bleeding,”  Warren 
Thompson  and  J.  E.  Courtney. 

3.  “Intestinal  Bleeding,”  M.  William  Barry  and 
Louis  E.  Moon. 

“Head  Injuries” 

1.  “Diagnosis  and  Management  for  First  Forty- 
eight  Hours,”  Earl  A.  Connolly. 

2.  Indication  and  Selection  of  Cases  for  Surgical 
Care,”  John  W.  Duncan. 

3.  “Follow-Up  Care  After  Forty-eight  Hours,” 
E.  J.  Kirk. 

4.  “Surgical  Aspect  of  Postcerebral  Trauma,” 
J.  Jay  Keegan. 

5.  “Psychiatric  Aspect  of  Head  Injuries,”  A. 
E.  Bennett. 

1:00  p.m. — Luncheon.  Round  Table  Discussion  — 
“Psychosomatic  Approach  to  Residual  Symp- 
toms Following  Trauma.”  Leaders,  S.  N.  Ber- 
ens  and  Robert  H.  Felix. 

THURSDAY  AFTERNOON 

2:30  p.m. — Clinic — “Encephalography  and  Spinog- 
raphy,”  Sylvester  N.  Berens. 

3:30  p.m. — An  Analysis  of  Prepaid  Medical  and 
Surgical  Insurance  Plans,  with  Special  Refer- 
ence to  Rural  Areas,”  Mr.  J.  Ketchum,  Detroit, 
Michigan,  Executive  Vice  President,  Michigan 
Medical  Service. 

4:30  p.m. — “The  Doctor  and  the  Law,”  Alan  R. 
Moritz. 

6:15  p.m. — Dinner.  Round  Table  Discussion  — 

“Thermal  (Heat  and  Cold)  Injuries  of  the  Res- 
piratory Tract  and  Their  Complications.”  Lead- 
er, Alan  R.  Moritz. 

THURSDAY  EVENING 
Omaha-Douglas  County  Medical  Society  Night 
8:15  p.  m. — Title  to  be  announced,  Edward  J.  Mc- 
Cormick, Toledo,  Ohio,  Chairman,  Council  on 
Medical  Service  and  Public  Relations,  A.M.A. 
8:45  p.m. — “Unexpected  Death,”  Alan  R.  Moritz. 
9:15  p.m. — “Epilepsy  — Management  of  the  Indi- 
vidual Patient,”  Sylvester  N.  Berens. 

FRIDAY  MORNING,  OCTOBER  26th 

8:15  a.  m. — Motion  Picture  (To  be  announced). 

9:00  a.  m.  to  1:00  p.m. — Panel  Discussion  on  Mili- 
tary Medicine. 


“Lichenoid  Dermatitis,”  Lt.  Col.  Donald  Wilson, 
MC,  Schick  General  Hospital,  Clinton,  Iowa. 

“Prolapsed  Intervertebral  Disk  in  the  Cervical 
Region,”  Lt.  Col.  Francis  Murphey,  MC,  O’Reilly 
General  Hospital,  Springfield,  Missouri. 

“Thermal  Injury  Occurring  Under  Conditions  of 
Combat,”  Major  Thomas  Dry,  U.  S.  Army  Gen- 
eral Hospital,  Camp  Carson,  Colorado. 

“Trench  Foot — Surgical  Consideration,”  Captain 
Robert  R.  Bates,  MC,  U.  S.  Army  General  Hos- 
pital, Camp  Carson,  Colorado. 

“Surgical  Management  of  the  Unexpanded  Lung,” 
Col.  John  B.  Grow,  MC,  Fitzsimons  General  Hos- 
pital, Denver,  Colo. 

“Functional  Recovery  from  War  Wounds  of  the 
Extremities,”  Major  Joseph  E.  Milgram,  MC, 
Shick  General  Hospital,  Clinton,  Iowa. 

Open  Discussion. 


NEWS  and  VIEWS 


Seventy-four  candidates  passed  the  exam- 
inations for  medical  licensure  according  to  a 
report  from  the  licensing  bureau  of  the  Ne- 
braska State  Department  of  Health. 

The  personal  physician  to  President  Har- 
ry Truman  is  Lt.  Col.  Wallace  Graham  of 
Kansas  City,  a graduate  of  Creighton  Uni- 
versity Medical  School  in  the  class  of  1936. 

According  to  Dr.  Victor  Johnson,  the  sec- 
retary of  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  As- 
sociation, even  after  demobilization  civilian 
America  probably  will  need  about  15,000 
more,  doctors  than  before  the  war. 

In  addition,  he  estimates  that  the  Veter- 
ans Administration  will  need  15,000  physi- 
cians, the  navy  about  5,000  and  the  army 
about  10,000. 


HOSPITAL  NEWS 


ALBION : At  a recent  meeting  between 
the  Albion  Development  Committee,  the  Al- 
bion Commercial  Club,  and  representatives 
from  the  county,  the  Boone  County  Citizens 
Hospital  Committee  was  organized.  The 
purpose  of  the  new  committee  is  to  study 
plans  and  put  into  effect  a move  for  the 
founding  and  maintaining  a county  hos- 
pital. Dr.  J.  W.  B.  Smith  of  Albion  partici- 
pated in  the  discussion. 
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BRIDGEPORT:  Total  contributions  to- 
ward the  Memorial  Hospital  fund  as  of  Aug- 
ust 23  was  $8,905. 

BROKEN  BOW:  The  Legion  Auxiliary  has 
provided  four  hospital  beds  and  two  wheel 
chairs  for  loan  to  people  of  Custer  county. 
This  equipment  was  obtained  through  the 
Colliers’  Company. 


CENTRAL  CITY : According  to  a re- 

cent issue  of  Central  City’s  Nonpareil : 

I lord  Memorial  hospital,  newly  opened  in 
Central  City,  will  provide  services  not  only 
for  the  residents  of  the  city  itself  but  also 
for  persons  from  the  entire  trade  territory, 
including  all  of  Merrick  county,  northern 
Hamilton  county  and  western  Polk  county. 

That  was  promised  by  Ileber  Hord,  chair- 
man of  the  city  hospital  board  and  donor  of 
the  magnificent  T.  B.  Hord  mansion  which 
now  houses  the  institution. 


CRETE : If  press  reports  are  an  index  to 
public  opinion,  by  the  time  these  lines  are 
read  the  citizens  of  Crete  will  have  voted 
for  the  bond  issue  of  $65,000  for  a 24-bed 
municipal  hospital.  According  to  the  local 
Junior  Chamber  of  Commerce,  the  sponsor 
of  the  project,  every  organization  has  en- 
dorsed the  plan,  and  the  issue  generally  is 
unopposed. 

CRAWFORD:  A rodeo  marked  Hospital 
Rally  Day,  September  3,  to  stimulate  inter- 
est in  the  plan  for  the  Community  Hospital. 


GRANT:  The  Perkins  County  Hospital 
Association  reports  favorable  progress  in  its 
eforts  to  raise  funds  for  the  proposed  hos- 
pital. At  the  time  of  this  writing  the  archi- 
tects are  perfecting  the  building  plans  and 
the  Board  is  drawing  up  the  by-laws  of  the 
Association. 

HOLDREGE:  The  Brewster  Hospital  has 
become  affiliated  with  the  Nebraska  Blue 
Cross  Plan. 

LINCOLN:  If  congress  appropriates  the 
necessary  funds,  the  Veterans  administra- 
tion hospital  facility  east  of  Lincoln  will  be 


increased  by  100  beds  by  July  1,  1946, 
through  the  construction  of  an  addition. 


OAKLAND:  The  Oakland  Memorial  Hos- 
pital fund  as  reported  on  August  16  was  over 
$58,000. 

OMAHA:  The  Children’s  Memorial  Hospi- 
tal will  soon  be  under  construction.  Build- 
ing details  are  practically  completed  and  with 
immediate  prospects  for  release  of  building 
materials  the  Board  of  Trustees  is  hopeful 
that  ground  may  be  broken  in  the  near  fu- 
ture. The  capacity  according  to  the  plan  is 
to  be  80  beds. 

On  August  20  ten  doctors  and  two  laymen 
filed  articles  of  incorporation  with  the  secre- 
tary of  state  for  the  Provident  Hospital 
of  Omaha,  a charitable  organization. 


OSMOND : The  Community  Club  of  Os- 
mond sponsored  a hospital  benefit  festival 
in  August. 

WEST  POINT : To  aid  in  the  campaign 
for  funds  toward  the  West  Point  Memorial 
Hospital  the  committee  sponsored  a base  ball 
game  on  August  5,  between  the  “Wings”  of 
the  Lincoln  Army  Air  Base  and  the  “Marau- 
ders” of  the  Sioux  Falls,  S.  D.  Air  Base. 


Nebraska  Surgical  Plan 

Nebraska  Surgical  Plan,  at  a special  meet- 
ing held  August  15,  1945,  enlarged  its  Board 
of  Directors  from  9 to  12  members.  The 
new  directors  elected  are:  Mr.  Walker  Beat- 
ty of  Lincoln,  Nebraska;  Dr.  Floyd  Rogers 
of  Lincoln,  Nebraska,  and  Dr.  George  Pinney 
of  Hastings,  Nebraska. 

An  executive  board  was  elected  by  the 
Board  of  Directors  consisting  of  Dr.  Arthur 
J.  Offerman,  Chairman;  Edward  K.  McDer- 
mott, Secretary,  and  Dr.  J.  Jay  Keegan,  Dr. 
Herman  Johnson,  and  Dr.  Edmond  Walsh, 
all  of  Omaha. 

Nebraska  Surgical  Plan  is  approved  by  the 
Nebraska  State  Medical  Association  to  pro- 
vide prepayment  sickness  insurance  benefits 
for  the  people  of  Nebraska. 
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BILLS  IN  CONGRESS 

Courtesy  of  the  Council  on  Medical  Service  and 
Public  Relations  of  the  American  Medical  Association 

Herewith  we  are  sending  you  a list  of  the  bills 
which  have  been  introduced  in  the  Senate  and  in  the 
House  of  Representatives  since  the  last  reports  we 
sent  you. 

The  Senate  confirmed  the  reappointment  of  Mr. 
Arthur  J.  Altmeyer  of  Wisconsin  to  the  Social  Se- 
curity Board  on  July  18th,  for  a term  expiring  on 
August  13,  1951. 

S.  1187  by  Mr.  White  of  Maine,  June  25  (for  Mr. 
Shipstead  of  Minnesota).  A Bill  authorizing  the  ap- 
pointment of  an  advisory  committee  of  outstanding 
members  of  the  medical  and  related  professions  to 
advise  the  President  with  respect  to  the  formulation 
of  programs  to  provide  medical  care  and  hospitaliza- 
tion for  veterans.  Referred  to  the  Committee  on  Fi- 
nance. 

Comment:  Committee  is  to  be  appointed 
by  the  President.  Tenure  of  office  is  not 
stated. 

S.  1192  by  Mr.  Fulbright  of  Arkansas,  June  26.  A 
Bill  to  authorize  the  completion,  by  the  use  of  Lan- 
ham  Act  funds,  of  hospital  projects  initiated  by  the 
Works  Progress  Administration  and  the  Work  Proj- 
ects Administration.  Referred  to  the  Committee  on 
Education  and  Labor. 

Comment:  To  provide  funds  for  comple- 
tion of  one  or  two  hospitals. 

S.  1203  by  Mr.  Johnson  of  Colorado,  June  28.  A 
Bill  to  liberalize  and  clarify  the  laws  pertaining  to 
hospital  treatment,  medical  care,  domiciliary  care 
and  related  services,  and  for  other  purposes.  Re- 
ferred to  the  Committee  on  Finance. 

Comment:  Identical  with  H.R.  3522.  An- 
other attempt  to  rewrite  the  veterans’  law. 

S.  1227  by  Mr.  Magnuson  of  Washington,  July  6. 
A Bill  to  be  known  as  the  “General  Welfare  Act”  or 
“‘General  Welfare  Act  Amendments  to  the  Social 
Security  Act”,  to  amend  the  Social  Security  Act  so 
as  to  extend  coverage  thereunder  to  all  groups  and 
all  classes,  to  amend  the  Internal  Revenue  Code  so 
as  to  provide  the  revenue  for  an  all-inclusive  system 
of  matured  annuities  for  America’s  senior  citizens, 
and  for  other  purposes.  Referred  to  the  Committee 
on  Finance. 

S.  1285  by  Mr.  Magnuson  of  Washington,  July  19. 
A Bill  to  promote  the  progress  of  science  and  the 
useful  arts;  to  secure  the  national  defense;  to  ad- 
vance the  national  health,  prosperity,  and  welfare; 
and  for  other  purposes.  Referred  to  the  Committee 
on  Commerce. 

Comment:  Identical  with  H.R.  3852  and 
H.R.  3860.  Another  attempt  to  promote 
scientific  research. 

S.  1297  by  Mr.  Kilgore  of  West  Virginia,  July  23 
(for  himself,  Mr.  Johnson  of  Colorado  and  Mr.  Pep- 
per of  Florida).  A Bill  to  promote  the  progress  of 
science  and  the  useful  arts,  to  secure  the  national 
defense,  to  advance  the  national  health  and  welfare. 


and  for  other  purposes.  Referred  to  the  Committee 
on  Military  Affairs. 

S.  J.  Res.  87  by  Mr.  McClellan  of  Arkansas,  July 
23.  A Joint  Resolution  requesting  the  President  to 
issue  a proclamation  designating  the  31st  day  of 
October  of  each  year  as  National  Arthritis  Day.  Re- 
ferred to  the  Committee  on  the  Judiciary. 

H.  R.  3522  by  Mr.  Rankin  of  Mississippi,  June  20. 
A Bill  to  liberalize  and  clarify  the  laws  pertaining  to 
hospital  treatment,  medical  care,  domiciliary  care 
and  related  services,  and  for  other  purposes.  Re- 
ferred to  the  Committee  on  World  War  Veterans’ 
Legislation. 

Comment:  Identical  with  S.  1203. 

H.R.  3561  by  Mr.  Priest  of  Tennessee,  June  23.  A 
Bill  to  amend  the  Public  Health  Service  Act  to 
authorize  grants  to  the  States  for  surveying  their 
hospitals  and  public  health  centers  and  for  planning 
construction  of  additional  facilities,  and  to  authorize 
grants  to  assist  in  such  construction.  Referred  to 
the  Committee  on  Interstate  and  Foreign  Commerce. 

Comment:  Identical  with  H.R.  3845,  H.R. 
2498  and  S.  191.  Introduced  hoping  to  stim- 
ulate action. 

H.R.  3594  by  Mr.  Rogers  of  Florida,  June  26.  A 
Bill  relating  to  emergency  hospitalization  of  vet- 
erans. Referred  to  the  Committee  on  World  War 
Veterans’  Legislation. 

Comment:  Veterans’  facilities  may  not  al- 
ways be  within  easy  reach  and  this  would 
authorize  use  of  a civilian  hospital. 

Herewith  we  are  submitting-  a statement 
of  the  present  status  of  all  the  bills  we  have 
reported  in  our  former  Bulletins  which  have 
been  acted  upon  by  their  reference  commit- 
tees. 

S.  714.  Reported  in  Bulletin  No.  12  and  in  Bul- 
letin No.  16 — A Bill  relating  to  employees’  compen- 
sation.- Was  approved  and  signed  by  the  President 
on  July  28th,  and  is  now  Public  Law  161. 

S.  825.  Reported  in  Bulletin  No.  13.  A Bill  to 
establish  a Research  Board  for  National  Security. 
Was  favorably  reported  to  the  Senate  on  July  28th 
by  Mr.  Byrd  from  the  Committee  on  Naval  Affairs. 
(Report  No.  551). 

S.  962.  Reported  in  Bulletin  No.  14.  A Bill  re- 
lating to  the  establishment  of,  maintenance,  opera- 
tion and  expansion  of  school-lunch  programs.  Was 
favorably  reported  to  the  Senate  on  July  28th  with 
recommendation  that  it  pass  by  Mr.  Ellender  from 
the  Committee  on  Agriculture  and  Forestry.  (Re- 
port No.  153). 

S.  1160.  Reported  in  Bulletin  No.  16.  A Bill  to 
provide  for,  foster,  and  aid  in  coordinating  research 
relating  to  neuropsychiatric  disorders.  Was  dis- 
charged from  the  Committee  on  Commerce  for  fur- 
ther consideration  on  August  1st  and  will  be  re- 
ferred to  the  Committee  on  Education  and  Labor. 

H.R.  525.  Reported  in  Bulletin  No.  15.  A Bill 
providing  for  cooperation  with  State  agencies  ad- 
ministering labor  laws  in  establishing  and  maintain- 
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ing  safe  and  proper  working  conditions  in  industry 
and  in  the  preparation,  promulgation,  and  enforce- 
ment of  regulations  to  control  industrial  health 
hazards.  Was  reported  from  the  Committee  on  La- 
bor and  Education  on  May  29th  (Report  No.  628) 
and  placed  on  Union  Calendar  No.  170  on  June  18th. 

H.  R.  2348.  Reported  in  Bulletin  No.  11.  A Bill 
providing  for  the  Coverage  of  Certain  Drugs  Under 
the  Federal  Narcotic  Laws.  Was  passed  by  the 
House  on  March  9th  and  by  the  Senate  on  July  21st 
with  amendment.  Now  pending  before  the  House. 

H.R.  2477.  Reported  in  Bulletin  No.  15  and  in 
Bulletin  No.  16.  A Bill  giving  recognition  to  the 
noncombatant  services  under  enemy  fire  performed 
by  officers  and  enlisted  men  of  the  Medical  Corps  of 
the  Army.  Was  signed  by  the  President  on  July  6th 
and  is  now  Public  Law  137. 

H.R.  2716.  Reported  in  Bulletin  No.  13.  A Bill 
providing  for  health  programs  for  Government  em- 
ployees. Was  reported  from  the  Committee  on  Civil 
Service  on  May  4th  (Report  No.  516)  and  placed  on 
Union  Calendar  No.  138  on  May  21st.  (Passed  over 
without  prejudice  on  June  4,  1945,  June  19,  1945  and 
July  3,  1945.) 

H.R.  3199.  Reported  in  Bulletin  No.  14.  A Bill 
making  appropriations  for  the  Department  of  Labor, 
the  Federal  Security  Agency,  and  related  independ- 
ent agencies,  for  the  fiscal  year  ending  June  30, 
1946.  Was  approved  on  July  3rd  and  is  now  Public 
Law  124. 

H.R.  3266.  Reported  in  Bulletin  No.  14.  A Bill 
providing  for  the  amendment  of  the  Federal  Food, 
Drug,  and  Cosmetic  Act  of  June  25,  1938,  as  amend- 
ed. Was  signed  by  the  President  on  July  6th  and  is 
now  Public  Law  139. 

H.R.  3440.  Reported  in  Bulletin  No.  16.  A Bill 
authorizing  appropriations  for  a permanent  pro- 
gram of  scientific  research  in  the  interest  of  na- 
tional security.  Passed  by  the  House  on  June  19th 
(Report  No.  727).  Referred  to  the  Committee  on 
Naval  Affairs  and  as  soon  as  the  Committee  on 
Naval  Affairs  has  finished  its  consideration  of  the 
bill  it  will  be  referred  to  the  Senate  Military  Affairs 
Committee. 

H.R.  3755.  Reported  in  Bulletin  No.  17.  A Bill 
to  establish  an  Optometry  Corps  in  the  Medical  De- 
partment of  the  United  States  Army.  Reported 
favorably  by  the  Military  Affairs  Committee  (Re- 
port No.  905)  and  placed  on  Union  Calendar  No.  272 
on  July  12th. 


NEWS  LETTER 

NEEDED— A BRIEFING 

It  is  unfortunate  that  travel  restrictions  involving 
the  movement  of  troops  and  the  transportation  of 
disabled  and  wounded  soldiers  have  made  it  im- 
possible to  hold  a meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association  at  this 
time  when  a great  need  exists  for  such  a meeting. 
So  many  things  are  to  be  talked  about:  the  four- 
teen point  Constructive  Program  for  Medical  Care; 
the  Wagner-Murray-Dingell  bills;  Senator  Pepper’s 
one  hundred  million  dollar  super  EMIC  measure; 
the  step-up  in  the  establishment  of  prepaid  medical 
insurance  programs;  a national  physical  fitness  pro- 
gram; veteran  rehabilitation;  the  release  of  medical 


officers  from  the  armed  services  and  the  many 
pending  recommendations  from  state  and  county 
medical  societies — make  such  a meeting  doubly  im- 
portant at  this  time. 

Problems  must  be  delineated,  objectives  desig- 
nated, plans  checked,  and  jobs  assigned  in  an  over- 
all general  briefing  before  the  126,000  members 
of  the  American  Medical  Association  in  civilian 
practice  and  in  the  service  of  Uncle  Sam  are  in  a 
position  to  determine  just  what  is  best  to  be  done. 
Now  that  V-J  Day  is  at  hand,  it  is  hoped  that  the 
following  medical  meetings  can  be  held  before 
the  close  of  the  year: 

Annual  meeting  of  the  House  of  Delegates. 

Annual  secretaries’  and  editors’  fall  conference. 

Proposed  Council-sponsored  Public  Relations  ses- 
sion. 

More  Council  regional  conferences  such  as  have 
proved  so  helpful  in  the  past. 

Until  these  national  and  sectional  conferences 
take  place,  action  must  rest  largely  with  each  in- 
dividual state  medical  organization.  As  most  state 
meetings  have  been  cancelled  recommendations  and 
plans  are  coming  from  committees,  councils,  and 
groups  having  merely  delegated  and  limited  pow- 
ers— this  at  a time  when  advice,  reactions  and 
help  of  each  individual  physician  is  needed  as  never 
before. 

SUPER-EMIC  PROGRAM 

What  will  be  the  result  if  S.  1318  introduced 
July  26  by  Senator  Pepper  and  nine  other  senators 
both  Democrat  and  Republican  becomes  a law  in  its 
present  form  ? 

Every  doctor  will  continue  to  support  to  the  ut- 
most the  principles  and  purposes  of  the  best  ob- 
stetric and  pediatric  care  possible  for  the  mothers 
and  children  of  America,  for  American  medicine 
already  has  done  more  than  any  other  group  to 
achieve  that  very  end. 

But  if  the  bill  means: 

1.  That  the  Federal  government  must  supply  ob- 
stetrical and  pediatric  care  irrespective  of  the  in- 
dividual’s ability  to  pay — 

2.  That  the  program  is  going  to  be  carried  out 
in  the  same  manner  as  has  often  characterized 
the  administration  of  the  EMIC  program  by  the 
Children’s  Bureau  under  the  Department  of  Labor — 

3.  That  the  medical  advisory  committee  is  to 
have  no  real  power  and  be  so  set  and  made  up 
that  the  true  views  of  the  average  individual  prac- 
ticing physician  are  not  given  adequate  expres- 
sion— 

4.  That  the  initiative  in  formulating  the  pro- 
gram will  be  taken  from  the  individual  states  and 
placed  in  Washington — 

5.  That  the  Children’s  Bureau  is  to  govern  by 
rule,  regulation  and  ukase  as  has  so  often  marked 
the  EMIC  program — 

Then  the  medical  profession  can  be  counted  upon 
to  oppose  this  bill  just  as  strenuously  and  as  vig- 
orously as  it  will  oppose  many  of  the  features  of 
the  Wagner-Murray-Dingell  bills  or  any  other  pro- 
posal to  regiment  and  socialize  medicine  and  the 
opposition  of  the  medical  profession  will  be  as  force- 
ful as  an  atomic  bomb. 
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SIDE-LIGHTS 

Consideration  of  Senator  Pepper’s  measure  when 
Congress  convenes  sometime  after  September  4 can- 
not be  detached  from  some  of  the  rumors  that  loom 
large  in  the  over-all  picture  as  to  what’s  going  to 
happen  to  the  Children’s  Bureau  which  will  ad- 
minister the  act  if  the  bill  becomes  a law  in  its 
present  form — Will  the  Children’s  Bureau  be  trans- 
ferred from  the  Department  of  Labor  and  put  under 
a new  Department  of  Health  and  Welfare  as  the 
new  Secretary  of  Labor  apparently  desires  ? That 
would  have  great  effect  upon  the  administration  of 
this  proposed  legislation.  For  information  on  bill 
see  editorial  in  A.M.A.  Journal,  August  4,  and  analy- 
sis of  bill  and  comment  in  August  11  and  future  is- 
sues of  Journal.  A copy  of  bulletin  from  J.  W.  Hol- 
loway, Jr.,  Director  of  the  Bureau  of  Legal  Medi- 
cine and  Legislation  is  enclosed.  The  following 
worthwhile  suggestion  is  made  in  this  bulletin: 
“Statistics  should  be  available  in  each  state  to  per- 
mit an  accurate  comparison  to  be  made  of  the  ma- 
ternal and  infant  mortality  rates  among  the  bene- 
ficiaries of  the  program  with  similar  rates  for  non- 
beneficiary groups.”  The  Council  of  the  Illinois 
State  Medical  Society  has  approved  the  Fourteen 
Point  Program  and  is  planning  how  best  to  under- 
take the  job.  The  Council  on  Public  Relations  of 
the  Indiana  State  Medical  Association  already  has 
held  a called  meeting  on  the  program  and  recom- 
mended that  each  county  medical  society  in  the 
state  devote  a special  session  in  order  to  apply 
the  general  principles  of  the  program  to  local 
needs.  Amplifying  statements  on  each  of  the  Four- 
teen Points  are  to  be  prepared  and  released  from 
time  to  time  by  the  A.M.A.  Council.  Often  one  hears 
that  much  material  advocating  the  socialization  of 
medicine  is  available  for  the  use  of  the  average 
man  while  very  little  is  obtainable  on  the  negative 
side  of  the  question.  For  years  the  Education  Com- 
mittee of  the  Illinois  State  Medical  Society  has  pre- 
pared and  distributed  packets  of  material  against 
socialized  medicine.  These  packets  have  proved 
most  useful  guides  to  speakers  addressing  lay  audi- 
ences and  for  high  school  debaters.  For  details  on 
the  work  of  this  committee  write  Miss  Jean  Mc- 
Arthur, Secretary,  Educational  Committee,  Illinois 
State  Medical  Society,  30  North  Michigan  Avenue, 
Chicago,  111.  An  able  presentation  of  the  posi- 
tion of  the  Rhode  Island  Medical  Society  against 
the  Wagner-Murray-Dingell  bills  was  made  in  the 
Providence  (R.  I.)  Journal  Bulletin  by  Dr.  John 
F.  Kenney,  president  of  the  medical  society  of  that 
state.  Dr.  Kenney  made  his  statement  in  answer  to 
the  endorsement  of  the  Wagner-Murray-Dingell 
bills  by  Governor  J.  Howard  McGrath  of  that  state 
at  the  governors’  Mackinac  Island  Conference.  A 
copy  of  Dr.  Kenney’s  statement  may  be  obtained 
from  the  Rhode  Island  Medical  Society.  General 
announcement  of  the  formation  of  a New  England 
Medical  Council  composed  of  representatives  from 
New  England  Medical  Societies  will  be  forthcoming. 
Report  of  the  actions  taken  at  the  Denver  Confer- 
ence held  June  28  and  29  may  be  obtained  from  the 
Colorado  or  California  Medical  Associations.  Ten 
presidents  and  other  officials  of  western  state 
medical  associations  attended  this  conference  which 
was  the  outgrowth  of  the  Conference  of  Seventeen 
State  Society  presidents  held  earlier  in  the  year 
at  Detroit.  Word  comes  that  the  $100,000  capital 


stock  issue  of  the  Ohio  Medical  Indemnity,  Incor- 
ported,  sponsored  by  the  Ohio  State  Medical  Asso- 
ciation, was  over-subscribed  on  August  1.  Watch  for 
the  first  preliminary  article  on  the  study  that  is 
being  made  by  the  Council  on  Medical  Service  and 
Public  Relations  on  medical  service  plans  operated 
or  sponsored  by  state  and  county  medical  societies 
to  appear  in  the  August  18  issue  of  the  A.M.A. 
Journal. 

The  Bulletin  of  the  Bureau  of  Legal  Medicine  and 
Legislation,  previously  referred  to,  was  sent  to  the 
president,  secretary  and  chairman  of  the  legislative 
committee  of  each  state  medical  association,  and  to 

certain  other  officials.  It  was  as  follows: 

« 

MATERNAL  AND  CHILD  WELFARE  ACT 
OF  1945 

Here  is  a copy  of  S.  1318,  the  bill  introduced  July 
26  by  Senator  Pepper,  for  himself  and  nine  other 
members  of  the  Senate  Committee  on  Education  and 
Labor,  to  provide  for  the  general  welfare  by  en- 
abling the  several  states  to  make  more  adequate 
provision  for  the  health  and  welfare  of  mothers  and 
children  and  for  services  for  crippled  children  and 
for  other  purposes.  It  has  been  referred  to  the 
Senate  Committee  on  Education  and  Labor. 

The  bill  proposes  a total  appropriation  of  $100,- 
000,000  for  the  fiscal  year  ending  June  30,  1946, 
and  for  each  year  thereafter  so  much  as  may  be 
necessary.  Of  the  initial  appropriation  to  be  author- 
ized, $50,000,000  will  be  earmarked  for  maternal 
and  child  welfare  services,  $25,000,000  for  services 
for  crippled  children,  $20,000,000  for  child  welfare 
services,  and  $5,000,000  for  certain  administrative 
expenses.  The  Children’s  Bureau  will  be  the  ad- 
ministrative agency  on  the  federal  level. 

When  Senator  Pepper  introduced  this  bill,  he 
described  it  as  “a  modest  beginning.”  He  said, 

in  part: 

“Medical  care  and  health  supervision  of  children  is  costly 
in  dollars.  Reliable  authorities  estimate  it  comes  to  some- 
where in  the  range  of  §25  to  §40  a year  for  each  child  in  the 
United  States.  With  40,000.000  children  under  18  that  repre- 
sents a total  of  at  least  §1,000,000,000  for  the  country.  A 
Federal  appropriation  of  §75,000,000  for  maternal  and  child 
health  and  for  crippled  children  for  a year  cannot  go  very  far 
in  meeting  these  all-over  health  needs  of  children.  Even  if 
it  were  divided  with  mathematical  precision  among  all  children, 
it  would  come  to  less  than  §2  a child.  Of  course,  it  will  not 
be  so  divided,  but  that  kind  of  calculation  helps  to  indicate 
the  modesty  of  the  approach  in  this  bill. 

“If  we  were  at  .peace,  the  sums  called  for  now  would  appear 
inadequate  in  the  extreme.  But  we  are  still  at  war.  We 
can  only  inch  ahead  at  this  time.  Many  doctors,  nurses,  and 
other  trained  personnel  who  could  help  us  expand  our  services 
for  children  are  in  the  armed  forces.  When  they  are  released 
from  service,  they  will  help  us.  New  personnel — and  we  will 
need  a large  expansion — cannot  be  trained  overnight.  Health 
and  welfare  services,  if  they  are  any  good,  are  manned  by 
workers  with  years  of  specialized  training  and  experience 
behind  them.  The  greatly  expanded  demand  for  health  and 
social  service  personnel  and  the  greatly  enlarged  opportunity 
for  the  training  of  such  workers,  created  by  this  measure, 
will  make  a constructive  contribution  to  our  national  policy  of 
peacetime  full  employment. 

‘Obviously,  a nation-wide  child-health  and  child-welfare  pro- 
gram is  not  something  that  can  be  created  in  a year.  For  that 
we  must  have  time  to  develop  services,  train  personnel,  develop 
facilities,  conduct  research  and  demonstrations,  and  educate 
parents  in  the  use  of  facilities  and  in  the  applications  of  ex- 
panding scientific  knowledge.  The  authorizations  for  appro- 
priations that  we  are  suggesting  for  this  year  will  give  us  a 
fair  start  toward  our  objective,  though  it  will  be  only  a 
beginning.” 

In  the  August  4 ,1945,  issue  of  Collier’s  is  an 
article  by  Amy  Porter,  entitled  “Babies  for  Free.” 
It  relates  to  the  EMIC  program  which  the  Pepper 
bill  proposes  to  extend  and  expand.  The  impres- 
sion is  created  by  the  article  that  maternal  and 
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infant  mortality  rates  have  been  lowered  by  the 
EMIC  program.  Statistics  should  be  available  in 
each  state  to  permit  an  accurate  comparison  to  be 
made  of  the  maternal  and  infant  mortality  rates 
among  the  beneficaries  of  the  program  with  similar 
rates  for  the  nonbeneficiary  group. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  brought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise 
of  ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  : 4.00 

Pertussis  1 6.00 

Scarlet  fever  6.00 

Mumps : 6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 


WOMAN'S  AUXILIARY 


The  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  lists  its  officers 
as  follows: 

President — Mrs.  A.  D.  Brown,  Central  City. 

President-Elect — Mrs.  E.  S.  Wegner,  Lincoln. 

First  Vice  Pres. — Mrs.  Howard  Morrison,  Omaha. 

Second  Vice  Pres. — Mrs.  L.  J.  DeBacker,  Hastings. 

Secretary — Mrs.  E.  E.  Farnsworth,  Grand  Island. 

Treasurer — Mrs.  J.  G.  Woodin,  Grand  Island. 

Directors — One  year:  Mrs.  Warren  Thompson,  Oma- 
ha and  Mrs.  H.  O.  Bell,  York;  two  years:  Mrs. 
R.  T.  VanMetre,  Fremont,  and  Mrs.  J.  M.  Neeley, 
Lincoln. 

Chairmain  of  Standing  Committees: 

Organization — Mrs.  Howard  Morrison,  Omaha. 

Program  and  Health  Education  and  War  Service — 
Mrs.  Glen  Whitcomb,  Omaha. 

Public  Relations — Mrs.  H.  O.  Bell,  York. 

Press  and  Publicity — Mrs.  Maurice  Grier,  Omaha. 

Hygeia — Mrs.  G.  H.  DeMay,  Grand  Island. 

Membership-at-large — Mrs.  L.  J.  DeBacker,  Hast- 
ings. 

Finance— Mrs.  Morris  Nielsen,  Blair. 

Resolutions  and  Revisions — Mrs.  W.  W.  Carveth, 
Lincoln. 

Historian — Mrs.  Floyd  Rogers,  Lincoln. 


Honorary  Board  Member — Mrs.  C.  C.  Tomlison, 
Omaha. 

Additional  appointments  will  be  announced 
in  the  November  issue  of  The  Journal. 


New  officers  for  the  Woman’s  Auxiliary 
to  the  Omaha-Douglas  County  Medical  So- 
ciety are:  Mrs.  J.  F.  Nilsson,  President;  Mrs. 
H.  F.  Gerald,  President-elect;  Mrs.  Howard 
B.  Hunt,  Secretary;  Mrs.  J.  Whitney  Kelley, 
Treasurer,  and  Mrs.  Wilbur  A.  Muehlig,  Pub- 
licity. The  Auxiliary  will  hold  its  member- 
ship tea  at  the  home  of  the  President,  Mrs. 
Nilsson  on  October  9. 


STATE  HEALTH  NEWS 

POST  GRADUATE  ANNOUNCEMENT 

Again  the  MCH  Committee,  Nebraska 
State  Medical  Association  announces  a co- 
operative circuit  post  graduate  course  in 
MCH  arranged  through  local  County  Medi- 
cal Societies  by  the  Division  of  MCH,  De- 
partment of  Health,  State  of  Nebraska, 
utilizing  the  staff  at  the  University  of  Ne- 
braska Medical  College. 

We  are  offering  Dr.  J.  L.  Gedgoud,  Asso- 
ciate Professor  of  Pediatrics,  University  of 
Nebraska,  College  of  Medicine  as  Consultant 
at  afternoon  Pediatric  clinics  and  as  lecturer 
in  the  evening  sessions  on  the  subject  of 
Rheumatic  Fever. 

Mrs.  Kurth,  Nutrition  Consultant,  Univer- 
sity of  Nebraska,  College  of  Medicine,  who  is 
associated  with  the  MCH  staff  and  has 
worked  with  L.  F.  Dunn,  M.D.,  in  developing 
nutrition  instruction  among  the  medical  stu- 
dent group,  is  offered  as  a Consultant  Nu- 
tritionist for  the  clinic  cases  and  for  any 
family  or  individual  nutrition  problem. 

Meetings  are  being  tentatively  arranged 
for  as  follows: 

October  8 — Chadron. 

October  9 — Scottsbluff. 

October  10 — North  Platte. 

October  11 — McCook. 

October  12 — Hastings. 

As,  at  the  time  of  the  writing,  many  of 
the  details  are  not  yet  complete,  we  will  have 
to  ask  that  you  contact  the  officers  of  your 
local  society  for  more  complete  details. 

Whenever  possible,  R.  H.  Loder,  M.D.,  Di- 
rector Division  of  MCH  will  be  present  to 
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discuss  any  queries  local  physicians  may 
have  on  the  Emergency  Maternity  Infant 
Care  Program. 

NEWS  NOTES 

Dr.  W.  B.  Quisenberry  has  joined  the 
staff  as  Director  of  the  Division  of  Venereal 
Disease  Control.  He  succeeds  Dr.  R.  A. 
Frary  who  resigned  in  November  to  take  up 
private  practice  in  Monroe,  Michigan. 

Dr.  Quisenberry  received  his  medical 
training  in  Los  Angeles  and  interned  at 
Henry  Ford  Hospital,  Detroit.  He  joined  the 
Public  Health  Service  in  1942  and  until  Sep- 
tember, 1944,  did  venereal  disease  work  in 
Virginia. 

He  comes  to  Nebraska  from  Johns  Hop- 
kins School  of  Hygiene  and  Public  Health 
where  he  has  been  studying  for  the  past 
eleven  months. 

Assistant  Sanitarian  (R)  Daniel  D.  Swin- 
ney  was  assigned  by  the  U.  S.  Public  Health 
Service  to  this  Department  as  of  August  23, 
1945,  to  assist  in  the  development  of  the 
venereal  disease  program. 

Mr.  Swinney  received  his  M.A.  degree 
from  the  University  of  Chicago  and  has  com- 
pleted most  of  the  requirements  for  his 
Ph.D.  degree.  During  the  last  ten  years  he 
has  been  associated  in  a professional  capacity 
with  the  U.  S.  Department  of  Labor,  the 
Social  Security  Board,  and  other  government 
agencies.  In  1944,  he  was  commissioned  in 
the  U.  S.  Public  Health  Service,  where  he 
has  been  working  primarily  on  venereal  dis- 
ease epidemiology.  He  comes  to  Nebraska 
from  the  State  Department  of  Health  in  Ar- 
kansas, where  he  assisted  in  the  establish- 
ment of  a uniform  system  of  epidemiology 
and  treatment  control  for  the  venereal  dis- 
ease program. 


DISTRICT  NO.  7 CHANGES  LEADERSHIP 
Dr.  C.  C.  Applewhite  who  has  been  Direc- 
tor of  U.  S.  Public  Health  Service,  District 
No.  7,  with  headquarters  in  Kansas  City, 
Missouri,  for  the  last  four  years,  left  July  15, 
for  New  Orleans,  to  become  Director  of  Dis- 
trict No.  4.  District  No.  7 comprises  nine 
states  of  which  Nebraska  is  one. 

Dr.  Applewhite  has  been  a very  helpful 
professional  consultant  during  his  service  in 
District  No.  7 and  we  have  sincerely  appre- 
ciated this  help.  Our  best  wishes  follow  him 
to  his  new  assignment. 


Dr.  Estella  Ford  Warner  became  Director 
of  District  No.  7 on  July  16,  coming  from 
Chicago  where  she  had  served  District  No. 
3 as  State  Relations  Officer.  We  welcome 
Dr.  Warner  to  District  No.  7 and  to  Nebras- 
ka. 

Both  Dr.  Applewhite  and  Dr.  Warner  hold 
commissions  in  the  U.  S.  Public  Health  Serv- 
ice as  Medical  Directors. 


HEALTH  EDUCATION 

Miss  Hazel  Carolyn  Mundorff  has  been 
appointed  to  the  staff  of  the  State  Depart- 
ment of  Health  as  an  assistant  health  edu- 
cator. Miss  Mundorff  is  a graduate  of 
Kearney  State  Teachers  College  and  has  just 
completed  her  post-graduate  work  at  Yale 
University,  School  of  Public  Health.  She 
begins  her  work  October  1. 


MATERNITY  HOMES 

The  State  Department  of  Health  has  is- 
sued 140  Maternity  Home  Licenses  under  the 
Legislative  Act,  passed  by  the  1945  Legisla- 
ture, which  placed  the  responsibility  for  the 
licensing  of  Maternity  Homes  and  Lying-in 
Hospitals  in  the  State  Department  of  Health. 

The  State  Department  of  Health  had 
found,  while  doing  inspections  of  Lying-in  in- 
stitutions for  the  Emergency  Maternity  and 
Infant  Care  Program,  that  one  of  the  biggest 
problems,  faced  particularly  by  the  smaller 
institutions,  was  a lack  of  a guide  as  to  what 
constituted  a proper  physical  set-up  for  a 
Lying-in  Hospital  or  Maternity  Home.  It 
was  in  an  attempt  to  help  these  institutions 
that  the  present  set  of  standards  were  set 
up,  in  view  that  these  institutions  would  use 
this  more  hs  a guide  to  proper  Maternity 
Home  Standards  than  as  a set  of  rigid  rules 
and  regulations. 

The  inspections  of  the  institutions  are  be- 
ing conducted  by  the  staff  of  the  State  De- 
partment of  Health,  expecting  that  these 
will  also  serve  as  a help  to  the  licensees  in 
raising  their  standards.  The  response  to  this 
type  of  activity  has  been  very  good  and  we 
are  expecting  as  personnel,  labor,  and  ma- 
terials become  more  readily  available,  that  it 
will  be  even  better. 


BUY  U.  S.  WAR  BONDS  AND 
★ ★ ★ STAMPS  ★ ★ ★ 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E„  Hastings 
Kingsley,  D.  W„  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
Weber,  C.  R.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl.  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY" 

Albertson,  L.  C.,  Kearney 
Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTYr 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY"  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
CUSTER  COUNTY 

Koefoot,  Ted.  Jr.,  Broken  Bow 
Leonard,  Patrick,  Broken  Bow 
DAWES  COUNTY 
Anderson,  A.  W.,  Lexington 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E„  North  Bend 
DOUGLAS  COUNTY' 

Holden,  W.  J.,  Elkhorn 
OMAHA 

AUiband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Blazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day.  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  £>.,  Int. 

Donelan,  James  P. 


As  of  September  15,  1945 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Hafflce,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 

Heywood,  Leo.  T. 

Hirschman,  J.  H.,  Int. 
Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley.  Wm.  E. 

Kemp,  Wm.  T. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 
Mangiameli,  Carl  L. 
Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  YV. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 

O’Brien.  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 
Shamberg.  Alfred  H..  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand.  Clarence  Johnson 
Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

YVilson,  Donald  J. 

Wright.  W.  D. 

Wyrens,  Raymond  J. 

Young,  Geo.  Alex.,  Jr. 
FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 


FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F„  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  YV.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W„  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY' 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L„  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 

KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 

KNOX  COUNTY 

Carrig,  M.  H..  Bloomfield 
Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Everett,  H.  H.,  Jr. 

Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Greer,  Rex  E. 

Haentzschel,  L.  E. 

Haley,  Robert  R. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger.  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Stein,  Robt.  ,T. 

Still,  Richard  M. 


' Killed  in  action 
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Taborsky,  A.  P. 

Underwood,  G.  R. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Anderson,  Augustave  T..  N.  Platte 
Anderson,  Thorwald  R.,  N.  Platte 
Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 

NEMAHA  COUNTY 
Tushla,  P.  M.,  Auburn 


OTOE  OOUNTY 

Campbell.  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 

Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 
PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 

RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 

RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 


SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  OOUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 
SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Ohme,  K.  W„  Mitchell 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 
Bradley,  J.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N„  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Lt.  Com.  Howard  Royer  of  Grand  Island  is  sta- 
tioned at  Patuxent,  Md. 

Major  Louis  Dickenson  of  Ravenna  was  recently 
transferred  from  the  Army  Air  Base  hospital  in 
McCook  to  Sioux  Falls,  S.  D. 

Dr.  Albert  Raitt  of  North  Bend  was  recently 
promoted  from  captain  to  major  in  the  Medical 
Corps  of  the  United  States  Army.  Major  Raitt  is 
serving  with  the  San  Bernadino  Air  Technical 
Service  Command  in  California. 

Lt.  Col.  George  W.  Ainlay  was  recently  trans- 
ferred to  Hoff  General  Hospital,  Santa  Barbara, 
Calif. 

Capt.  Richard  F.  Brendel  of  Murray  returned 
from  extensive  duty  in  the  European  area,  and  is 
now  at  Camp  Seybert,  Ala. 

D.  B.  Wengert  of  St.  Paul  is  now  Commander 
Wengert  in  the  U.S.N.R.,  stationed  in  Klamath  Falls, 
Ore. 

Other  promotions  which  recently  came  to  the  at- 
tention of  The  Journal:  Willis  D.  Wright  from  Lt. 
Commander  to  Commander;  Chas.  W.  McLaughlin, 
Jr.,  from  Lt.  Commander  to  Commander;  Robert 
Rasgorshek,  from  Lt.  Commander  to  Commander,  in 
the  U.S.N.R.;  August  Frederick  Jonas,  Jr.,  from  Ma- 
jor to  Lt.  Colonel;  Clinton  Chas.  Millett  from  Major 
to  Lt.  Colonel  in  U.S.A.,  all  of  Omaha. 

Recent  visitors  to  the  office  of  The  Journal:  Com- 
mander Chas.  W.  McLaughlin,  Lt.  Col.  Zeno  Korth, 
now  back  in  private  practice,  Captain  J.  J.  Com- 
ine and  Lt.  Col.  R.  R.  Best. 

Lt.  Col.  Louis  D.  James  of  Oxford  is  back  in  the 
United  States  following  thirty-two  months  of  over- 
seas service.  He  has  been  assigned  to  Ft.  Leonard 
Wood  Hospital. 

Dr.  Ralph  H.  Luikart,  son  of  Dr.  Ralph  Luikart 


of  Omaha,  was  promoted  from  lieutenant  to  cap- 
tain in  the  Medical  Corps  of  the  United  States 
Army  in  August.  Captain  Luikart  graduated  from 
Washington  University  Medical  College  and  follow- 
ing a residency  in  dermatology  in  the  Philadelphia 
General  Hospital  entered  the  Army  last  January. 

Captain  Blane  Carey,  M.C.,  U.S.A.,  was  recently 
awarded  the  Bronze  Star  Medal  for  meritorious 
service  with  the  26th  Infantry  Division. 

Another  recipient  of  the  Bronze  Star  is  Dr.  Merle 
Musselman  of  Omaha.  As  a medical  officer  he  had 
been  captured  on  Bataan  early  in  the  war  and  held 
prisoner  until  freed  by  the  American  forces  on  their 
return  to  the  Philippines. 

The  Bronze  Star  was  also  awarded  to  Lt.  Col. 
Fred  P.  Long  of  North  Platte,  for  his  excellent  work 
on  malaria  control  on  Guadalcanal. 

Major  G.  Alexander  Young,  Jr.,  of  Omaha  is  sta- 
tioned at  Rheims. 

After  serving  in  the  medical  corps  since  1940,  Dr. 
Elmer  Hobbs  of  Lincoln  was  discharged  the  latter 
part  'of  August.  He  plans  on  re-entering  practice 
with  his  former  associate,  Dr.  Emerson. 

After  two  years  in  the  European  theater,  Col. 
Ralph  M.  Thompson  has  returned  to  the  United 
States.  Colonel  Thompson  commanded  the  One 
Hundred  Fourth  Evacuation  Hospital  and  served 
with  the  First  Army  in  France,  and  was  later  at- 
tached to  the  Third  Army  during  the  ETO  cam- 
paign. A graduate  of  the  University  of  Nebraska 
College  of  Medicine,  he  has  been  awarded  the  Purple 
Heart  .Bronze  Star  and  Croix  de  Guerre.  He  wears 
five  battle  stars,  and  his  hospital  was  the  first  of 
its  kind  in  Europe  to  receive  the  Meritorious  Unit 
Citation. 

Capt.  Herbert  F.  Staubitz,  Omaha,  was  awarded 
the  Bronze  Star  for  performance  of  duties  as  receiv- 
ing officer  of  the  128th  Evacuation  Hospital  in  Ger- 
many. The  doctor  is  now  with  the  170th  Field  Ar- 
tillery Battalion,  Arles,  France. 
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HUMAN  INTEREST  TALES— DEATHS 


Nebr.  S.  M-  Jour. 
October,  1945 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Dr.  E.  F.  Malloy,  formerly  of  Bellwood,  has  lo- 
cated in  Fremont. 

Dr.  Lincoln  Riley  of  Wisner  celebrated  his  seven- 
ty-eighth birthday,  August  12. 

Dr.  Harry  Dorwart  succeeds  Lt.  Com.  A.  W.  An- 
derson as  city  physician  of  Lexington. 

The  sympathy  of  The  Journal  goes  to  Dr.  W.  J. 
Douglas  of  Atkinson  upon  the  death  of  his  wife 
early  in  July. 

Barbara  Elna  Benson,  daughter  of  Dr.  and  Mrs. 
W.  H.  Benson  of  Oakland,  is  the  author  of  a highly 
interesting  book  titled  “Music  and  Sound  Systems 
in  Industry.” 

Dr.  Stanley  Drasky,  discharged  from  the  U.  S. 
Army  Medical  Corps  in  July,  has  become  associated 
with  Dr.  L.  F.  Valentine  of  North  Platte.  Dr. 
Drasky  is  a graduate  of  the  Medical  College  of  the 
University  of  Nebraska. 

Dr.  C.  T.  Ingham  was  honored  at  a testimonial 
dinner  given  by  representatives  of  the  community 
of  Wayne,  for  over  fifty  years  of  professional 
service.  Dr.  Ingham  is  retiring  from  practice  and 
plans  soon  to  move  to  California. 


DEATHS 

Mason,  Claude  William,  Omaha.  Born  in  1879. 
Graduated  from  Omaha  Medical  College  in  1905. 
Served  as  a medical  missionary  in  Siam  and  China 
for  twenty  years.  Returned  to  Omaha  in  1924  and 
became  associated  with  the  University  of  Nebraska 
Department  of  Medicine  where  he  taught  public 
health  and  tropical  medicine.  He  was  elected  to  the 
School  Board  immediately  after  returning  to  Omaha 
and  remained  a member  continuously  until  the  time 
of  his  death  August  4,  1945.  Surviving  are  his  wife; 
sons,  Maj.  James  A.,  Medical  Corps  , Europe;  Capt. 
Paul  W.,  Fort  Sam  Houston,  Tex.,  and  Dr.  Claude 
T.,  Superior,  Nebr. 


Rolph,  Edward  L.,  Kimball.  Born  in  New  York 
State,  1859.  Graduated  from  University  of  Louis- 
ville in  Kentucky  in  1892.  Following  graduation  he 
located  in  South  Dakota  for  a short  time  and  in 
1894  moved  to  Pender  where  he  remained  in  practice 
for  16  years.  He  then  moved  to  Mexico  where  he 
engaged  in  stock  raising.  In  1917  he  moved  to  Kim- 
ball where  he  remained  in  practice  until  six  years 
ago  when  he  retired.  The  doctor  died  on  August  4, 
1945.  Surviving  are  his  wife  and  two  adopted 
children. 


Tou  Velle,  Albert  R.,  Firth,  retired.  Born  in  1867. 
Graduated  from  Ohio  Medical  College  in  1882.  Died 
August  22,  1945.  There  are  no  immediate  survivors. 

Bell,  James  R.,  Fairfield.  Born  in  England  in 
1872.  Graduated  from  Ainsworth  Medical  College, 
St.  Joseph,  Mo.,  in  1907.  Practiced  in  Fairfield  for 
thirty-one  years.  Died  July  30,  1945.  Survived  by 
his  wife;  two  sons,  one  of  whom  is  Dr.  Leon  Bell 
of  Meeker,  Okla. 


Redfield,  First  Lt.  John  Josiah,  was  born  in  North 
Platte,  Nebr.,  in  1917,  the  younger  son  of  Dr.  and 
Mrs.  J.  B.  Redfield.  He  was  graduated  from  the 
North  Platte  High  School  after  which  he  entered 
the  University  of  Nebraska  receiving  his  A.B.  and 
M.D.  degrees  in  1942.  While  attending  the  Univer- 
sity he  was  a member  of  Acacia  and  Phi  Rho  Sigma 
fraternities.  He  served  his  internship  at  Eastern 
Maine  General  Hospital  at  Bangor,  Maine,  after 
which  he  went  to  active  duty  with  the  Medical 
Corps  of  the  U.  S.  Army.  Upon  graduation  from 
Carlisle  Barracks,  at  Carlisle,  Pennsylvania,  he  was 
selected  to  attend  the  Army  School  of  Roentgen- 
ology at  the  University  of  Tennessee  at  Memphis. 
From  there  he  was  assigned  to  duty  at  Lovell  Gen- 
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eral  Hospital,  Fort  Devens,  Mass.,  where  he  was 
recommended  by  his  Commanding  Officer  to  at- 
tend the  Army  School  of  Neuro-Psychiatry  at  Long 
Island,  N.  Y.  When  this  training  was  completed  he 
was  assigned  to  duty  at  Camp  Croft,  S.  C.  While 
there  he  asked  for  overseas  duty  and  was  assigned 
to  the  174th  General  Hospital  at  Camp  Barkley, 
Texas,  for  overseas  training.  During  maneuvers 
there  he  suffered  a broken  knee.  When  he  had  re- 
covered from  this  injury  he  went  to  Letterman  Gen- 
eral Hospital,  The  Presidio,  San  Francisco,  Calif., 
where  he  was  assigned  to  the  processing  of  returnees 
and  liberated  personnel  returning  from  overseas. 
Recently  he  went  to  Fort  Benning,  Georgia,  to  the 
same  duty.  He  was  on  duty  there  at  the  time 
of  his  sudden  death  which  occurred  on  August  22, 
1945,  at  the  age  of  28  years  and  6 months.  Besides 
his  wife  and  small  daughter,  he  is  survived  by  his 
father  and  mother,  Dr.  and  Mrs.  J.  B.  Redfield  of 
North  Platte,  and  one  brother. 


Wiggins,  William  S.,  Exeter.  Born  in  Michigan 
in  1870.  Graduated  from  Michigan  College  of 
Medicine  and  Surgery  in  1895.  Practiced  for  a while 
in  Michigan  and  in  1898  located  at  Dewitt,  Nebr.  In 
1913  he  moved  to  Exeter  where  he  remained  con- 
tinuously until  the  time  of  his  death  on  August  19, 
1945.  He  is  survived  by  his  wife;  a daughter  and 
a son,  Dr.  Carry]  W.,  of  Oklahoma. 
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EDITORIAL 


WE  WOULD  RATHER  BE  FREE 
THAN  SECURE 

Though  chronologically  in  our  national  in- 
fancy, we  are  the  richest  country  in  the 
world.  Not  only  monetarily,  but  in  science, 
in  industry,  in  commerce,  yes,  even  in  art,  all 
other  nations  look  upon  us  with  envy.  We 
have  become  great  not  through  mere  chance 
or  even  through  our  wide  natural  resources. 
There  are  many  areas  on  this  globe  where 
coal  and  oil  and  minerals  are  more  abundant, 
and  where  tillable  land  is  more  plentiful  than 
in  the  United  States.  We  have  acquired 
wealth  and  admiration  because  our  nation 
was  built  on  a philosophy  of  freedom  for  the 
individual.  And  this  freedom  was  not  lim- 
ited to  a choice  of  one’s  religion  or  of  his 
liberty  to  express  his  views.  The  individual 
also  maintained  his  freedom  to  employ  his 
energies  for  the  purpose  of  improving  his 
personal  status,  through  competitive  enter- 
prise. 

It  was  in  this  way  that  our  great  institu- 
tions were  created.  It  was  this  principle 
that  enabled  us  to  produce  the  physical  and 
moral  weapons  which  helped  liquidate  the 
Axis  monsters  in  Europe  and  in  Asia.  We 
won  the  war  not  only  because  we  had  the 
technical  machinery  to  fight  WITH,  but  what 
is  equally  important,  because  we  had  a sacred 
heritage  to  fight  FOR.  Like  our  preceding 
generations  we  all  sacrificed,  many  bled,  and 
many  died,  in  order  that  we  might  retain  our 
human  rights  as  individuals:  the  right  to 
worship  as  we  please,  the  liberty  to  express 
our  opinions,  and  the  freedom  to  compete 
with  one  another  in  the  American  way. 

In  our  eagerness  to  return  to  peacetime 


economy  many  problems  are  bound  to  arise. 
Indeed,  some  of  them  are  already  of  a dis- 
turbing nature.  Labor  strikes  and  lockouts, 
in  some  areas,  unemployment  in  others ; re- 
sistance to  price  controls  by  some  groups, 
and  the  demands  for  continued  regulation  by 
opposing  groups,  to  mention  only  a few  of  the 
problems  which  now  call  our  attention. 
These  upheavals  are  not  new.  Nor,  in  our 
estimation,  are  they  dangerous.  We  have 
gone  through  worse  crises,  and  somehow  re- 
covered our  social  equilibrium.  Besides,  the 
contest  between  labor  and  industry  is  an  es- 
sential part  of  our  system  of  free  enterprise. 
Both  institutions  have  done  an  admirable  job 
in  building  America.  Left  to  their  own  re- 
sources they  will  settle  their  differences 
without  loss  to  either  side. 

What  causes  us  concern  are  the  so-called 
“liberal”  elements  in  Congress,  who  attempt 
to  perfect  society  through  legislative  fiat. 
We  fear  these  social  reformers  more  than 
we  do  the  psychotic  rebel  rousers.  For  while 
the  rebel  rouser  receives  encouragement  and 
applause  from  a comparatively  few  narrow 
minded  and  frustrated  individuals,  the  social 
reformer  draws  his  support  from  large 
masses  of  honest  and  decent  people  who 
would  like  to  see  a better  world.  The  danger, 
as  we  see  it,  lies  in  the  method  by  which 
these  “liberals”  are  attempting  to  cure  social 
ills.  Liberty  and  freedom  can  neither  be  at- 
tained nor  maintained  without  sacrifices  on 
the  part  of  the  individual.  The  moment 
that  centralized  government  assumes  patern- 
alistic supervision  over  its  citizens,  the  citi- 
zen necessarily  becomes  a servant  of  the 
state.  This  condition  is  the  keynote  to 
totalitarianism  which  at  first  poses  as  a 
benevolent  agent  but  in  the  end  enslaves  its 
subjects.  It  makes  little  difference  whether 
such  initial  protective  measures  favor  one 
class  of  the  population  or  another;  the  end 
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result  is  the  same.  As  the  state  becomes 
strong  the  individual  becomes  corresponding- 
ly weak. 

The  present  efforts  to  bestow  security  up- 
on able-bodied  Americans  are  deeper  than 
appears  on  the  surface.  The  pending  EMIC 
program  and  the  Wagner-Murray-Dingell 
Bill  are  only  the  prologue  to  the  contem- 
plated scheme  for  “full  protection.”  We  con- 
tend that  the  only  protectors  which  can 
fully  benefit  our  war  veterans  and  our  war 
workers  are  JOBS.  The  way  to  provide  these 
jobs  is  through  a sound  industrial  system. 
Americans  like  to  earn  a living  and  those 
who  believe  in  insurance  like  to  buy  it  when 
they  choose  and  from  whomever  they  choose. 
Let  our  “liberals”  get  down  to  earth  and  stop 
flirting  with  false  philosophies.  Security 
cannot  be  achieved  by  compulsion.  Even  if 
it  were  possible  it  would  not  be  worth  the 
personal  dignity  and  individual  self-respect 
which  would  have  to  be  sacrificed  on  the 
unholy  altar  of  an  entrenching  bureaucracy. 
Americans  would  rather  be  free  than  secure. 


SULFONAMIDES  AND  PENICILLIN  AS 
CHEMOTHERAPEUTIC  AGENTS 

It  is  now  well  established  that  the  thera- 
peutic value  of  the  sulfonamides  lies  in  their 
capacity  to  stop  bacterial  growth.  The  killing 
of  the  infectious  agent  is  accomplished  by 
the  normal  bodily  processes  mainly  through 
phagocytosis.  This  occurs  most  actively 
when  specific  antibody  is  present  whether  as 
a result  of  active  immunization  by  the  infect- 
ing organism  during  the  disease  or  following 
the  use  of  specific  immune  serum  admin- 
istered to  the  host.  The  latter  process  is  of 
particular  importance  where  the  invaders  are 
bacteria  which  produce  exotoxins  as  in  the 
case  of  gas  gangrene  anaerobes.  Penicillin, 
on  the  other  hand,  exerts  its  influence  by  its 
direct  bactericidal  properties  thus  eliminat- 
ing the  dependence  upon  the  complex  anti- 
body— complement — phagocyte  system. 

These  statements  are  not  mere  theory. 
They  are  based  on  evidence  obtained  in  vitro, 
through  experiments  upon  animals  and  sub- 
sequently through  trial  in  clinical  Gases.  An 
excellent  paper  on  the  practical  use  of  these 
two  famous  anti-bacterial  substances  by  Mc- 
Leod and  Stone  appears  in  the  July,  1945, 
issue  of  the  Bulletin  of  the  New  York 
Academy  of  Medicine.  Though  the  article 
deals  mainly  with  the  work  of  sulfonamides 
and  penicillin  in  pneumonia,  a great  deal  of 


light  is  shed  on  the  general  therapeutic  prin- 
ciples involved  in  their  practical  application. 

As  in  all  other  spheres  of  therapy,  success 
or  failure  even  in  chemosensitive  infections 
is  often  determined  by  our  knowledge  of  the 
behavior  of  the  agent  used  and  of  the  physio- 
logic reactions  toward  its  effects  by  the  host. 
The  initial  dose  of  sulfonamide  or  penicillin, 
or  a combination  of  both  drugs,  the  mainten- 
ance dose,  and  the  duration  of  the  treatment 
are  frequently  some  of  the  important  deter- 
mining factors  in  the  results  obtained.  To 
these  not  too  simple  criteria  we  must  add  the 
highly  complex  mechanisms  of  individual 
idiosyncracies  in  immunologic  response  and 
possible  bacteriologic  changes  as  a conse- 
quence of  tissue  alteration.  Thus  it  becomes 
obvious  that  the  administration  of  “sulfa” 
and  penicillin,  though  now  almost  a universal- 
ly accepted,  and  in  many  instances  an  expect- 
ed procedure  in  the  eyes  of  the  public,  places! 
a responsibility  upon  the  physician  which  he 
can  fulfill  only  through  thorough  under- 
standing of  the  various  factors  involved  in 
their  use. 


PLEASE  COOPERATE 

A questionnaire  has  been  sent  by  the  Plan- 
ning Committee  of  the  Nebraska  State  Medi- 
cal Association  by  which  members  of  the  As- 
sociation are  requested  to  cooperate  with  a 
view  to  helping  discharged  medical  officers 
from  the  armed  forces  of  the  United  States. 
It  has  been  the  contention  of  the  Nebraska 
State  Medical  Association  that  its  members 
owe  a debt  to  those  of  our  colleagues  who 
had  left  their  practices  and  families  to  serve 
in  the  cause  of  freedom  by  joining  the  armed 
forces  of  this  Nation.  These  men  have  done 
their  jobs  and  they  have  done  them  well. 
Many  of  them  are  now  being  separated  from 
the  service.  While  a good  many  of  these 
discharged  medical  officers  may  not  receive 
the  direct  benefits  of  the  information  gath- 
ered through  this  questionnaire,  many  of 
the  younger  men  who  have  never  practiced 
will  find  the  data  of  tremendous  use  in  se- 
lecting a location  for  the  practice  of  their 
profession.  Please  help  the  Planning  Com- 
mittee by  promptly  returning  the  question- 
naire. 


BUY  U.  S.  WAR  BONDS  AND 
★ ★ ★ STAMPS  ★ ★ ★ 
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Charles  McMartin,  M.  D. 


This  is  the  month  in  which  we  have  a national 
holiday  set  aside  as  a day  of  thanksgiving. 

We  of  the  medical  profession  have  many  things 
for  which  we  should  give  thanks.  The  shortage  of 
doctors  for  the  civilian  population  during  the  war  has 
served  to  make  the  public  more  conscious  of  the  im- 
portance of  good  medical  care. 

The  letters  from  individuals  and  from  officers  of 
many  cities  and  towns  that  have  come  to  the  State 
Association  asking  our  aid  in  helping  them  re-establish 
adequate  medical  care  in  their  communities  should 
make  us  proud  and  deeply  thankful  that  our  past 
records  have  been  such  that  they  appeal  to  us  and  not 
the  state  to  solve  their  problems.  We  must  endeavor 
to  be  worthy  of  their  confidence. 

CHARLES  McMARTIN,  M.D. 


Recurrent  Cerebral  Ischemia" 

THOMAS  FINDLEY,  M.D. 


“Faints  and  fits”  are  a problem  which  con- 
cern chiefly  the  internist  and  the  neurologist 
but  they  should  also  interest  the  surgeon  and 
anesthetist  because  some  of  the  reflex 
mechanisms  involved  are  responsible  for  vas- 
cular collapses  occasionally  seen  on  the 
operating  table.  Furthermore,  they  should 
interest  the  pathologist  because  most  cases 
of  really  sudden  death  are  physiologic  rather 
than  pathologic. 

I have  neither  the  time  nor  the  ability  to 
discuss  all  the  causes  of  unconsciousness  but 
the  problem  can  be  simplified  to  some  extent 
at  least,  if  we  eliminate  all  cases  of  recurrent 
unconsciousness  which  are  not  accompanied 
by  striking  changes  in  the  pulse  rate  and 
blood  pressure;  this  automatically  excludes 
such  common  conditions  as  epilepsy,  brain 
tumor  and  hypoglycemia. 

The  discussion  will  be  confined  to  those 
cases  characterized  by  pronounced  changes 
in  pulse  rate  and  blood  pressure,  because  the 
fundamental  mechanism  is  temporary  inade- 
quacy of  the  cerebral  circulation.  Four  cases 
will  be  presented. 

The  first  case  is  that  of  a 61  year  old  white  man 
who  had  evidently  had  some  “rheumatism”  for  which 
he  consulted  a chiropractor  on  May  23,  1944.  The 
patient  was  placed  on  a stool,  the  chiropractor  stand- 
ing- behind  him.  As  pressure  was  placed  on  the 
carotid  areas,  the  patient  suddenly  became  weak, 
fainted  and  plunged  forward  unconscious.  His  head 
struck  the  corner  of  a table,  resulting  in  a five  inch 
laceration  of  the  scalp  which  extended  down  to  the 
skull.  His  family  physician  sutured  the  wound  and 
recovery  was  uneventful.  The  patient  used  tobacco 
excessively. 

On  examination  it  was  noted  that  the  patient  had 
several  badly  neglected  teeth.  Primary  arterial 
hypertension  with  cardiac  hypertrophy  and  some 
myocardial  damage  was  evident.  The  heart  beat 
was  regular,  the  rate  being  73  a minute;  blood  pres- 
sure was  200/100.  With  the  patient  in  a sitting 
position,  light  pressure  over  the  carotid  areas 
caused  him  to  faint  immediately;  the  pulse  was  ab- 
sent for  a few  seconds.  Prompt  recovery  ensued 
when  the  patient  was  placed  in  a prone  position.  An 
attempt  was  made  to  record  this  phenomenon  electro- 
cardiographically.  Pronounced  slowing  of  the  pulse 
rate  was  demonstrable.  Roentgenograms  revealed 
enlargement  of  the  heart  in  all  directions.  The 
electrocardiogram  showed  left  axis  deviation. 

The  patient  was  referred  to  an  oral  surgeon  who 
extracted  the  infected  teeth;  it  was  suggested  that 


♦Read  before  the  meeting  of  the  Omaha  Mid-West  Clinical 
Society,  Oct.  23-27,  1944  in  Omaha,  Nebraska. 

From  the  Section  on  Internal  Medicine,  Ochsner  Clinic  and 
the  Department  of  Medicine,  Tulane  University  School  of  Medi- 
cine, New  Orleans. 
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the  patient’s  collar  be  loose  during  the  extractions. 
Last  September  the  patient  quit  smoking,  the  infec- 
tion cleared  up  and  he  has  had  no  difficulty  since. 

A six-foot  film  of  the  patient’s  chest  of- 
fered little  diagnostic  information  although 
the  size  and  contour  of  the  heart  suggested 
chronic  hypertension. 

The  electrocardiogram  showed  the  effect 
of  digital  pressure  exerted  over  the  right 
carotid  sinus.  There  was  sinus  bradycardia 
and  lengthening  of  the  P-R  interval  followed 
by  a return  to  normal  when  the  pressure  was 
released. 

That  is  a perfectly  classical  example  of 
carotid  sinus  syncope. 

This  history  reminds  me  of  the  case,  re- 
ported by  Heymans  of  Belgium  many  years 
ago,  of  a preacher  who  regularly  interrupted 
his  Sunday  morning  sermon  with  a fit  and 
a convulsion.  The  remarkable  part  of  this 
story  was  that  the  patient  could  always  con- 
duct prayer  meeting  on  Wednesday  night 
without  experiencing  this  difficulty.  The 
answer,  of  course,  was  that  on  Sunday  morn- 
ings he  was  dressed  up  in  a stiff  collar  and 
during  his  gesticulations  pressure  was  ex- 
erted on  the  carotid  sinus  but  on  Wednesday 
nights  when  his  dress  was  more  informal,  he 
had  no  symptoms. 

Scattered  throughout  the  human  body  are 
a number  of  end  organs  the  function  of 
which  is  to  respond  to  changes  in  pressure. 
Some  of  these  are  located  in  the  intestinal 
tract  and  when  they  are  squeezed,  certain  re- 
flex adjustments  are  made  which  result  in 
lowering  of  blood  pressure  and  slowing  of  the 
heart  rate.  Other  such  receptors  are  found 
in  the  wall  of  the  aorta.  The  most  important 
ones,  however,  are  located  at  the  bifurcation 
of  the  carotid  arteries.  When  pressure  is 
exerted  on  the  neck  about  the  level  of  the 
cricoid  cartilage,  the  pressure  within  the 
carotid  sinus  rises,  impulses  go  up  a small 
filament  of  nerve  which  enters  the  cranial 
cavity  along  with  the  ninth  cranial  nerve 
and  a sequence  of  vascular  readjustments 
occurs  which  may  differ  from  patient  to  pa- 
tient. Firm  pressure  has  to  be  exerted.  As 
a matter  of  fact,  we  recommend  not  pressure 
in  a single  point  but  general  massage  of  the 
entire  carotid  area,  being  firm  enough  to 
compress  the  carotid  artery  against  the 
cervical  spine.  If  that  is  done,  one  of  three 
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things  usually  happens:  (1)  There  may  be 

profound  slowing  of  the  pulse  rate  through 
impulses  which  come  down  the  vagus  nerve ; 
this  is  probably  the  commonest  response. 
(2)  The  blood  pressure  may  drop  largely  be- 
cause of  involvement  of  the  vasomotor  cen- 
ter. (3)  The  patient  may  faint  without  ex- 
hibiting any  change  in  pulse  rate  or  blood 
pressure. 

In  other  words,  there  are  three  varieties 
of  “carotid  sinus  fits” : one  of  these  is  pure- 
ly vagal  and  can  be  abolished  by  atropine; 
the  second,  which  is  depressor  in  origin,  is 
produced  by  involvement  of  the  vasomotor 
center  and  can  be  prevented  by  the  use  of 
ephedrine ; the  third  is  a purely  cerebral 
type  of  syncope  for  which  we  have  no  ap- 
propriate drug  treatment. 

Rarely  is  a patient  encountered  who  falls 
clearly  into  one  of  these  three  groups.  Most 
of  these  patients  exhibit  a variety  of  cerebral 
manifestations  as  a result  of  drop  in  blood 
pressure  when  the  rate  is  diminished.  The 
syndrome  may  be  very  bizarre.  Sometimes 
even  the  occipital  arteries  are  involved  so 
that  anopsia  develops  when  pressure  is 
placed  over  the  carotid  sinus  and  the  patient 
can  see  only  one  vertical  half  of  the  field. 

The  second  case:  We  are  peculiarly  fortunate  in  a 
way  because  the  subject  of  this  report  is  here  with 

us.  We  expected  to  have  lunch  with  Dr.  C 

today.  We  saved  a place  for  him  at  the  table  only 
to  learn  that  he  had  had  one  of  these  seizures  in 

the  lobby  of  the  hotel.  Dr.  C — has  been  kind 

enough  to  come  to  the  platform  to  be  here  when  I 
read  his  history. 

The  patient  is  working  under  a severe  handicap. 
His  trouble  evidently  began  in  September  1942  when 
he  suddenly  began  to  have  fainting  attacks.  He  has 
always  been  well  and  strong,  although  for  many 
years  he  has  had  a mitral  systolic  murmur  consid- 
ered rheumatic  in  origin.  During  the  past  year  he 
has  fainted  five  times,  dropping  to  the  floor  im- 
mediately and  quite  without  warning.  Once  while 
stooping  over  in  his  basement  he  fainted;  again 
while  being  examined  by  a physician. 

Nothing  much  is  found  on  physical  examination 
to  explain  his  difficulties.  His  blood  pressure,  he 
tells  me,  is  usually  normal  or  subnormal  and  the 
heart  shows  nothing  except  a soft  murmur  in  the 
mitral  area.  The  electrocardiogram  reveals  normal 
sinus  rhythm  and  a partial  heart  block — nothing 
much  else  that  is  pertinent.  Evidently,  he  has  been 
taking  some  digitalis  from  time  to  time.  Lead  III 
was  taken  during  cartoid  sinus  pressure,  I presume, 
on  the  right  side  because  that  is  the  side  which  is 
ordinarily  most  sensitive.  Pressure  over  that  area 
immediately  slowed  the  heart  rate  to  33  beats  a 
minute  and  abolished  the  P wave  for  three  or  four 
beats,  suggesting  a complete  block  at  the  sinus  node 
- — ■&  typical  vagal  response.  Lead  III,  the  top  line, 
was  taken  before  pressure  over  the  right  sinus.  I 


imagine  a firmer  pressure  might  have  abolished 
cardiac  action  completely  for  six,  eight  or  even  ten 
seconds,  but  the  point  is  that  his  heart  rate  came 
back  to  normal  promptly  on  release  of  pressure. 
That  is  all. 

Now,  Dr.  C , who  has  been  generous 

enough  to  come  to  the  platform,  has  pleaded 
with  us  not  to  press  on  his  neck.  He  does  not 
want  two  such  attacks  on  the  same  day.  He 
is  obviously  laboring  under  a heavy  burden 
and  so  far  has  been  unable  to  find  any  relief 
from  medical  treatment. 

I do  not  know  what  Dr.  C ’s  ex- 

perience has  been.  This  is  an  extremely 
common  situation.  Anybody  who  complains 
of  giddiness  and  bouts  of  mental  confusion 
or  vertigo  should  be  suspected  of  having  a 
hyperactive  carotid  sinus,  particularly  if 
middle  aged  or  older.  I think  this  is  one  of 
the  commonest  causes  of  cerebral  ischemia. 

Ordinarily,  these  episodes  are  pretty  well 
controlled  by  appropriate  medication.  I 

think  that  Dr.  C ’s  attacks  might  be 

controlled  if  he  could  tolerate  enough  atro- 
pine. This  drug  sometimes  produces  blurring 
of  vision  and  dryness  of  the  throat  which  is 
so  unpleasant  that  the  patient  prefers  to 
avoid  full  atropinization.  I think  it  would 
be  interesting  from  a diagnostic  standpoint 
to  give  Dr.  C — from  1 to  3 mg.  of  atro- 

pine intravenously — enough  to  block  out  the 
vagal  influences  completely — and  then  to 
press  over  the  right  carotid  sinus  again.  If 
this  will  abolish  his  attacks,  we  have  a clue 
to  the  method  of  treatment.  If,  however, 
complete  atropinization  is  ineffective,  I 
would  suggest  that  he  be  given  full  doses  of 
ephedrine  sulfate — perhaps  50  mg.  three  or 
four  times  a day — because  this  has  a doubly 
effective  action.  It  not  only  serves  to  main- 
tain blood  pressure  but  stimulates  the  myo- 
cardium and  makes  it  less  susceptible  to 
vagal  influences.  If  neither  of  those  prep- 
arations is  effective  in  Dr.  C — -’s  case, 

we  have  to  assume  that  he  is  having  some  re- 
flex disturbances  in  cerebral  circulation  and 
to  admit  that  we  have  no  drugs  which  will 
abolish  that  aspect  of  the  disease.  These 
are  the  only  cases  requiring  operation.  Oc- 
casionally, it  is  actually  necessary  to  de- 
nervate  the  affected  sinus ; a number  of  such 
cases  have  been  reported.  I think  it  unlikely 
that  operation  will  be  necessary  in  Dr. 

C ’s  case  because,  fortunately,  these 

episodes  are  not  necessarily  permanent. 
Sometimes  they  last  from  a fewT  months  to 
a year  and  then  disappear  spontaneously. 
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One  frequent  cause,  of  course,  is  some 
disease  process  around  the  bifurcation  of  the 
carotid  artery  such  as  tuberculous  or  malig- 
nant lymph  glands,  for  example,  or,  more 
probably,  atheromatous  changes  in  the  bulb 
of  the  carotid  artery.  We  are  apt  to  forget, 
however,  that  changes  within  the  cerebrum 
may  be  responsible  for  this  hypersensitive 
reflex.  In  the  first  case  improvement  fol- 
lowed removal  of  infected  teeth.  Sometimes 
this  reflex  is  a little  hyperactive  immediately 
following  any  infectious  disease.  Toxemias, 
avitaminoses  and  drugs  may  so  facilitate 
transmission  of  impulses  through  the  central 
nervous  system  that  a reflex  becomes  tem- 
porarily hyperactive. 

Then,  again,  from  time  to  time  the  myo- 
cardium of  the  heart  itself  becomes  sensi- 
tized to  vagal  influence.  Digitalis  is  a no- 
torious offender.  I do  not  know  whether 
Dr.  C is  taking  digitalis  or  not  but  oc- 

casionally we  have  to  make  a choice  between 
one  of  two  evils.  In  treating  a patient  for 
congestive  failure  we  may  find  that  digitalis 
sensitizes  the  myocardium  to  vagal  influ- 
ences so  that  he  has  attacks  of  giddiness. 
Sometimes  these  attacks  can  be  prevented  by 
the  administration  of  atropine  along  with 
the  digitalis. 

The  encouraging  thing  I want  to  tell  Dr. 
C is  that  this  condition  is  not  neces- 

sarily permanent.  One  can  only  suggest  that 
he  eliminate  drugs  and  tobacco,  remove  any 
foci  of  infection  and  take  maximal  doses  of 
tincture  of  belladonna  and  ephedrine.  If  the 
attacks  persist,  he  ought  to  consider  having 
the  right  carotid  sinus  denervated  but  I sin- 
cerely hope  that  will  not  be  necessary. 

There  are  other  forms  of  “vagal  fits.”  Af- 
ferent stimuli  may  not  necessarily  arise  from 
the  carotid  artery.  The  vagus  nerve  is  a big 
nerve;  it  innervates  a widespread  portion  of 
the  body  and  appropriate  stimuli  arising  any- 
where within  the  distribution  of  the  vagus 
nerve  may  give  rise  to  episodes  like  this.  The 
vagus  nerve  supplies  the  throat,  as  you  well 
know;  it  supplies  the  larynx,  bronchial  tree 
and  most  of  the  gastrointestinal  tract,  so 
that  in  properly  sensitized  persons  stimuli 
arising  from  any  portion  of  the  body  sup- 
plied by  the  vagus  nerve  may  result  in  a 
functional  heart  block  with  immediate  un- 
consciousness of  the  type  suffered  by  Dr. 
C . 

I would  not  recommend  tonsillectomy  as  a 
cure  for  fits,  of  course,  but  it  is  perfectly 


physiologic  to  believe  that  in  a properly  sen- 
sitized child,  diseased  tonsils,  lying  as  they 
do  within  the  area  supplied  by  the  vagus 
nerve,  may  result  in  paroxysms  of  heart 
block  such  as  this.  Patients  have  been  cured, 
at  least  temporarily,  by  removal  of  such  a 
focus. 

Such  patients  should  also  be  examined  for 
esophageal  diverticuli.  More  than  one  case 
is  recorded  in  the  literature  in  which  a man 
would  faint  every  time  he  swallowed  and  got 
a bolus  of  food  caught  in  a diverticulum. 
Balloons  have  been  put  into  them,  distention 
of  which  resulted  in  a reflex  slowing  of  the 
heart. 

Some  of  the  accidents  occurring  during 
bronchoscopy  and  other  instrumental  manip- 
ulations of  the  upper  respiratory  tract  or 
esophagus  are  probably  of  this  vagal  charac- 
ter. This  does  not  happen  every  time,  of 
course,  but  occasionally  a properly  sensitized 
person  will  experience  a bout  of  reflex 
Stokes-Adam’s  disease.  Sometimes  this  type 
of  vascular  collapse  occurs  on  the  operating 
table  during  thyroidectomy  or  other  opera- 
tions on  the  neck  in  which  traction  may  be 
put  on  the  carotid  sinus  nerve. 

Textbooks  always  contain  mention  of 
pleural  shock  and  a warning  to  avoid  vascu- 
lar collapse  during  performance  of  thora- 
centesis. The  danger  is  probably  highly  over- 
rated. I cannot  recall  having  seen  any 
serious  accident  from  a thoracentesis  but 
this  type  of  vagal  “fit”  probably  could  occur 
in  a properly  sensitized  patient  as  a result  of 
pleural  trauma. 

Students  of  aviation  physiology  are  now 
calling  attention  to  the  fact  that  this 
mechanism  may  be  responsible  for  some  of 
the  collapses  which  occur  at  high  altitudes. 
The  patient  rises  to  a rarefied  height.  Gases 
within  his  intestinal  tract  expand.  The  vagus 
may  be  stimulated  and  may  reflexly  retard 
the  heart  rate.  It  is  possible  that  some 
drownings  which  occur  when  boys  go  swim- 
ming after  a full  meal  may  be  the  result  of 
this  mechanism. 

All  of  these  “vagal  reactions”  can  be  pre- 
vented if  the  patient  can  tolerate  enough 
atropine ; he  needs  no  other  treatment. 

Case  3.  This  illustrates  another  variety  of  syn- 
cope which  is  even  more  common.  This  55  year  old 
white  lawyer  was  admitted  to  the  hospital  in  July 
1944  because  of  fainting  attacks  which  began  in 
childhood.  Two  weeks  before  examination  the  pa- 
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tient  fainted,  was  unconscious  for  a longer  period 
of  time  than  usual  and  stated  that  it  was  difficult 
for  his  doctor  to  bring  him  out  of  it.  Recovery  was 
followed  by  dizziness,  especially  on  change  of  posi- 
tion. This  attack  occurred  in  the  morning,  the  pa- 
tient not  having  had  breakfast  at  the  usual  time. 
He  had  previously  noted  a relationship  between  fast- 
ing and  fainting  and  described  his  sensation  of 
weakness  as  that  of  hunger;  he  found  that  if  he  ate 
between  meals,  he  was  completely  free  of  symptoms. 
For  the  past  five  years,  however,  he  had  noted  diz- 
ziness on  exertion,  stooping  or  change  of  position. 
It  is  significant  that  in  February  1944— about  six 
months  before  he  was  first  seen — he  had  had  ag- 
gravated fatigue  and  weakness  and  intermittent 
cramps  in  the  legs  noted  especially  at  night. 

This  patient  had  fainted  frequently  as  a young- 
ster. This  was  caused  by  pain,  by  peculiar  odors 
and  once  when  he  had  a tooth  extracted.  I do  not 
quite  understand  that  statement  about  peculiar 
odors.  I think  the  historian  may  have  had  in  mind 
the  possibility  of  uncinate  “fits”  which,  as  you  know, 
are  characterized  by  some  olfactory  prodromata. 
On  the  other  hand,  it  may  simply  be  that  peculiar 
and  objectionable  odors  would  cause  this  child  to 
faint. 

The  patient’s  family  history  was  apparently  not 
remarkable  except  that  his  father  also  had  fainting 
spells. 

Physical  examination  showed  nothing  abnormal  in 
the  neck;  heart  size  normal,  no  murmurs;  blood 
pressure  within  normal  limits;  urinalysis  normal; 
blood  count  normal;  and  glucose  tolerance  test  which 
might  be  interpreted  as  being  abnormal  in  that  the 
highest  level  was  only  130, 

Nothing-  whatever  is  said  about  this  pa- 
tient’s diet  for  the  two  or  three  days  preced- 
ing- these  glucose  tolerance  tests.  I think  one 
would  be  extremely  reckless  interpreting  the 
test  as  abnormal  without  knowing  something 
about  his  previous  carbohydrate  intake.  In 
any  event,  if  this  man  does  have  hypogly- 
cemia, it  is  almost  certainly  not  due  to  hyper- 
insulinism  because  his  fasting  blood  sugar 
levels  are  perfectly  normal  and  because  he 
has  not  gained  weight.  If  this  is  hypo- 
glycemia, it  must  be  of  extrapancreatic  ori- 
gin and  more  information  might  have  been 
obtained  by  doing  an  insulin  tolerance  test 
but  on  the  whole  I prefer  not  to  emphasize 
that  glucose  tolerance  test  without  knowing- 
more  about  his  antecedent  diet.  I presume 
that  roentgenographic  examinations  were 
not  important.  The  patient  was  treated  with 
a high  protein,  relatively  high  carbohydrate 
diet  including  frequent  feedings — nicotinic 
acid  and  benzedrine  sulfate  were  employed. 
He  improved  after  one  month’s  treatment 
but  still  had  an  occasional  dizzy  spell. 

This  is  a man  whose  history  is  of  very  long 
duration.  He  had  been  subject  to  fainting 
episodes  since  childhood.  There  is  no  reason 


to  believe,  from  what  we  know  of  his  history, 
that  anything  new  has  happened  to  him. 

Case  4 is  that  of  a white  woman  who  complains 
of  blackouts  over  a five  year  period.  While  working 
in  a shipyard  eighteen  months  ago,  she  had  black- 
outs which  were  seemingly  associated  with  fatigue, 
change  of  position  and  climbing  stairs.  During 
such  attacks,  palpitation,  smothering,  choking  sen- 
sation, dizziness,  blurring  of  vision,  impairment  of 
hearing  and  tinnitus  had  been  experienced.  Impair- 
ment of  memory,  numbness,  tingling,  coldness  of 
hands  and  feet,  belching,  nausea  and  weakness  had 
also  been  noted.  The  patient  was  sick  enough  to 
give  up  her  work.  Four  weeks  ago,  while  standing 
on  a box  and  reaching  upward,  she  suddenly  had  a 
blackout  and  fell,  hurting  her  left  hip  and  right 
knee. 

Her  family  history  appears  to  be  unimportant  ex- 
cept that  her  mother  was  also  subject  to  fainting 
attacks.  She  herself  had  undergone  an  artificial 
menopause  ten  years  previously  and  her  attacks  of 
Tainting  had  been  more  frequent  since  hysterectomy. 

Physical  examination  reveals  a tense,  excitable 
woman,  perhaps  ten  pounds  overweight.  The  eyes, 
including  the  fundi,  are  normal;  teeth  carious,  gums 
retracted  and  inflamed;  the  heart  appears  to  be  nor- 
mal; blood  pressure  certainly  within  the  limits  of 
normal.  Although  there  is  no  distinct  postural 
hypotension,  the  pulse  pressure  is  certainly  lower  in 
the  erect  position  than  when  lying  down.  Repeated 
pressure  on  the  neck  does  not  cause  changes  in  the 
blood  pressure  or  pulse  rate.  The  hands  and  feet 
are  cold  and  clammy.  Laboratory  findings  are  pre- 
sumably unimportant.  There  is  nothing  of  impor- 
tance on  the  electrocardiogram.  Certainly  this  is 
not  an  example  of  carotid  sinus  syncope. 

I think  these  last  two  people  belong  in  an 
entirely  separate  category.  For  twenty-five 
years,  anyway,  Yandell  Henderson,  the 
great  Yale  physiologist  who  recently  died, 
had  been  emphasizing  the  importance  of  the 
venous  system  to  man.  For  some  reason  or 
other,  clinicians  have  preferred  to  ignore  him 
until  recently,  and  unless  a patient  presents 
varicose  veins  or  thrombophlebitis,  the 
physician  is  apt  to  forget  that  the  patient 
has  a venous  system.  Actually,  it  is  of  para- 
mount importance  and  I think  that  these  two 
patients  probably  belong  in  a group  in  which 
venous  circulation  is  temporarily  inadequate. 
The  reasons  for  this  are  not  hard  to  under- 
stand. When  a person  is  lying  down,  the 
venous  pressure  in  his  foot  is  about  100  mm. 
of  water.  When  he  stands  up,  this  pressure 
is  totally  incapable  of  returning  blood  to  the 
heart.  There  simply  is  not  enough  hydro- 
static pressure  in  the  venous  system  to  force 
blood  back  to  the  heart  so  that  some  other 
mechanism  is  absolutely  essential  if  the  cir- 
culation is  to  be  maintained.  The  machinery 
necessary  to  return  blood  to  the  heart  con- 
sists of  two  parts.  The  most  important  is 
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that  connected  with  the  tone  of  skeletal 
muscle.  Voluntary  muscles  are  always  in 
a state  of  chronic  contraction,  as  you  know, 
even  when  we  are  asleep.  Impulses  are  com- 
ing from  the  central  nervous  system  con- 
stantly which  tend  to  keep  our  skeletal 
muscle  in  a state  of  tonus  or  partial  contrac- 
tion. Thus,  the  veins,  being  equipped  with 
valves,  are  enabled  to  pump  or  boost  the 
blood  along  with  the  aid  of  contraction  of  the 
skeletal  muscle. 

The  other  necessary  piece  of  machinery  is 
the  pumping  action  exerted  by  the  thorax 
during  inspiration.  The  changes  in  intra- 
pleural pressure  are  of  definite  assistance  in 
returning  blood  from  the  periphery  of  the 
body  to  the  heart.  Whenever  a patient’s 
skeletal  muscle  tone  is  diminished  or  absent, 
he  suffers  grave  impairment  of  venous  circu- 
lation and  all  of  us  are  very  near  the  border- 
line so  far  as  venous  circulation  is  concerned. 
An  example  is  the  soldier  who  is  forced  to 
stand  at  attention  without  moving  for  con- 
siderable periods  of  time.  Many  of  them 
faint,  as  you  well  know,  particularly  if  the 
day  is  hot  when  the  cutaneous  blood  vessels 
are  dilated  so  that  the  blood  is  deviated  from 
the  muscles  into  the  skin.  Because  of  a 
diminished  volume  of  circulating  blood,  the 
venous  return  suddenly  becomes  inadequate 
and  the  soldier  drops  to  the  ground.  This 
phenomenon,  of  course,  was  well  known  to 
the  ancient  Romans.  It  is  the  reason  why 
death  by  crucifixion  was  employed.  In  the 
pre-anesthetic  era,  surgeons  used  to  take  ad- 
vantage of  it  and  would  require  their  pros- 
pective victims  to  stand  motionless  for  a cer- 
tain period  of  time  until  the  venous  return 
became  inadequate  and  syncope  occurred. 

The  venous  circulation  can  easily  fail  in 
perfectly  normal  people.  Women,  during  the 
early  part  of  pregnancy,  are  particularly 
susceptible.  It  is  well  known  that  they  are 
often  nauseated  in  the  morning.  I do  not 
know  what  causes  morning  nausea  but  I feel 
sure  it  must  have  some  relation  to  posture 
because  the  nausea  frequently  disappears 
after  the  woman  has  been  on  her  feet.  1 
suspect  that  this  morning  nausea  and  pos- 
tural giddiness  of  which  so  many  pregnant 
women  complain  are  of  the  same  mechanism. 

Everybody  here  has  had  the  experience  of 
seeing  patients  faint  when  getting  out  of  bed 
after  an  operation.  Prolonged  recumbency 
will,  of  course,  diminish  muscle  tone  and  re- 
sult in  this  “orthostatic”  syncope.  We  see 


it  after  sympathectomy  for  hypertension.  I 
feel  sure  that  it  is  caused  by  defective  venous 
return  of  blood  to  the  heart. 

Many  of  these  patients  belong  to  the 
“neurocirculatory  asthenia”  group.  I do  not 
know  what  that  is.  It  has  been  studied  in- 
tensively ever  since  the  last  war.  Nobody 
has  defined  the  clinical  syndrome  with  exact- 
ness. I think  that  Isaac  Starr  of  Philadel- 
phia has  perhaps  described  it  best  as  being 
“a  sort  of  clumsiness  of  the  circulation.” 
Not  everybody  learns  how  to  play  baseball 
or  golf  skillfully  and  some  people  simply 
have  a clumsy,  inefficient  type  of  circula- 
tion. Our  grandmothers  used  to  swoon  or 
faint  at  will.  The  same  mechanism  is  at  the 
basis.  The  reception  of  a piece  of  bad  news 
or  a sudden  fright  or  the  smell  of  a dis- 
gusting odor  can  result  in  such  massive  cere- 
bral inhibition  that  temporarily  the  skeletal 
musculature  is  completely  flaccid  and  the 
blood  is  unable  to  get  to  the  heart.  I think 
our  grandmothers  perhaps  developed  a con- 
ditioned reflex  so  that  they  could  paralyze 
their  skeletal  muscle  at  will. 

This  is  an  extremely  important  group  of 
cases.  The  treatment  obviously  must  de- 
pend upon  the  underlying  cause.  I think  the 
major  share  of  the  therapeutist’s  effort 
should  be  directed  toward  measures  which 
increase  the  tone  of  skeletal  muscle.  Unfor- 
tunately, we  have  no  drugs  which  are  ef- 
fective in  increasing  venous  tone.  Some  of 
these  individuals  find  that  they  are  much 
better  if  they  will  thresh  about  in  bed  in  the 
morning  before  they  get  up  or  take  some 
muscular  exercise  while  they  are  lying  down. 
Some  of  them  even  require  elastic  bandages 
around  the  legs  from  the  ankle  to  the  hip  to 
prevent  the  loss  of  fluid  into  extravascular 
spaces  and  to  support  the  circulation  in  the 
erect  position.  However,  not  many  people 
are  willing  to  go  around  wrapped  up  all  day. 

Occasionally,  certain  individuals  with  or- 
ganic disease  of  the  sympathetic  nervous 
system  have  this  condition  to  a pronounced 
degree.  I am  talking  about  people  with 
tabes  dorsalis,  multiple  sclerosis  and  diabetic 
neuritis.  Any  diffuse  disease  of  the  central 
nervous  system  can  be  accompanied  by  this 
“postural”  or  “orthostatic”  syncope  simply 
because  these  patients  are  incapable  of  mak- 
ing the  necessary  reflex  adjustments  which 
occur  when  a person  stands  up.  I am  afraid 
that  we  do  not  have  much  to  offer  these  pa- 
tients. It  is  one  of  the  most  discouraging 
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problems  to  treat.  The  difficulty  is  that  we 
have  no  drugs  which  are  very  effective  in 
maintaining  venous  tone.  There  are  two 
amines  which  give  promise  of  being  useful 
— paredrine  and  paredrinol.  They  will  ele- 
vate blood  pressure  and  it  is  thought  that 
they  act  principally  by  constricting  the  ven- 
ous system  so  that  these  two  drugs  may  be 
of  some  benefit  although  they  are  often  dis- 
appointing. Desoxycorticosterone  and  a high 
salt  intake  have  been  recently  advocated  as 
aids  in  increasing  blood  volume. 

A frequently  effective  procedure  suggest- 
ed by  Allen  of  the  Mayo  Clinic  and  others 
is  to  have  the  patient  sleep  in  a partially 
erect  position.  The  use  of  a “head-up”  bed 
has  been  beneficial,  especially  in  our  pa- 
tients who  have  had  this  syndrome  follow- 
ing sympathectomy.  The  head  of  the  bed  is 
simply  elevated  eighteen  or  twenty  inches. 
The  patients  get  used  to  sleeping  in  that 
position  and  they  may  not  want  to  go  back 
to  the  horizontal  position. 

DISCUSSION 

CHAIRMAN  JOHN  F.  ALLEN:  I am  wondering, 
when  Dr.  Findley  a moment  ago  referred  to  neuro- 
circulatory  asthenia  in  the  last  war — it  was  known 
over  in  England  as  “soldier’s  heart”  and  a little  later 
in  this  country  as  “effort  syndrome” — whether 
there  has  been  any  of  that  in  this  war.  I haven’t 
heard  much  about  it.  During  the  early  part  of  the 
last  war  abroad,  in  England  as  well  as  in  this  coun- 
try, there  were  many  boys  rejected  or  ultimately 

❖ 

UNCOVER  NEW  EVIDENCE  IN  POLIOMYELITIS 
STUDY 

Three  investigators  from  the  University  of  Michi- 
gan School  of  Public  Health  have  discovered  that  the 
virus  which  causes  infantile  paralysis  can  be  present 
in  a person’s  intestinal  tract  for  as  long  as  19  days 
before  the  onset  of  paralytic  symptoms. 

Gordon  C.  Brown,  ScD.;  Thomas  Francis,  Jr.,  M.D., 
and  Harold  E.  Pearson,  M.D.,  all  of  Ann  Arbor, 
Mich.,  based  their  study  on  51  stools  and  57  throat 
washings  taken  at  the  Detroit  Recreation  Camp, 
northeast  of  Brighton,  Mich.,  in  July  1944.  Their  re- 
port appears  in  the  September  8 issue  of  The  Journal 
of  the  American  Medical  Association. 

The  camp,  which  the  investigators  say  is  “clean 
and  well  taken  care  of,”  is  owned  and  operated  by 
the  City  of  Detroit  for  the  benefit  of  underprivileged 
boys  and  girls.  Several  cases  of  infantile  paralysis 
broke  out  in  the  camp,  all  confined  to  one  cabin, 
which  housed  10  boys  between  the  ages  of  13  and  17. 

The  first  boy  became  ill  on  July  2 and  three  days 
later  he  was  admitted  to  the  Herman  Kiefer  Hos- 
pital, Detroit,  with  the  diagnosis  of  poliomyelitis. 

On  July  9,  the  three  Ann  Arbor  investigators,  in 
company  with  Detroit  health  officials,  visited  the 


turned  down  or  discharged  with  an  argument  over 
their  neurocirculatory  asthenia.  I had  forgotten 
about  it  until  the  doctor  referred  to  it.  I am  won- 
dering what  the  experience  of  the  Army  is  at  this 
time.  I don’t  know  whether  the  doctor  can  help  me 
or  not. 

DR.  FINDLEY:  On  the  contrary,  a great  deal  of 

attention  is  being  paid  to  it.  There  are  numerous 
laboratories  in  the  country  where  new  devices  are 
being  applied  to  the  problem.  I am  thinking  about 
such  gadgets  as  the  ballisto-cardiograph,  measure- 
ments of  intracardiac  pressure  and  calculations  of 
peripheral  resistance,  which  are  being  actively  em- 
ployed at  this  time  in  the  study  of  these  conditions. 
I do  not  know  that  we  are  yet  much  smarter  than 
we  were  twenty  years  ago.  The  problems  certainly 
are  not  being  ignored. 

CHAIRMAN  ALLEN : I didn’t  mean  to  infer  that 
it  was  being  ignored.  I meant  to  ask  for  informa- 
tion as  to  how  it  was  being  handled. 

I’d  like  to  ask  Dr.  Findley,  in  his  discussion  of 
neurocirculatory  asthenia,  so-called,  certain  mani- 
festations on  the  part  of  certain  individuals  under 
physical  or  mental  stress,  or  both,  whether  in  ad- 
dition to  the  theories  which  he  presented  he  thinks 
in  terms  of  the  morphology  of  that  individual.  By 
that  I mean  are  postural  relationships  of  height, 
weight  and  that  sort  of  thing — in  other  words  mor- 
phology— at  present  thought  to  enter  into  these 
manifestations  of  so-called  neurocirculatory  as- 
thenia. 

DR.  FINDLEY : Not  all  of  them,  of  course,  con- 

form to  one  single  physical  type.  I think  it  is  true 
that  most  of  them  are  asthenic — tall — and  that  most 
of  them  by  the  very  feel  of  their  hands  and  legs  have 
an  inadequate  peripheral  circulation.  But  so  far  no 
evidence  of  heart  disease  has  been  found.  If  the 
resistance  is  normal,  one  cannot  help  thinking  in 
terms  of  defective  skeletal  muscle  tone. 

❖ 


camp  and  began  their  study,  which  was  aided  by  a 
grant  -from  the  National  Foundation  for  Infantile 
Paralysis,  Inc. 

On  July  28,  one  pf  the  camp  boys,  Richard  W.,  was 
admitted  to  Herman  Kiefer  Hospital  with  symptoms 
of  infantile  paralysis.  Thus,  19  days  elapsed  between 
the  time  the  stool  was  taken  and  the  onset  of  the 
disease. 

When  a preparation  of  his  stool  specimen  was 
injected  into  a monkey,  it  caused  weakness  in  the 
animal’s  left  arm  and  partial  paralysis  of  the  left 
leg. 

“The  detection  of  virus  in  the  stool  of  Richard  W. 
establishes  the  fact  that  virus  may  be  present  in  the 
intestinal  tract  for  some  time  before  the  onset  of  the 
paralytic  disease,”  The  Journal  article  says.  “More 
than  the  usual  precautions  were  taken  to  verify  this 
finding.  The  original  stool  was  processed  twice  and 
each  time  caused  typical  symptoms  in  monkeys. 
Diagnosis  was  corroborated  by  microscopic  examina- 
tion, which  showed  characteristic  if  not  extensive  in- 
volvement of  the  nervous  tissue.  The  fact  that  four 
other  boys  exposed  for  exactly  the  same  period  like- 
wise had  virus  in  their  stools  adds  materially  to  the 
evaluation  of  the  findings.” 


Psittacosis— Report  of  a Fatal  Case  with  Some 
Unusual  Histopathologic  Findings 
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The  diseases  psittacosis  and  ornithosis 
have  recently  been  favored  with  renewed  in- 
terest because  of  their  recognition  as  the 
underlying  cause  in  a certain  number  of 
cases  of  so-called  “atypical”  or  virus  pneu- 
monia^. Meyer  and  his  associates(7>  have 
suggested  that  the  term  psittacosis  be  re- 
served for  those  cases  of  human  infection  oc- 
curring after  contact  with  psittacine  birds 
such  as  parrots,  parakeets,  love-birds  and 
canaries  and  that  the  term  ornithosis  be  ap- 
plied to  infections  following  exposure  to 
doves,  pigeons,  chickens,  etc.  In  the  case  to 
be  reported  here,  the  history  does  not  permit 
definite  identification  of  the  type  of  bird  con- 
tact and  since  the  complement  fixation  test 
does  not  distinguish  between  psittacosis  and 
ornithosis,  we  cannot  exactly  conform  to  the 
suggested  terminology.  The  case  is  reported 
because  of  the  rarity  of  such  proven  cases 
in  Nebraska  and  because  of  some  unusual 
histopathologic  features  in  the  lungs.  The 
case  also  illustrates  the  diagnostic  difficul- 
ties attending  such  cases  in  the  absence  of 
adequate  history  of  contact  with  birds.  The 
case  is  reported  in  the  same  sequence  as  we 
obtained  the  information. 

Case  No.  61221 — Mr.  B.  C. — 0.  A 24-year-old 
Mexican  laborer  was  admitted  to  the  Lincoln  Gen- 
eral Hospital  August  1st,  1944.  The  patient  neither 
spoke  nor  understood  English  and  a Spanish  speak- 
ing intepreter  was  obtained.  The  patient’s  com- 
plaints were  (1)  an  inguinal  hernia,  (2)  mild  pain 
in  various  joints,  (3)  mild  abdominal  pain. 

History  was  inadequate,  but  revealed  that  about 
eight  weeks  prior  to  entrance,  the  patient  had  come 
to  Nebraska  from  Mexico  to  work  as  a railroad 
section  hand.  His  hernia  caused  slight  disability 
and  in  the  last  few  days  he  also  had  joint  pains, 
abdominal  cramps  and  some  diarrhea.  His  foreman 
referred  him  to  the  railroad  surgeon  primarily  for 
herniorraphy.  It  was  obvious  after  preliminary 
examination  that  surgery  was  of  secondary  im- 
portance. 

Physical  examination  on  entrance  revealed  a tem- 
perature of  100  degrees  F;  pulse  80  per  minute; 
respiration  22  per  minute  and  blood  pressure  of 
120/65.  There  was  a small  right  inguinal  hernia 
apparent  on  straining.  There  was  tenderness  in 
the  left  elbow  and  left  knee  on  motion,  and  with- 
out swelling  or  discoloration.  No  other  significant 
physical  findings  were  recorded.  The  routine  lab- 
oratory data  obtained  on  entrance  revealed  10.5 

*From  the  Departments  of  Pathology,  Medicine.  Surgery  and 
Radiology,  Lincoln  General  Hospital,  Lincoln,  Nebraska. 
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gm.  of  hemoglobin  (67%)  with  a leukocyte  count 
of  3,150  of  which  56%  were  segmented  neutrophils, 
34%  were  staff  form  neutrophils,  9%  lymphocytes 
and  1%  basophiles.  Urine  analysis  showed  albumin 
2 plus  and  leukocytes  and  erythrocytes  one  plus 
each.  The  sedimentation  rate  was  rapid. 

COURSE 

The  second  day  in  the  hospital,  the  patient’s  tem- 
perature spiked  to  105  degrees  F at  8 p.  m.  and 
ranged  from  100  to  103  degrees  for  the  next  six 
days.  He  now  complained  of  severe  pains  in  knees, 
elbows  and  hips,  slight  headache  and  appeared  acute- 
ly ill.  During  this  time,  a blood  culture  was  ob- 
tained and  remained  negative  (6  weeks);  the  W.B.C. 
remained  at  the  3,000  and  4,000  level  with  marked 
“left  shift”  in  neutrophils.  The  patient’s  serum 


Fig.  I.  Roentgenogram  of  chest  on  8th  hospital  day,  show- 
ing patchy  consolidation  at  periphery  of  lung  fields  and  in- 
creased  bronchovascular  markings. 


gave  negative  agglutination  tests  for  typhoid, 
paratyphoid  A and  B and  for  brucellosis.  A stool 
specimen  was  examined  and  revealed  numerous 
Endamoeba  coli  and  Chilomastix  mesnili.  Cultures 
for  typhoid-dysentery  group  of  organisms  were 
negative.  On  the  8th  hospital  day,  he  complained  of 
chest  pain  and  dysphagia  and  the  following  day 
had  a slightly  productive  cough.  Fine  rales  were 
detected  at  both  lung  bases.  A roentgenogram  of 
the  chest  made  then  revealed  accentuated  broncho- 
vascular markings  with  patchy  areas  of  consolida- 
tion toward  the  periphery  of  the  lung.  This  sug- 
gested a (Figure  1)  roentgenologic  diagnosis  of 
patchy  pneumonitis,  possibly  miliary  tuberculosis. 
Sputum  examination  was  negative  for  acid  fast 
organisms.  The  patients’s  general  condition  became 
rapidly  worse.  A repetition  of  blood  culture  and 
agglutination  tests  for  typhoid  and  brucella  organ- 
isms again  gave  negative  results.  Four  days  after 
the  original  roentgenogram  of  the  chest  and  five 
days  prior  to  death,  a recheck  roentgenogram 
showed  rapidly  progressive  inflammatory  lesions  in 
both  lungs,,  most  marked  in  the  right  upper  lobe. 
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The  heart  was  dilated  (Figure  2).  The  patient  died 
on  the  17th  hospital  day.  The  clinical  differential 
diagnosis  at  time  of  death  included  miliary  tuber- 
culosis, endocarditis,  rheumatic  fever. 


Fig.  II.  Roentgenogram  of  chest  on  12th  hospital  day,  show- 
ing progression  of  inflammatory  lesions  in  lungs,  particularly 
in  the  right  upper  lobe.  The  heart  is  dilated. 


The  autopsy  was  performed  on  the  unem- 
balmed body  about  two  hours  after  death. 
The  summary  of  gross  anatomic  lesions  was 
as  follows:  (1)  Patchy  hemorrhagic  pneu- 
monitis (type  undetermined).  (2)  Marked 
cloudy  swelling  of  all  viscera  (septicemia  ?). 
(3)  Toxic  “myocarditis”  with  cardiac  dilata- 
tion. (4)  Ascites,  bilateral  hydrothorax,  and 
hydropericardium  (approximately  300  cc. 
each).  (5)  Right  inguinal  hernia  with  fi- 
brous atrophy  of  right  testis.  (6)  Hepatic 
hilar  lymphadenopathy.  (7)  Subcapsular 
hemangioma  of  liver. 


learned  only  that  the  main  lesion  was  a pneu- 
monitis, and  that  there  were  signs  of  severe 
toxic  infectious  changes  in  the  visceral  or- 
gans. In  summarizing  the  clinical  and  gross 
autopsy  findings  of  a rapidly  progressing 
toxic  and  febrile  disease  with  patchy  pneu- 
monitis and  persistent  leukopenia  the  dis- 
ease of  psittacosis  seemed  to  be  a likely  pos- 
sibility. Fortunately,  we  had  obtained  a 
sterile  sample  of  heart  blood  at  the  time 
of  necropsy  and  the  serum  from  this  was 
sent  to  Kr.  Karl  F.  Meyer,  Director  of  the 
Hooper  Foundation,  University  of  California 
in  San  Francisco,  for  a complement  fixation 
test  for  psittacosis.  His  report  stated  that 
there  was  specific  fixation  in  a serum  dilu- 
tion 1:128  and  that  in  the  absence  of  lympho- 
granuloma, this  was  significant.  His  report 
was  received  shortly  after  our  microscopic 
studies  revealed  the  following:  (1)  Virus 
pneumonitis.  (2)  Subacute  myocarditis. 
(3)  Subacute  polyserositis  (especially  epi- 
cardium,  pericardium  and  peritoneum). 
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The  gross  appearance  of  the  lungs  was  as 
follows:  The  pleural  surfaces  were  smooth 
and  glistening.  The  lungs  were  moderately 
heavy  and  edematous.  The  larger  bronchi 
contained  some  thick  tenacious  mucous  and 
the  bronchial  mucous  membranes  were  con- 
gested. The  larger  pulmonary  vessels  were 
clear.  The  cut  surfaces  of  the  lung  revealed 
a patchy  consolidation  with  focal  hemor- 
rhages and  this  reaction  was  present  in  the 
upper,  middle  and  lower  lobes  on  the  right, 
and  in  the  lower  lobe  on  the  left.  It  was 
most  marked  in  the  right  hilar  area  and 
right  upper  lobe.  The  hilar  lymphnodes 
were  small,  red  and  firm. 

A post-mortem  blood  culture  and  aspira- 
tion culture  obtained  through  the  seared  sur- 
faces of  lung  were  entirely  negative.  Bron- 
chial cultures  revealed  a mixed  bacterial 
flora  and  did  not  help  in  our  search  for  the 
etiologic  agent. 

Thus,  after  completion  of  the  gross  autop- 
sy and  routine  bacteriological  studies,  we  had 
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Fig.  III.  Lung  (H  & E x 100)  showing  alveolar  exudate 
and  congestion  of  vessels. 


(4)  Focal  necrosis  of  spleen.  (5)  Subacute 
and  chronic  enteritis.  (6)  Subacute  and 
chronic  lymphadenitis  (pulmonary  hilar 
nodes).  (7)  Fibrous  atrophy,  right  testis. 

Detailed  histologic  findings  of  interest 
concern  only  the  lungs.  The  chief  lesion  in 
the  lung  was  characterized  by  an  intra- 


388 


PSITTACOSIS:  TANNER,  COVEY , EVERETT,  NEELY 


Nebr.  S.  M.  Jour. 
November,  1945 


alveolar  exudate  composed  of  fibrin  and  large 
mononuclear  cells.  The  alveolar  walls  were 
moderately  thickened,  the  capillaries  con- 
gested and  some  interstitial  mononuclear  in- 
filtration was  present.  The  alveolar  exudate 
contained  some  pigment-containing  macro- 


Figs.  IV.  and  V.  Lung  (H  & E x 900)  showing  nature  of 
mononuclear  exudate  in  alveoli  and  intense  interstitial  con- 
gestion. 

phages  (Figures  3,  4 and  5).  Some  of  the 
macrophages  showed  intracystoplamic  inclu- 
sions of  bluish  staining  dust-like  particles. 
These  were  best  seen  in  “touch  preparations” 
stained  with  a combination  Wright  and 
Giemsa  stain.  The  pleural  surfaces  were  es- 
sentially negative.  The  smaller  bronchi  in 
many  areas  had  prominent  and  thickened 
walls  (Figure  6).  The  walls  were  infiltrated 
with  large  numbers  of  brownish  pigment- 
containing  mononuclear  cells.  This  pigment 
was  somewhat  crystalline  in  appearance  but 
stained  positively  for  iron.  The  particles 
were  not  doubly  retractile  and  not  visible  in 
sections  prepared  by  micro-incineration 
and  examined  with  the  polarizing  micro- 
scope^). These  would  appear  to  be  macro- 
phages containing  blood  pigment  granules. 
In  some  areas,  actual  bronchiolar  stenosis  ap- 
peared to  result  from  the  above  reaction.  The 
epithelial  lining  was  intact.  A separate  and 
probably  terminal  acute  inflammation  of  the 
bronchopneumonic  type  was  apparent  in 
some  areas. 


After  establishing  the  diagnosis  of  psit- 
tacosis, we  tried  to  obtain  additional  in- 
formation from  the  labor  camp  of  the  rail- 
road regarding  possible  exposure  to  birds. 
The  remaining  Mexican  laborers  stated  that 
they  frequently  had  bird  pets  (mostly  par- 
rots) in  Mexico,  but  no  recent  exposure  could 
be  proven.  Domestic  fowl  in  the  area  of 
camp  were  not  obviously  diseased.  No  in- 
vestigation of  wild  fowl  in  that  community 
was  carried  out. 

COMMENT 

The  clinical  aspects  of  psittacosis  have 
been  outlined  by  numerous  observers)1’ 5’  6>. 
All  have  stressed  the  general  features  of  a 
typhoid-like  illness  with  pneumonia.  These 
findings  are  usually  accompanied  by  a his- 
tory of  contact  with  newly  acquired  bird 
pets.  When  this  latter  history  is  not  ob- 
tained, the  clinical  diagnosis  is  extremely 
difficult,  as  illustrated  by  the  case  reported 


Fis.  v. 


above.  The  suggestion  of  Melamed  and 
Fine* 10 ) that  all  cases  of  atypical  pneumonia 
have  a complement  fixation  test  for  orni- 
thosis, even  in  the  absence  of  known  contact 
with  birds,  would  no  doubt  increase  the  num- 
ber of  such  cases  diagnosed  clinically.  These 
same  authors  discussed  the  roentgenographic 
diagnosis  of  ornithotic  pneumonia.  They 
stress  the  necessity  of  serial  roentgenograms 
to  aid  in  the  diagnosis. 
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Some  of  the  characteristics  of  the  psitta- 
cosis virus  are  well  described  by  Enders(2) 
and  Heilman* 4).  They  point  out  that  the 
infectious  agent  of  psittacosis  is  one  of  the 
largest  of  the  filterable  viruses,  with  a 
diameter  of  about  275  millimicrons.  The 
granules  seen  microscopically  may  represent 
individual  virus  particles.  The  intra-abdom- 
inal injection  of  mice  with  sputum  from 
suspected  cases  is  a suitable  method  of  ob- 
taining the  virus.  Focal  necrosis  of  liver 
and  spleen  occur  in  mice  dying  of  psitta- 


Fig-.  VI.  Lung  (H  & E x 900)  showing  bronchial  lining 
with  acute  exudate  in  lumen  (lower  right  corner)  and  peculiar 
infiltration  of  bronchial  wall  by  mononuclear  cells  containing 
pigment  granules. 

cosis.  The  cystoplasm  of  some  mononuclear 
cells  in  the  tissues  of  these  animals  contain 
many  virus  particles,  and  these  can  be  dem- 
onstrated by  impression  preparations  stained 
with  Giemsa  stain.  There  is  said  to  be  a 
variation  in  the  day  to  day  elimination  of 
virus  in  the  sputum  of  human  beings  with 
psittacosis.  The  virus  has  but  occasionally 
been  demonstrated  in  the  blood  of  human 
cases.  The  virus  is  usually  demonstrated  in 
discharges  from  the  nares  and  in  the  con- 
tents of  the  cloaca  in  birds  in  the  acute  stage 
of  infection.  It  is  likely  that  the  virus  from 
these  sources  may  be  carried  through  the  air 
for  considerable  distances.  The  portal  of 
entry  in  human  infections  is  the  upper  res- 
piratory tract.  Then  it  is  disseminated  to 


the  lungs  and  other  tissues.  The  incubation 
period  is  usually  six  to  fifteen  days,  but 
may  be  much  longer. 

Foord(3>  has  presented  a discussion  of  the 
pathology  of  psittacosis  in  human  beings. 
He  found  that  the  principal  lesion  is  a unique 
pneumonia  involving  one  or  more  lobes  and 
producing  a wet,  consolidated  parenchyma. 
The  pleura,  bronchi  and  bronchioles  in  his 
cases,  were  relatively  spared.  Histologically, 
the  consolidation  is  found  due  to  an  intra- 
alveolar  exudate  containing  fluid  and  fibrin 
plus  large  mononuclear  cells.  Proliferation 
of  alveolar  epithelium  and  histiocytes  in  the 
alveolar  walls  was  a constant  finding. 

The  case  reported  here  presents  two  fea- 
tures which  may  be  worthy  of  additional 
discussion.  First,  the  only  probable  contact 
with  psittacine  birds  occurred  at  least  eight 
weeks  prior  to  hospitalization.  We  are  un- 
able to  definitely  exclude  more  recent  con- 
tact with  birds,  and  perhaps  some  domestic 
or  wild  fowl  in  Nebraska  harbor  the  orni- 
thotic  virus  which  is  practically  indistin- 
guishable from  the  psittacosis  virus.  How- 
ever, Dr.  Karl  Meyer*8  > in  a personal  com- 
munication to  us,  suggests  that  there  is  the 
remote  possibility  that  our  case  carried  the 
virus  from  Mexico  and  that  some  environ- 
mental factor  provoked  a clinical  attack. 

The  second  unusual  feature  concerns  the 
histopathologic  finding  of  the  chronic  fibrous 
bronchiolitis  with  infiltration  of  bronchial 
walls  by  large,  pigment-containing,  mono- 
nuclear cells,  in  our  case.  The  possibility  of 
this  change  indicating  a more  chronic  inflam- 
matory reaction  due  to  the  virus,  is  sug- 
gested. We  cannot,  however  rule  out  a sep- 
arate unrelated  pathologic  process  as  the  ex- 
planation of  this  particular  lesion.  The  other 
microscopic  findings  in  the  lungs  were  typi- 
cal of  those  described  in  other  reports  of 
psittacosis. 

SUMMARY 

1.  A fatal  case  of  human  psittacosis  is  re- 
ported together  with  necropsy  and  serologic 
findings. 

2.  The  possibility  of  psittacosis  or  orni- 
thosiis  as  the  etiologic  agent  in  cases  of  so- 
called  “atypical”  or  virus  pneumonia  is 
stressed. 

3.  Brief  references  to  the  literature  deal- 
ing with  clinical,  roentgenological  epidemi- 
ological and  pathological  aspects  of  psitta- 
cosis are  cited. 

4.  Some  unusual  aspects  of  epidemiology 
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and  histopathology  of  this  particular  case 
are  discussed  in  relation  to  previously  re- 
ported studies. 
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IN  THIS  ISSUE 


MANY  of  the  readers  heard  Dr.  Thomas 
Findley  of  the  Ochsner  Clinic,  New  Orleans, 
give  the  paper  on  Recurrent  Cerebral 
Ischemia  before  the  Omaha  Mid-West  Clin- 
ical Society  in  October,  1944.  We  present 
the  dissertation  on  this  important  subject 
on  page  380 

PSITTACOSIS  is  a disease  which  because 
of  its  relative  infrequency  the  average  physi- 
cian does  not  fully  appreciate.  That  the  con- 
dition does  exist  and  that  it  is  a very  serious 
disease  is  shown  by  the  paper  of  a group  of 
Lincoln  physicians  on  page ....  386 

THE  PROBLEM  of  sterility  is  one  that  de- 
mands both  knowledge  and  tact.  At  the 
October,  1944  Session  of  the  Omaha  Mid- 
West  Clinical  Society,  Dr.  Ralph  Luikart  of 
Omaha  presented  a lecture  on  present  day 
concepts  of  this  problem.  You  will  find  the 
paper  on  page 391 

AN  interesting  discussion  on  the  differen- 
tial diagnosis  of  poliomyelitis  and  acute  gas- 
tro-intestinal  upsets  is  submitted  by  Dr.  Ko- 


var  of  Clarkson.  It  is  on  page 394 

THIS  month  marks  the  50th  birthday  of 
the  discovery  of  x-ray.  We  are  indebted  to 
the  American  College  of  Radiology  for  a re- 
view of  the  history  and  some  pertinent  re- 
marks on  radiology.  You  will  find  these  re- 
marks on  page 398 

ALL  of  us  are  interested  in  “polio;”  all  of 
us  know  that  the  National  Foundation  for 
Infantile  Paralysis  is  active  in  keeping  every- 
one informed  of  its  program.  Mr.  Belknap, 
the  Director  of  the  Nebraska  Chapter  is  kind 
enough  to  submit  copy  from  time  to  time 
which  physicians  should  read  in  order  that 
they  may  keep  abreast  of  the  times  in  new 
developments  in  many  of  the  phases  of  polio- 
myelitis. Read  the  article  on  page 400 

A PRACTICAL  discussion  of  the  Rh  Fac- 
tor from  the  laboratory’s  viewpoint  is  sub- 
mitted by  L.  O.  Vose  of  the  Laboratories  of 
the  State  Department  of  Health.  You  will 
find  it  useful  and  interesting.  It  appears  on 
page 403 


Present  Day  Concept  of  the  Relationship 
of  Male  and  Female  Sterility.* 

RALPH  LUIKART,  M.D. 

Omaha,  Nebr. 


The  lack  of  fertility  in  men  is  far  more 
frequent  than  has  been  realized.  Too  often 
the  male  partner  is  reluctant  to  have  an  ex- 
amination, and  this  should  not  be  suggested 
until  the  wife  has  been  examined  and  found 
capable  of  conception.  Oftentimes  when  the 
physician  suggests  to  the  female  partner  that 
her  husband  arrange  for  a sperm  examina- 
tion, she  will  inform  him  that  her  husband’s 
sexual  capacity  is  beyond  question  and  he  is 
convinced  the  fault  is  with  the  wife.  Per- 
haps he  may  be  in  doubt  as  to  his  fertility 
because  of  some  pre-existing  venereal  disease 
and  fears  that  if  this  fact  is  disclosed  it 
might  cause  an  upset  in  his  home  life.  There- 
fore, on  some  pretext  or  other  he  indefinite- 
ly postpones  a sperm  test. 

The  experience  of  the  eminent  Marion 
J.  Sims  is  worthy  of  repeating.  Seventy- 
five  years  ago  he  advanced  the  importance  of 
demonstrating  spermatozoa  in  the  semen 
and  complained  that  he  was  “misrepresented, 
maligned  and  positively  abused  both  here  and 
abroad”  for  his  insistence  on  semen  studies. 
Furthermore  he  was  charged  with  dabbling 
in  the  vagina  with  speculum  and  syringe 
and  this  was  incompatible  with  decency  and 
self  respect. 

The  reproductive  cells  of  man  are  easily 
accessible  for  complete  diagnostic  study,  but 
not  so  of  women.  Detailed  fractional  anal- 
yses of  semen  have  divided  the  elements  as 
to  their  fertility  values  as  follows:  a.  Volume 
of  semen,  b.  Sperm  content,  c.  Motility, 
d.  Morphology  of  the  spermatozoa. 

A fairly  accurate  means  of  estimating  the 
reproductive  worth  of  the  individual  may  be 
ascertained  from  the  fact  that  conception 
may  take  place  when  the  following  conditions 
exist: 

1.  Healthy  spermatozoa  have  been  de- 
posited into  the  vagina. 

2.  Undamaged  spermatozoa  have  reached 
the  fallopian  tube  via  the  cervix  and  uterus. 

3.  A healthy  ovum  has  ripened  in  the 
ovary  and  has  been  extruded. 

4.  Such  an  ovum  has  passed  into  the  fal- 


lopian tube  and  there  has  been  fertilized  by 
a spermatozoon. 

5.  The  fertilized  ovum  has  become  im- 
planted on  endometrium  suitable  for  its  de- 
velopment and  incubation. 

It  is  generally  agreed  that  the  husband 
bears  the  chief  or  partial  responsibility  in  ap- 
proximately one-fourth  of  the  involuntary 
barren  marriages.  This  fact  makes  evident 
the  importance  of  his  examination.  The  pur- 
pose of  any  study  of  fertility  is  to  detect  ab- 
solute sterility  as  well  as  to  arrive  at  an  esti- 
mation of  the  relative  fertility  of  each  part- 
ner, each  to  be  considered  separately  and  to- 
gether as  a marital  unit.  The  power  of  re- 
production depends  on  the  sum  total  of  the 
details  of  the  sperm  plasma,  the  physical 
status  of  the  subjects  and  their  ability  to 
have  coitus.  If  the  combination  of  these  fac- 
tors is  below  “the  threshold  level  for  fer- 
tility,” no  issue  will  result  from  the  marriage 
even  though  each  constituent  may  possess 
varying  positive  degrees  of  fecundity. 

One  must  be  able  to  recognize  relative  de- 
grees of  seminal  deficiency  in  order  to  ap- 
praise the  chief  and  final  index  of  male  fer- 
tility, and  correlate  this  with  the  clinical 
data  to  determine  whether  the  husband  is 
the  chief  or  contributing  factor  in  the  barren 
marriage.  In  consideration  of  observations, 
Hotchkiss  notes  that  “the  clinical  useful- 
ness” of  the  biopsies  is  apparent.  Active 
normal  spermatogenesis  requires  no  stimu- 
lating agents.  Complete  degeneration  of  the 
germinal  tissue  defies  treatment  with  sub- 
stances now  available.  Thus  useless  or  mis- 
applied therapy  is  avoided  and  an  approach 
to  rational  treatment  is  made. 

“The  mandates  of  successful  treatment  of 
sterility,  however,  include  more  than  a mere 
consideration  of  the  histopathology  of  the 
testes.  Three  essential  criteria  are  involved. 
They  are: 

1.  The  primary  cause  of  the  disturbance 
must  be  recognized  and  evaluated. 

2.  Specific  and  potent  therapeutic  agents 
must  be  available  and  assimilable. 

3.  The  end  organ  must  be  responsive. 
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“Lack  of  knowledge  of  certain  important 
facts  concerned  with  these  three  criteria 
accounts  for  the  generally  unsatisfactory 
state  of  therapy  at  this  time.  It  may  be  ap- 
propriate to  examine  these  principles  in  the 
light  of  present  developments  to  evaluate 
current  and  future  modes  of  clinical  treat- 
ment of  impaired  fertility.” 

It  is  likely  that  faulty  spermatogenesis  can 
be  assigned  to  one  or  more  of  four  causes. 
By  determining  the  cause,  proper  and  pos- 
sibly effective  therapy  may  be  instituted. 

1.  Inherited  gametogenic  factor,  for  ex- 
ample in  the  mule,  which  is  a hybrid  animal 
and  is  always  sterile.  Here  treatment  is 
futile  because  there  is  no  possibility  of  re- 
voking chromosome  patterns. 

2.  Deficiency  disease  may  be  a cause  of 
spermatogenic  failure.  Lack  of  enzymes  and 
vitamins  have  been  shown  by  Dr.  John  Mc- 
Leod^) to  disturb  the  life  processes  of 
spermatozoa  in  animals.  No  satisfactory  re- 
sults have  been  demonstrated  by  treatment 
when  such  deficiencies  are  evident  in  man. 

3.  The  relation  of  the  gonads  to  the  pitui- 
tary'3>  and  the  thyroid,  as  well  as  possible 
relation  to  other  glands  of  internal  secretion 
has  been  recognized  for  years.  The  specific 
hormone  for  spermatic  tissue  is  still  a dream, 
but  some  day  it  may  be  available  and  used  in 
the  same  effective  manner  that  insulin  is 
used  for  diabetes. 

4.  Constitutional  and  local  disorders  such 
as  a general  debilitating  illness  or  some  local 
disturbance  of  the  genitalia  as  thickening  of 
the  fibrous  tissue  encircling  the  seminiferous 
tubules  which  may  possibly  disturb  the  nu- 
trition to  the  germinal  epithelium  also  may 
alter  spermatogenesis. 

Proper  instructions  relative  to  the  method 
of  collecting  semen  for  analysis  must  include 
the  knowledge  that  the  ingredients  of  the 
average  condom  are  hostile  to  seminal  life 
and  that  spermatozoa  are  able  to  exhibit  mo- 
tility longer  in  lower  temperatures  than  at 
body  heat.  A three  day  abstinence  period 
should  precede  the  collection  of  the  sperm, 
which  should  be  placed  in  a wide  mouthed, 
clean  glass  container.  The  specimen  should 
be  kept  at  room  temperature  or  lower.  Al- 
though spermatozoa  thus  cared  for  will  show 
motility  for  thirty-six  hours,  they  should  be 
examined  in  two  to  three  hours. 

A routine  semen  analysis,  as  suggested  by 


Hotchkiss (4),  should  include  the  following  de- 
tails : 

“1.  The  average  volume  of  the  ejaculate 
is  from  3 to  4 cc.  Variations  from  one  to  two 
drops  to  10  cc.  are  encountered.  Specimens  of 
less  than  0.5  cc.  in  amount  fail  to  produce  an 
adequate  seminal  pool,  which  ordinarily  pro- 
vides a medium  for  the  survival  and  protec- 
tion of  the  sensitive  sperm. 

“2.  The  appearance  and  viscosity  of  the 
fresh  ejaculate  is  entirely  different  from 
that  one-half  hour  old.  Self  liquefaction  is 
then  completed,  much  to  the  benefit  of  mo- 
tility of  the  sperm.  If  the  eventual  motility 
is  of  good  grade,  it  is  likely  that  variations 
in  viscosity  have  little  or  no  clinical  signifi- 
cance. 

“3.  The  pH  of  a seminal  specimen  usual- 
ly falls  within  the  range  of  from  7.7  to  8.5. 
If  no  motility  is  found  it  is  of  importance  to 
obtain  a pH  determination,  for  in  rare  in- 
stances a shift  to  a low  reading  of  6.0  and 
6.6  has  been  found  to  be  associated  with 
necrospermia. 

“4.  It  is  extremely  difficult  to  give  a 
word  picture  of  the  description  of  the  motil- 
ity of  spermatozoa.  The  type  of  activity,  the 
number  crossing  a microscopic  field  and  the 
percentage  of  inactive  cells  are  all  details  of 
interest.  Interval  examinations  are  made  to 
determine  the  viability  of  the  sperm,  which 
is  usually  about  twenty-four  hours  at  room 
temperature. 

“5.  The  number  of  spermatozoa  is  de- 
termined by  the  use  of  the  usual  equipment 
for  counting  blood  cells.  A sodium  bicarbon- 
ate phenol  solution  is  used  as  the  diluent;  it 
destroys  motility  to  permit  an  accurate  esti- 
mation of  the  cells  present  in  each  cubic 
centimeter  and  in  the  total  ejaculation.  The 
average  fertile  male  will  produce  from  100,- 
000,000  to  150,000,000  spermatozoa  per  cubic 
centimeter  or  from  400,000,000  to  500,000,- 
000  in  the  total  ejaculate.  One  group  of  emi- 
nent authorities  states  that  in  their  experi- 
ence pregnancy  does  not  occur  if  the  cell 
count  is  below  60,000,000  per  cubic  centi- 
meter.” They(4)  report  “a  few  exceptions 
to  this  rule  and  believe  the  more  reliable  and 
consistent  cell  counts  have  been  on  the  basis 
of  cells  present  in  the  total  volume  of  the 
ejaculate  rather  than  in  units  of  cubic  centi- 
meters.” 

“6.  The  examiner  must  be  familiar  with 
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the  variations  in  the  morphology  of  the 
spermatozoa  just  as  the  hematologist  is  con- 
versant with  blood  cytology.  A stained  smear 
is  prepared  and  the  percentage  of  atypical 
cells  is  established  by  count.  If  some  of  the 
more  complicated  stains  are  not  available, 
the  Gram  stain  gives  a fair  visualization  of 
the  cell  structure  after  proper  fixation. 
Moench(4'  5h  has  evidence  that  leads  him  to 
believe  that  if  more  than  20  per  cent  of  the 
cells  have  abnormal  form,  sterility  or  mis- 
carriage will  result.” 

Recent  investigation  has  shown  that  the 
length  of  life  and  the  activity  of  sperma- 
tozoa after  ejaculation,  when  kept  at  room 
temperature,  is  directly  related  to  their 
power  of  fertilization.  For  example,  a 
spermatozoon  that  survives  and  remains 
freely  motile  forty-eight  hours  after  ejacula- 
tion, when  kept  moist  at  room  temperature, 
is  much  more  apt  to  produce  fecundation 
than  one  that  remains  freely  motile  for  only 
twenty-four  hours.  It  would  therefore  seem 
logical  to  assume  that  potential  longevity 
and  the  amount  of  motility  are  both  impor- 
tant factors  in  fecundity  or  power  of  fertili- 
zation. 

In  brief,  success  in  the  treatment  of  steril- 
ity in  the  male  depends  upon  proper  investi- 
gation and  determination  of  the  cause.  If 
any  part  of  the  genital  canal  is  blocked,  an 
attempt  at  opening  it  should  be  made.  Any 
shortcoming  of  the  spermatozoa  may  be 
helped  by  relief  of  any  general  defect  in 
health.  Hormone  treatment  with  pituitary, 
thyroid,  or  testosterone  propionate,  as  the 
case  demands,  may  produce  outstanding  re- 
sults. 

SUMMARY 

Sterility  of  the  male  partner  is  the  cause 
of  twenty-five  per  cent  of  barren  marriages. 
The  examination  for  the  cause  of  the  sterile 
marriage  must  be  complete  for  both  part- 
ners. The  fertility  of  the  marriage  depends 
on  the  relative  and  potential  fertility  of  both 
partners. 

Examination  of  semen  must  include  quan- 
tity, the  pH,  number  of  spermatozoa  per 
cubic  centimeter,  the  longevity,  morphology 
and  motility  of  the  sperm,  and  the  per- 
centage of  dead  sperm.  Only  when  all  of 
these  determinations  have  been  made  can 
the  proper  index  of  potential  fertilizing  pow- 
er of  the  male  be  evaluated. 

Prediction  of  results  from  the  administra- 
tion of  endocrines  must  be  made  with  caution 
because  of  the  lack  of  uniformity  of  success 


in  apparently  similar  cases.  The  correction 
of  male  defects  should  be  accomplished  when 
possible. 

I wish  to  acknowledge  my  indebtedness  for 
material  obtained  from  the  scientific  investi- 
gations by  Dr.  Robert  S.  Hotchkiss  of  New 
York,  whose  work  I have  quoted  freely. 
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PENICILLIN  BY  MOUTH  EFFECTIVE  IN 
GONORRHEA  TREATMENT 

Five  San  Francisco  doctors  believe  that  50,000 
units  of  penicillin  administered  by  mouth  every  two 
hours  for  10  'doses  may  result  in  the  cure  of  most 
patients  with  gonorrhea,  according  to  the  October 
6 issue  of  The  Journal  of  the  American  Medical  As- 
sociation. 

The  doctors  are  Windsor  C.  Cutting,  Richard  M. 
Halpern,  Ernest  H.  Sultan,  Charles  D.  Armstrong 
and  Charles  Leslie  Collins,  from  the  Departments  of 
Pharmacology  and  Therapeutics  and  of  Medicine  of 
the  Stanford  University  School  of  Medicine. 

Oral  penicillin,  administered  in  capsule  form,  was 
the  treatment  used  on  77  patients,  53  of  whom  had 
acute  gonorrhea.  Of  this  latter  group  38,  or  72  per 
cent,  were  cured. 

Many  experiments  were  tried  to  find  a coating  for 
penicillin  which  would  protect  it  from  stomach  acids. 
It  has  been  found  in  the  past  that  these  acids  inter- 
fere with  the  absorption  of  the  drug  in  the  blood. 
The  doctors  succeeded  in  finding  an  alkaline  coating 
material  which  gave  highly  favorable  results  from 
the  standpoint  of  absorption. 


Poliomyelitis  and  Acute  Gastro-Intestinal 

Upsets 

W.  RILEY  KOVAR,  M.D. 

Clarkson,  Nebr. 


During  the  past  eight  years,  we  were  con- 
fronted with  an  acute  clinical  condition  that 
presented  a diagnostic  problem,  in  that  the 
symptoms  and  signs  were  similar  to  those 
of  the  preparalytic  stage  of  acute  anterior 
poliomyelitis.  The  condition  made  its  ap- 
pearance during  the  epidemic  periods  of 
poliomyelitis  in  Nebraska,  and  in  the  years 
when  we  were  having  a severe  drouth  and 
economic  depression.  So  striking  was  the 
similarity,  that  in  one  case  a diagnosis  of 
poliomyelitis  was  made  and  serum  admin- 
istered. The  patient  recovered  within  a 
short  time  without  paralysis  or  any  other 
ill  effects.  I feel  that  this  patient  had  some 
other  condition  than  poliomyelitis.  Yet  I 
feel  justified  in  the  procedure  followed  at 
that  time. 

In  each  case  fever,  drowsiness,  headache, 
pain  and  slight  rigidity  of  the  neck,  pain  and 
some  rigidity  of  the  spine  and  pain  in  the  legs 
was  present.  However,  in  each  case  the 
spinal  fluid  was  negative.  With  the  appear- 
ance of  each  new  case,  I tried  to  explain  the 
cause  of  the  symptoms  of  meningeal  irrita- 
tion. I thought  of  the  possibility  that  these 
cases  were  abortive  cases  of  poliomyelitis, 
but  discarded  this  because  of  the  normal 
spinal  fluid  findings.  I searched  the  litera- 
ture in  the  hope  of  finding  reports  of  similar 
cases.  However,  I came  to  the  conclusion 
that  these  cases  were  gastro-intestinal  in 
origin,  and  regarded  the  presence  of  the  pre- 
paralytic symptoms  of  poliomyelitis,  the  re- 
sult of  avitaminosis  B,  and  others  of  the  com- 
plex. 

I believe  that  these  patients  developed 
subacute,  subclinical  beriberi,  and  called  the 
condition  acute  enteric  intoxication  with 
avitaminosis  B. 

Below  are  three  typical  cases,  that  I have 
observed  during  this  time. 

Case  1.  This  patient  was  a white  boy,  age  13, 
who  became  ill  on  the  day  before,  September  4, 
1937.  He  complained  of  headache,  chills,  pain  in 
the  abdomen,  pain  in  his  legs,  especially  in  the 
calf,  and  some  pain  along  the  spine,  especially  in 
the  lumbar  region.  There  was  loss  of  appetite, 
nausea,  but  no  vomiting.  There  had  been  a sense  of 
ill  being  for  about  a day  before,  characterized  by 
loss  of  appetite,  drowsiness  and  being  “sick  to  the 
stomach.”  He  also  complained  that  there  was  an 
aching  sensation  through  the  entire  body. 


His  diet  for  the  past  few  days  before  he  became 
ill,  consisted  chiefly  of  foods  of  harvest  that  are 
capable  of  producing  gastro-intestinal  upsets. 

Examination  disclosed  a fever  of  102,  pulse  100 
and  respiration  30.  The  throat  was  inflamed.  There 
was  generalized  abdominal  tenderness,  pain  on 
flexion  of  the  neck  with  some  resistance.  There 
was  tenderness  along  the  spine  particularly  in  the 
lumbar  region,  and  muscular  tenderness  of  the  low- 
er extremities.  The  urine  was  negative,  there  was 
a slight  leukocytosis  and  lumbar  puncture  was  nega- 
tive. 

He  appeared  toxic,  very  much  more  than  the 
physical  findings  indicated.  Treatment  was  symp- 
tomatic. He  recovered  in  about  a week. 

Case  II.  On  August  31,  1939,  I was  called  to  see 
a boy  9 years  of  age,  because  the  mother  was  sure 
he  had  poliomyelitis.  When  I entered  the  sick  room 
I found  the  little  fellow  in  bed,  stuporous  and  toxic. 
His  head  was  thrown  back  in  an  extended  position, 
his  legs  were  flexed  on  the  abdomen,  he  was  breath- 
ing rapidly  and  heavily,  his  eyes  were  sunken,  the 
color  was  pale  and  he  appeared  exhausted. 

The  mother  stated  that  on  August  29th,  he  had 
eaten  a number  of  apples  along  with  other  fresh 
harvest  foods.  On  the  30th  he  became  sick  to  his 
stomach,  vomited  and  developed  a slight  fever.' 
When  she  found  that  he  did  not  improve  with  the 
usual  home  remedies,  and  that  this  morning  he  com- 
plained of  severe  headache,  pain  in  his  spine  and 
legs,  pain  in  the  abdomen  with  increased  nausea 
and  vomiting,  she  decided  that  medical  attention 
was  necessary. 

There  was  a voluntary  stiffness  of  the  neck  upon 
flexion  along  with  some  pain.  The  spine  was  tender 
along  its  entire  length,  but  was  most  severe  in 
the  lumbar  region.  Temperature  was  102,  pulse 
120,  respirations  35.  There  was  generalized  ab- 
dominal tenderness  and  some  tenderness  and  stiff- 
ness of  the  muscles  of  the  leg. 

The  urine  was  negative,  the  blood  showed  a 
slight  leukocytosis,  the  spinal  fluid  was  clear  with 
normal  presure.  All  other  physical  findings  were 
negative.  On  the  next  day  he  developed  a severe 
diarrhea.  He  was  treated  symptomatically  nad  re- 
covered without  developing  any  further  signs  or 
symptoms  of  poliomyelitis. 

Case  III.  On  August  14,  1942,  a white  boy,  age 
15  years,  came  to  the  office  complaining  of  pain 
in  his  legs,  being  most  severe  in  the  ankles.  There 
was  some  pain  in  the  epigastrium,  nausea,  loss  of 
appetite,  and  contipation.  At  this  time  he  had  a 
fever  of  99.8,  slight  increase  in  pulse  rate,  some  in- 
flammation of  the  tonsils  and  tenderness  in  the  epi- 
gastrium. He  was  instructed  to  go  to  bed,  and 
was  given  salicylates. 

The  next  day,  August  15,  1942,  he  became  much 
worse.  He  developed  a high  fever.  He  had  severe 
headache,  with  pain  along  the  entire  spine  especial- 
ly in  the  lumbar  region.  There  was  vomiting  and 
generalized  pain  in  the  abdomen.  Generalized  mus- 


394 


Volume  30 
Number  11 


POLIO  AND  GASTRO-INTESTINAL  UPSETS:  KOVAR 


395 


cular  pain  was  marked  in  the  muscles  of  the  lower 
limbs  and  stiffness  of  the  neck  muscles  upon  flexion 
along  with  some  pain.  His  parents  stated  that 
they  had  noticed  periods  in  which  he  seemed  to  be 
delerious. 

The  diet  for  the  past  week  had  been  very  un- 
balanced. He  had  been  drinking  large  quantities 
of  water.  Muscular  exertion  was  great  for  he  had 
been  pitching  bundles  at  the  threshing  machine. 

Physical  examination:  Slight  inflammation  of 

the  throat  and  enlarged  tonsils.  The  abdomen  was 
tender  generally.  Group  muscles  of  the  legs  and 
arms  were  tender  to  touch.  Flexion  of  the  neck 
offered  some  resistance  with  pain.  Temperature 
103.  Pulse  130. 

The  urine  was  negative.  There  was  a leukocy- 
tosis of  12,000.  The  pressure  of  the  spinal  fluid 
was  normal,  the  fluid  was  clear,  but  there  was  a 
slight  increase  in  leukocytes  with  predominance  of 
polymorphoneuclear  leukocytes. 

The  next  day  August  16,  his  condition  grew  worse. 
His  fever  increased  to  104.  The  symptoms  of 
poliomyelitis  increased.  During  the  afternoon  that 
day  he  passed  a large  well  formed  stool  with  large 
amounts  of  mucus.  This  was  followed  by  several 
watery  stools. 

He  recovered  under  the  following  treatment:  ten 
per  cent  glucose  in  normal  saline  intravenously 
every  6 hours  to  combat  dehydration.  Sulfathia- 
zole  gr.  xv  every  4 hours  for  2 doses,  then  7% 
grains  every  4 hours.  Thiamine  hydrochloride  250 
mgs.  daily  by  hypodermic  route.  Vitamin  B Com- 
plex by  mouth.  Kaomagma  by  mouth,  tablespoonful 
every  4 hours. 

I considered  the  symptoms  in  these  cases, 
as  gastro-intestinal  in  origin  because  the 
diets  in  each  instance  had  consisted  of  foods 
capable  in  themselves  of  producing  gastro- 
intestinal upsets.  In  all  three  cases  there 
was  nausea  or  vomiting  or  both,  along  with 
pain  in  the  abdomen.  In  two  the  condition 
ended  with  watery  stools,  while  one  ended 
with  localized  inflammation  of  the  gastro- 
intestinal tract,  the  localization  being  in  the 
appendix. 

As  mentioned  before,  the  presence  of  the 
symptoms  resembling  those  of  the  prepara- 
lytic stage  of  poliomyelitis,  was  regarded 
as  being  due  to  a deficiency  of  the  anti- 
neuritic  vitamin  B (1),  and  others  of  the 
complex,  with  the  development  of  an  ex- 
plosive type  of  acute  beriberi.  I believed 
that  these  patients  in  the  first  place  have 
been  deficient  in  vitamin  B because  of  an 
inadequate  intake.  It  is  to  be  remembered 
that  these  cases  occurred  during  the  years 
when  Nebraska  was  going  through  an  eco- 
nomic depression  and  also  a severe  and  long 
drouth.  Because  of  the  economic  depres- 
sion, proper  food  could  not  be  purchased, 
and  because  of  the  drouth  proper  food  could 
not  be  obtained  or  raised.  All  cases  occurred 
in  not  too  well  to  do  families. 


Secondly,  the  diets  for  the  past  few  weeks 
prior  to  the  illness,  was  especially  deficient 
in  vitamin  B.  Also  these  patients  prior  to 
illness  were  engaged  in  strenuous  muscular 
exertion  which  in  itself  is  capable  of  deplet- 
ing stored  vitamin  B from  the  body  tissues. 
Therefore,  it  was  concluded  that  these  pa- 
tients, who  were  already  deficient  in  vitamin 
B,  and  who  were  suddenly  overcome  by  an 
acute  toxic  gastro-intestinal  condition,  could 
develop  neurologic  symptoms  resembling 
those  of  poliomyelitis.  The  remaining 
amounts  of  vitamin  B stored  in  the  body 
tissues  was  rapidly  depleted  because  of  the 
increased  metabolic  demand  that  would  na- 
turally exist  in  such  a febrile  condition. 

The  epidemiology,  symptomatology  and 
pathology  of  poliomyelitis  and  beriberi  are  so 
similar  that  to  some  extent  one  would  be 
inclined  to  ask  the  question;  what  is  the 
difference  between  beriberi  and  polio- 
myelitis ? 

When  first  confronted  with  this  condition 
and  before  I concluded  that  these  cases  had 
meningeal  symptoms  from  vitamin  B defi- 
ciency, I was  unable  to  offer  much  as  far  as 
treatment  was  concerned.  They  were 
treated  symptomatically  and  after  the 
gastro-intestinal  tract  was  able  to  tolerate  a 
well  balanced  diet,  the  patient  recovered 
without  ill  effects.  Thereafter,  I admin- 
istered large  doses  of  thiamine  hydrochloride 
and  other  members  of  the  complex,  either 
orally  or  parenterally  depending  upon  how  it 
was  best  tolerated.  With  this  form  of  treat- 
ment symptoms  disappeared  very  quickly 
and  disability  was  greatly  shortened  . 

From  that  time  on  we  have  routinely  giv- 
en all  cases  of  simple  acute  gastro-intestinal 
upsets,  large  doses  of  vitamin  B,  either  oral- 
ly or  parenterally  or  both,  along  with  usual 
treatments.  I prescribe  in  the  diarrheas  of 
the  young  and  old,  a combination  of  thiamine 
hydrochloride,  kaolin  and  pectin,  which  give 
very  satisfactory  results. 

What  has  proven  to  be  most  gratifying,  is 
that  since  the  routine  administration  of  vita- 
min B in  simple  gastro-intestinal  upsets,  we 
have  not  seen  a case  like  the  ones  described 
above.  From  1936  to  1942  I have  seen,  on 
the  average,  about  2 to  3 cases  each  year, 
which  was  always  during  the  polio  season. 
Since  the  fall  of  1942  I have  seen  none. 
However,  I have  taken  into  consideration  the 
fact  that  the  drouth  and  economic  depres- 
sion in  Nebraska  have  ended,  that  the  public 
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has  become  vitamin  conscious  and  that  many 
of  the  commercial  food  products  are  forti- 
fied with  vitamin  B. 

In  further  consideration  of  these  cases, 
the  question  of  what  relationship  exists  be- 
tween vitamin  B,  and  acute  anterior  polio- 
myelitis becomes  interesting.  W.  J.  Mc- 
Cormick (1- 2)  has  advocated  the  hypothesis  of 
vitamin  B deficiency,  as  the  basic  cause  of 
poliomyelitis.  In  support  of  his  hypothesis, 
he  cites  the  marked  resemblance  in  the  epi- 
demiology, symptomatology  and  pathology  of 
beriberi  and  poliomyelitis.  The  author  sug- 
gests that  the  paralysis  in  poliomyeltis  may 
be  due  to  acute  B(l)  deficiency,  as  found  in 
febrile  conditions,  age,  sex,  climatic  condi- 
tions, physical  overexertion  in  work  or  play 
and  pregnancy;  and  may  be  a secondary 
manifestation  rather  than  a primary  specific 
disease.  He  also  suggests  the  possibility 
that  beriberi  patients  may  harbor  a virus- 
like substance  in  their  nervous  system. 

Stone (3)  in  a preliminary  report  found 
that  the  administration  of  thiamine  hydro- 
chloride during  the  acute  stages  of  polio- 
myelitis, lessened  the  severity  of  pares- 
thesias and  excited  a beneficial  influence  on 
the  general  condition. 

Foster  and  her  co-workers (4),  of  the  Uni- 
versity of  Pennsylvania,  studied  the  relative 
susceptability  to  poliomyelitis  of  mice  main- 
tained at  different  levels  of  vitamin  B(l) 
(thiamine)  intake.  They  placed  three 
groups  of  mice  on  different  levels  of  thia- 
mine. Diets  containing  100  micrograms  per 
hundred  grams  of  food,  10  micrograms  and 
a level  considered  to  be  a minimum  main- 
tenance level,  were  given  to  these  groups. 
Fifteen  to  thirty-four  days  later,  each  animal 
was  inoculated  intracerebrally  with  0.03  cc. 
of  a 0.5  per  cent  suspension  of  poliomyelitis 
infected  mouse  brain,  control  inoculations  be- 
ing made  with  uninfected  brains. 

The  results  of  their  experiment  indicate 
that  the  maximum  natural  resistance  to 
poliomyelitis  virus  is  obtained  from  a mini- 
mum full  maintenance  level  of  vitamin  B(l) 
intake  and  that  intakes  either  above  or  be- 
low this  level  cause  decreased  resistance. 

Poliomyelitis  has  been  known  to  develop 
following  some  acute  diseases  of  childhood, 
and  a depletion  of  vitamin  B content  of  the 
body  tissues  is  being  considered  as  a possible 
cause.  It  is  possible  that  this  depletion  may 
be  a factor  in  children  developing  polio- 
myelitis following  tonsillectomy.  It  is  also 


known  that  during  years  of  war,  depression, 
drouth  and  unemployment,  where  a vitamin 
deficiency  may  exist,  there  has  been  a higher 
incidence  of  poliomyelitis  in  the  United 
States.  It  will  be  interesting  to  note  that 
if,  in  the  better  years  to  come  after  this 
war,  there  will  be  a lower  incidence  of  polio- 
myelitis. 

It  is  not  the  purpose  of  this  paper  to 
attempt  to  prove  or  disprove  the  advocated 
hypothesis  that  vitamin  B deficiency  is  a 
basic  etiological  factor  in  poliomyeltis.  The 
above  cases  were  presented  in  order  that 
they  be  kept  in  mind  during  polio  epidemics 
or  at  any  other  time.  They  were  also  pre- 
sented to  show  the  striking  resemblance  that 
exists  between  an  acute  vitamin  B deficiency, 
caused  by  acute  gastro-intestinal  upsets,  and 
the  pre-paralytic  stage  of  poliomyelitis. 

One  question  remains  in  regard  to  these 
cases.  If  we  assume  that  vitamin  B defi- 
ciency is  a basic  etiologic  factor  in  polio- 
myelitis; why  did  not  these  patients  become 
victims  of  the  disease?  The  stage  in  each 
case  was  perfectly  set  for  the  invasion.  The 
age  incidence  as  well  as  sex  was  proper.  It 
was  the  season  in  which  poliomyelitis  is  most 
prevalent,  and  Nebraska  was  having  an  epi- 
demic during  this  time.  These  patients  all 
had  a definite  clinical  entity  with  a vitamin 
B deficiency,  but  still  did  not  develop  polio- 
myelitis. 

It  is  my  opinion,  that  vitamin  B plays  an 
important  part  in  the  etiology  of  poliomy- 
elitis. I hope  that  the  nutritional  aspect  of 
poliomyelitis  will  be  thoroughly  investigated. 
If  the  hypothesis  be  confirmed  by  future 
work  along  these  lines,  it  would  form  a new 
rational  basis  for  dietary  hygiene  and  clin- 
ical therapy. 

CONCLUSION 

Acute  toxic  gastro-intestinal  upsets  are 
capable  of  producing  symptoms  similar  to 
those  of  the  preparalytic  stage  of  polio- 
myelitis, due  basically  to  avitaminosis  B,  and 
a sub-clinical  acute  beriberi. 

It  is  suggested  that  all  cases  of  acute  sim- 
ple gastro-intestinal  conditions  encountered 
during  epidemic  periods  of  poliomyelitis,  be 
administered  large  doses  of  vitamin  B. 

Vitamin  B is  also  indicated  as  an  adjunct 
to  treatment  in  all  acute  debilitating  diseases 
and  especially  diarrheas. 

It  is  suggested  that  if  tonsils  are  to  be 
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removed  during  the  polio  season,  high  vita- 
min B intake  be  insured  both  before  and 
after  operation. 

Many  so-called  abortive  cases  of  poliomy- 
elitis may  be  in  reality  an  acute  gastro- 
intestinal condition  characterized  by  symp- 
toms of  avitaminosis  B. 

Vitamin  B plays  an  important  part  in  the 
etiology  of  poliomyelitis  and  the  nutritional 
aspect  of  poliomyelitis  should  be  thoroughly 
investigated. 
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FACTS  AND  FALLACIES  OF  HEART  DISEASE 

Writing  on  the  curious  superstitions,  fads  and  fal- 
lacies of  heart  disease,  Walter  Modell,  M.D.,  of  the 
Cornell  University  Medical  College,  says  that  a 
growing  collection  of  misinformation  usually  con- 
tributes to  the  detriment  and  discomfort  of  those 
who  have  the  disease. 

“Heart  disease  is  no  longer  mysterious,”  says  Dr. 
Modell  in  the  October  issue  of  Hygeia,  the  health 
magazine  of  the  American  Medical  Association.  “We 
know  a great  deal  about  it — how  to  treat  it  and  how 
to  control  it,  what  is  required  in  the  way  of  rest, 
diet  habits,  play  and  work.  We  can  treat  it  ra- 
tionally. We  must  not  bury  it  under  an  avalanche 
of  superstition  and  ignorance.” 

Heart  disease  causes  more  deaths  today  than  any 
other  disease.  Dr.  Modell  explains  that  the  reason 
for  this  is  that  people  are  living  longer. 

“Heart  disease  resulting  from  hardening  of  the 
arteries  is  increasing,”  Dr.  Modell  says.  “Arteri- 
osclerosis comes  to  all  who  live  long  enough.  Today 
more  people  are  living  long  enough  for  this  to  hap- 
pen to  them.  But  our  hearts  remain  as  good  as 
ever.”  Continuing  Dr.  Modell  says: 

“The  general  public  feels  that  heart  disease  means 
total  incapacity,  a short  life,  a sudden  and  terrible 
death;  only  cancer  causes  so  much  anguish.  This  is 
far  from  the  truth,  for  the  majority  of  patients  live 
a long  and  often  a useful  life.  What  is  not  generally 
recognized  is  that  some  forms  of  heart  disease  need 
not  interfere  at  all  with  a normal  existence.  Wheth- 
er any  or  many  restrictions  need  be  placed  on  the 
patient  depends  on  an  evaluation  of  the  true  nature 
of  the  condition.  This  is  a matter  for  the  careful 
consideration  of  the  physician  only. 

“Most  of  us  insist  on  blaming  illness  on  some 
definite,  homely  cause — something  we  ate,  or  a 
shock  we  received,  or  some  family  blow-up.  Quite 
naturally,  people  want  to  know  the  cause  of  a dis- 
ease so  they  can  avoid  it.  In  the  case  of  heart 
disease  virtually  all  the  popular  notions  of  its  cause 
are  false.  It  would  be  satisfying  for  the  physician 
to  be  able  to  tell  his  patients  what  does  or  can  cause 
heart  disease,  but  this  is  rarely  possible.  In  the  vast 
majority  of  cases  the  cause  is  still  a mystery. 


There  is  a kind  of  heart  disease  with  which  one  is 
born;  we  do  not  know  where  to  place  the  blame  for 
this  type.  There  is  another  kind  of  heart  disease 
which  develops  as  a consequence  of  hardening  of  the 
arteries;  we  know  only  that  advancing  years  play  an 
important  role  in  this.  Some  heart  disease  comes  as 
a result  of  high  blood  pressure.  We  do  not  know  its 
cause  either.  Rheumatic  fever  fathers  a consider- 
able amount  of  heart  trouble.  We  have  not  yet  iden- 
tified the  cause  of  this  infection  and  we  are  still 
very  hazy  about  its  mode  of  transmission.  Only  in 
the  heart  disease  which  develops  as  a consequence 
of  inadequately  treated  syphilis  can  we  trace  its 
origin  to  a particular  set  of  circumstances. 

“Many  people  live  in  terror  of  the  term  ‘heart 
murmur’;  it  spells  doom  to  them.  When  some  par- 
ents are  informed  that  their  child  has  a murmur  he 
is  immediately  tagged  by  them  as  a sick  child  with 
a limited  outlook.  He  is  kept  under  close  watch,  re- 
stricted in  his  activity,  kept  apart  from  others  of 
his  age,  and  turned  into  a hypochondriac  while  wait- 
ing in  virtual  isolation  to  outgrow  this  murmur  or 
for  the  worst  to  happen.  No  matter  needs  clarifi- 
cation more  urgently  than  that  of  the  murmur,  for 
the  unfortunate  victim  of  the  misconception  is  al- 
ways a child  -who  lives  under  an  unnecessary  cloud, 
needlessly  transformed  into  an  invalid. 

“A  murmur  is  merely  a sound.  It  is  a sound 
which  the  physician  may  hear  when  listening  for 
the  beat  of  the  heart.  It  is  not  the  usual  kind  of 
heart  sound,  but  it  does  not  always  mean  heart  dis- 
ease. It  is  for  the  physician,  not  the  layman,  to 
determine  its  significance. 

“For  the  most  cases  of  heart  disease  there  are  no 
special  limitations  of  food.  In  general  it  is  inadvis- 
able to  eat  too  heavily,  or  to  eat  so  much  that  exces- 
sive weight  is  taken  on.  Certainly  it  is  foolish  to 
court  digestive  troubles  through  indiscretion.  The 
digestive  system  should  be  kept  in  good  working- 
order.  Occasionally,  rigid  restriction  of  the  diet 
is  necessary  for  the  cardiac  sufferer.  But  these 
programs  must  be  carefully  planned  and  should  be 
carried  out  only  under  the  supervision  of  the  physi- 
cian. There  is  no  place  for  the  self-imposed,  self- 
devised  diet  in  the  care  of  heart  trouble.” 


X-ray — Its  Discovery  and  Application 
in  Medicine 


The  x-rays  were  discovered  fifty  years  ago 
on  November  8,  by  Wilhelm  Conrad  Roent- 
gen, a German  physicist,  at  the  Physical  In- 
stitute of  the  University  of  Wurzburg  in  Ba- 
varia. Like  many  scientific  discoveries, 
x-rays  were  first  detected  by  accident,  Roent- 
gen noting  them  while  concerned  with  other 
experiments. 

Although  he  was  baffled  by  the  nature  of 
his  discovery — thus  terming  it  x-rays  for  un- 
known quantity — Roentgen  realized  almost 
immediately  that  he  had  something  that 
would  be  a boon  to  mankind,  especially  after 
he  learned  the  rays  would  penetrate  the  hu- 
man body  and  reveal  the  bone  structures. 
One  of  his  first  “pictures”  was  of  the  bone 
formation  in  his  own  hand. 

He  had  been  for  a long  time  interested 
in  the  problem  of  the  cathode  rays  from  a 
vacuum  tube,  as  studied  by  Hertz  and  Len- 
ard.  He  had  followed  theirs,  and  other  re- 
searches, with  great  interest,  and  determined 
to  make  some  researches  of  his  own.  He 
had  been  at  work  for  some  days  when  he  dis- 
covered something  new.  He  was  working 
with  a Crookes  tube  covered  by  a shield  of 
black  cardboard.  A piece  of  barium  platino- 
cyanide  paper  lay  on  the  bench  there.  He 
had  been  passing  the  current  through  the 
tube  and  noticed  a peculiar  black  line  across 
the  paper. 

The  effect  was  one  which  could  only  be 
produced  by  the  passing  of  light.  No  light 
could  come  from  the  tube,  because  the  shield 
which  covered  it  was  impervious  to  any  light 
known,  even  that  of  the  electric  arc.  He 
assumed  that  the  effect  must  have  come 
from  the  tube,  since  its  character  indicated 
that  it  could  come  from  nowhere  else.  He 
tested  it.  In  a few  minutes  rays  were  com- 
ing from  the  tube  which  had  a luminous  ef- 
fect on  the  paper.  He  tried  it  at  greater 
and  greater  distances,  even  at  two  meters. 
It  seemed  at  first  a new  kind  of  invisible 
light.  It  was  clearly  something  new;  some- 
thing unrecorded. 

Two  months  after  his  actual  discovery, 
Roentgen  reported  his  finding  in  a paper, 
“A  New  Kind  of  Ray,”  read  before  the 
Physical  Medical  Society  of  Wurzburg.  The 
news  in  his  report  spread  like  wildfire,  elec- 
trifying the  world. 

The  medical  profession  recognized  the  vast 


significance  of  Roentgen’s  discovery  almost 
immediately.  “Here,”  doctors  said,  “is  a de- 
vice which  allows  us  to  turn  our  patients 
inside  out.”  X-rays  were  used  first  in  medi- 
cine to  detect  bone  pathology,  but  within  a 
short  time,  x-ray  films  also  recorded  patho- 
logical conditions  of  the  heart  and  the  lungs, 
since  these  organs  also  showed  up  clearly  on 
the  film.  Almost  overnight,  much  guess- 
work was  eliminated  from  medical  practice. 

In  the  early  days  of  x-ray,  an  exposure  of 
thirty  minutes  was  sometimes  necessary  to 
get  a readable  film.  Today,  due  to  develop- 
ments in  equipment,  an  exposure  can  be 
made  in  less  than  a second. 

Soon  after  physicians  began  to  use  x-ray, 
the  equipment  was  usually  operated  by  a 
photographer  or  a fellow  with  engineering 
experience.  Radiology  became  a medical  spe- 
cialty when  it  became  apparent  that  the  ef- 
fective use  of  x-ray  in  medicine  depended 
upon  a proper  interpretation  of  x-ray  find- 
ings. 

The  field  of  radiology  has  advanced  so  far. 
within  recent  years,  that  sub-specialization  is 
going  on  within  this  branch  of  the  profes- 
sion. At  the  present  time,  there  are  radi- 
ologists who  devote  their  entire  time  to 
therapeutic  radiology,  while  others  confine 
their  efforts  to  diagnosis,  entirely. 

Nearly  a half  century  before  American 
fliers  blasted  Japan  out  of  the  war  with 
atom  bombs,  Roentgen  turned  on  the  current 
in  his  Crookes  tube  and  sent  millions  of  elec- 
trons crashing  into  the  atomic  structure  of 
the  tube’s  metal  anode. 

The  electrons,  traveling  at  a speed  of 
30,000  miles  a second,  dislocated  and  rear- 
ranged the  atoms  in  the  metal,  at  the  same 
time  releasing  the  mysterious  radiations  so 
powerful  they  penetrated  the  black  card- 
board shield  covering  the  tube  and  registered 
on  a piece  of  sensitized  paper. 

The  high  frequency  radiations  which  are 
released  when  electrons  strike  a metal  object 
with  sufficient  impact  are  the  x-rays  which 
vary  in  quantity  and  quality,  depending  upon 
the  amount  of  voltage  applied  to  the  tube. 

The  electron,  a negatively  charged  particle, 
is  one  of  the  smallest  of  the  fundamental 
building  blocks  of  matter.  Put  30,000  trillion 
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billion  (that’s  30  with  27  zeros  after  it)  elec- 
trons together  and  they  would  weigh  less 
than  an  ounce. 

Activate  the  electron,  however,  with  high 
voltage  electric  current  and  you  have  a pro- 
jectile which  travels  at  a rate  of  speed  ter- 
rific enough  to  carry  the  tiny  particles  into 
the  atomic  structure  of  metal. 

Under  a voltage  of  50,000  volts,  the  elec- 
tron attains  a speed  of  77,200  miles  per 
second;  step  up  the  voltage  to  400,000  and 
the  electron  speed  will  approximate  155,000 
miles  per  second. 

The  modern  x-ray  unit  varies  in  power 
from  the  small  tubes  used  by  dentists  to  ex- 
amine a patient’s  teeth  to  huge  units  with 
more  than  1,000,000  volts  of  power  for  thera- 
peutic and  industrial  purposes. 

The  rays,  in  many  respects,  are  similar 
to  visible  light  with  the  basic  difference  that 
the  wave  lengths  of  x-ray  are  shorter  than 
the  waves  of  ordinary  light. 

Because  of  the  shorter  wave  length,  x-rays 
are  able  to  penetrate  solids  which  resist  visi- 
ble light. 

X-RAYS  IN  MEDICINE 

No  modern  hospital  today  is  without  its 
x-ray  department  and  every  physician,  sur- 
geon and  dentist  depends  upon  the  opinion 
of  the  radiologist  for  diagnosis  and  prognosis 
in  a large  portion  of  his  cases. 

Practically  no  region  of  the  body  is  hid- 
den from  the  searching  eye  of  x-ray.  With 
its  aid,  the  radiologist  can  examine  the  skull, 
spine  and  other  bones  of  the  body ; he  can  see 
that  a broken  bone  is  set  properly  and  how  it 
is  knitting;  the  x-ray  examination  will  re- 
veal gallstones,  kidney  stones  and  bladder 
stones.  Upsets  in  the  physiology  of  the  body 
often  can  be  detected  by  the  radiologist  by 
telltale  shadows  in  the  intestines,  lungs, 
heart  and  other  organs. 

Therapeutically,  x-rays  have  been  found 
useful  in  treating  approximately  80  skin  dis- 
orders, as  well  as  acute  infections,  inflam- 
mations, gas  gangrene  and  both  malignant 
and  benign  tumors. 

Living  tissues  undergo  certain  changes 
when  exposed  to  x-rays  because  the  tissues 
of  the  body  absorb  part  of  the  rays. 

The  changes  in  the  physiologic  and  biologic 
sections  of  the  tissue  vary  according  to  va- 
rious factors,  the  chief  of  which  are  the 


quality  and  quantity  of  the  rays,  rate  of  ad- 
ministration, intervals  between  treatments, 
size  of  exposed  field  and  possible  previous 
exposures  to  x-rays. 

Although  a comparative  infant  in  the 
field  of  medical  science,  x-ray  already  has 
achieved  an  imposing  record  as  a therapeutic 
aid  in  the  war  on  disease,  particularly  against 
cancer. 

X-RAY  IN  WORLD  WAR  II 

During  the  first  World  War,  an  x-ray 
chest  examination  was  not  a routine  proce- 
dure for  men  drafted  into  the  armed  forces. 
As  a result,  the  government  later  had  to 
pay  out  more  than  a billion  dollars  in  claims 
and  hospitalization  on  tuberculosis  cases 
among  men  in  service. 

After  the  passage  of  the  Selective  Service 
Act  in  1940,  photo-roentgen  units — a highly 
specialized  method  of  x-ray  examination  par- 
ticularly suitable  for  the  detection  of  tuber- 
culosis— were  set  up  in  every  induction  sta- 
tion. 

The  photo-roentgen  equipment  makes  use 
of  the  customary  type  of  x-ray  apparatus  to 
throw  the  image  of  the  chest  on  a standard- 
sized fluorescent  screen.  A small  camera  is 
then  used  to  photograph  the  image  on  the 
screen  on  supersensitive  4x5-inch  cut  film  or 
70  mm.  roll  film. 

Because  a 14xl7-inch  film  is  used  in  the 
conventional  method  of  x-ray  examination, 
material  costs  were  cut  to  about  one-tenth 
of  what  they  would  have  been. 

During  the  first  four  years  of  selective 
service,  about  12  million  x-ray  examinations 
were  made  at  induction  stations  resulting  in 
120,000  deferments  for  chest  conditions. 
Thousands  of  the  rejected  draftees  were  not 
even  aware  that  they  had  a tubercular  con- 
dition. 

An  x-ray  survey  of  700,000  war  workers 
by  the  U.  S.  Public  Health  Service  revealed 
that  13  of  every  1,000  persons  had  evidence 
of  tubercular  infection.  The  National  Tu- 
berculosis Association  estimates  that  each 
year  there  are  at  least  200,000  unsuspected 
cases  of  the  disease.  The  Association  relies 
upon  x-ray  examination  as  one  of  the  most 
potent  weapons  against  the  disease  because 
through  it  physicians  are  able  to  detect  the 
infection  in  its  early  stages  when  it  is  easier 
to  effect  cures. 

In  every  theater  of  war  and  at  all  military 
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hospitals,  the  radiologist  has  played  an  im- 
portant part  in  the  treatment  and  care  of 
battle  casualties  and  the  sick. 

It  is  impossible  to  estimate  the  enormous 
contribution  x-ray  has  made  to  the  war,  but 
the  records  show  that  about  700  radiologists 
are  now  in  uniform.  Several  hundred  other 
medical  officers  have  received  special  train- 
ing from  the  Army  or  Navy  in  the  science 
of  radiology  and  they,  too,  have  carried  on 
x-ray’s  task  of  aiding  in  the  mending  of  the 
wounded  and  the  healing  of  the  sick. 

FUTURE  OF  X-RAY 

The  future  of  radiological  practice  will  be 
determined  by  developments  which  result 
from  the  clinical  extension  of  the  applications 


of  x-ray  and  refinements  in  the  art  of  roent- 
gen diagnosis. 

Through  improvements  in  x-ray  apparatus, 
the  clinical  use  of  the  rays  will  be  extended 
and  improved.  What  new  uses  will  be  dis- 
covered for  x-ray  are  a secret  of  the  future, 
but  radiologists  believe  the  full  utility  of  the 
rays  is  yet  to  be  reached. 

Regardless  of  its  role  in  the  future,  how- 
ever, x-ray  already  has  been  responsible  for 
much  of  the  progress  made  in  medicine  in 
recent  decades.  To  the  science  of  radiology 
must  go  much  of  the  credit  for  the  advance- 
ment made  in  the  treatment  of  diseases  of 
the  lungs,  cancer,  bone  diseases,  heart  dis- 
ease, gastric  diseases  and  many  infections. 


* * * 


The  National  Foundation  For  Infantile 
Paralysis 


The  Annual  Report  recently  issued  to  the 
Board  of  Trustees  and  the  Nation  by  Basil 
O’Connor,  President  of  the  National  Foun- 
dation for  Infantile  Paralysis  begins  as  fol- 
lows: 

“The  National  Foundation  has  many  inter- 
related activities.  Chief  among  these  are 
programs  of  research  and  education,  and  the 
treatment  of  infantile  paralysis  patients. 
Research  programs  strive  to  provide  means 
of  prevention  and  cure  of  the  disease ; edu- 
cational programs  are  designed  to  spread 
knowledge  of  the  known  facts  about  polio- 
myelitis. By  no  means  least,  is  the  organiza- 
tion’s avowed  purpose  to  make  adequate 
medical  care  available  to  all  needy  infantile 
■paralysis  patients,  regardless  of  age,  race, 
creed,  or  color.” 

The  role  of  the  County  Chapters  of  the 
National  Foundation  for  Infantile  Paralysis 
in  making  medical  care  available  to  infantile 
paralysis  patients  was  reviewed  in  some  de- 
tail in  the  August  issue  of  the  Nebraska 
State  Medical  Journal. 

Concerning  the  research  and  educational 
activities  of  the  National  Foundation,  Mr. 
O’Connor  makes  the  following  statements: 

“Prior  to  1938,  the  year  when  the  National 
Foundation  was  established,  scientists  had 
made  extensive  studies  of  infantile  paralysis, 


but  the  work  was  of  necessity  sporadic  and 
disorganized.  Investigations  were  carried  on 
by  a few  interested  men  dependent  upon 
limited  and  uncertain  financial  support. 
There  was  no  central  force  to  develop  and  co- 
ordinate the  many  phases  of  this  work.  Since 
that  time,  stimulation  and  support  of  re- 
search investigations  have  become  the  re- 
sponsibilities of  the  National  Foundation. 

“Today  infantile  paralysis  can  neither  be 
prevented  nor  cured.  The  physician  has  at 
his  command  only  palliative  and  reconstruc- 
tive treatment  of  the  disease,  aimed  at  pre- 
venting unnecessary  complications  and  re- 
pairing crippling  after-effects. 

“Infantile  Paralysis  is  recognized  as  an  in- 
fectious, communicable  disease,  the  cause 
of  which  is  a specific  virus.  How  this  virus 
is  spread  from  person  to  person  is  not  fully 
understood.  Therefore,  many  of  the  research 
programs  aided  and  financed  by  the  National 
Foundation  have  to  do  with  the  study  of  epi- 
demics. Work  being  carried  on  in  many 
laboratories  is  shedding  light  on  the  relative 
importance  of  human  contact,  and  the  role 
of  flies,  mosquitoes,  contaminated  water, 
milk,  and  foods,  in  spreading  the  virus  of  in- 
fantile paralysis. 

“The  methods  by  which  the  virus  gains  en- 
trance to  the  body  are  still  in  need  of  much 
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additional  study.  It  is  known  that  in  ex- 
perimental animals  clinical  disease  can  be 
produced  by  introducing  the  virus  into  the 
body  through  various  portals  of  entry.  It 
yet  remains  to  be  determined  which  path- 
ways of  infection  most  commonly  allow  for 
development  of  cases  and  epidemics  in  man. 

“The  poliomyelitis  virus  has  not  been  iso- 
lated in  a pure  state.  The  National  Founda- 
tion is  aiding  study  programs  attempting  to 
purify  and  concentrate  the  virus  so  that  it 
can  be  worked  with  much  more  readily  in  the 
laboratory.  Purification  would  facilitate  the 
development  of  chemical  or  biological  diag- 
nostic tests,  and,  until  concentration  has 
been  effected,  studies  on  active  immuniza- 
tion can  be  carried  on  only  under  the  most 
difficult  circumstances. 

“One  of  the  important  problems  as  yet  un- 
solved has  to  do  with  the  existence  of  reser- 
voirs of  virus  in  nature.  This  involves  a 
study  of  the  possibility  that  wild  and  domes- 
tic animals  and  fowl  are  infected  with  polio- 
myelitis. Closely  related  to  this  problem  is 
the  question  of  the  multiplication  of  the 
virus  in  sources  outside  the  human  body. 
Likewise,  the  survival  of  the  virus  in  con- 
taminated food,  dust,  soil,  and  water  is  being- 
explored. 

“Knowledge  of  viruses  is  limited,  and  any 
additional  information  that  can  be  gained 
will  lead  to  a better  understanding  of  all 
virus  diseases.  This  increased  understanding- 
may  be  of  material  aid  to  research  workers 
in  solving  the  basic  problems  of  infantile 
paralysis.  Therefore,  the  National  Founda- 
tion has  deemed  it  wise  to  expand  its  re- 
search programs  to  include  studies  of  many 
other  virus  diseases.  For  example,  it  now 
includes  in  its  research  activities  studies  of 
plant  virus  diseases. 

“Grants  have  been  made  to  numerous  in- 
stitutions to  develop  more  detailed  knowl- 
edge concerning  the  damage  done  to  the 
body  by  the  virus.  Full  realization  of  the 
pathology  and  altered  function  resulting 
from  damage  by  the  virus  will  allow  physi- 
cians to  approach  problems  of  treatment 
with  a greater  understanding.  The  search 
for  drugs,  chemicals,  or  sera  that  can  pre- 
vent, cure,  or  ameliorate  the  disease  contin- 
ues unabated.  Despite  the  fact  that  many 
hundreds  of  preparations  have  been  tested, 
no  such  specific  substance  has  been  discov- 
ered. However,  the  rapid  advances  in  the 
field  of  chemistry  continue  to  offer  addition- 


al compounds  which  are  being  examined  in 
the  search  for  prophylactic  or  therapeutic 
agents. 

“The  role  of  nutrition  as  related  to  suscep- 
tibility to  infection  with  infantile  paralysis 
is  an  intricate  problem  requiring  further 
clarification.  That  there  is  a definite  rela- 
tionship is  the  opinion  of  many  observers, 
but  its  nature,  extent,  and  influence  on  the 
course  of  the  disease  require  the  increased 
efforts  of  research  scientists  whose  work  is 
being  continued  with  the  support  of  the  Na- 
tional Foundation. 

“Research  in  the  treatment  of  after-ef- 
fects of  infantile  paralysis  has  continued, 
with  the  National  Foundation  stimulating 
and  supporting  investigations  into  the  basic 
functions  and  physiology  of  muscles  and 
joints.  These  studies  have  made  substantial 
conrtibutions  to  medical  science  in  clarifying 
fundamental  knowledge  of  motion  and  mus- 
cular action.  Since  the  need  for  further 
knowledge  of  body  mechanics  is  great,  these 
problems  are  being  vigorously  explored.  In 
addition  to  these  basic  studies,  other  investi- 
gations are  under  way  relating  to  the  more 
direct  study  of  the  effects  of  infantile  paral- 
ysis on  the  neuromuscular  apparatus. 

“Numerous  study  programs  are  being  con- 
ducted dealing  with  the  treatment  of  infan- 
tile paralysis.  Today,  of  necessity,  treat- 
ment must  depend  largely  on  the  use  of 
physical  agents,  since  no  drug  or  serum  has 
been  found  to  be  of  value.  The  therapeutic 
value  of  heat,  exercise,  light,  and  other 
physical  agents  upon  the  after-effects  of  in- 
fantile paralysis  is  being  tested  clinically  and 
in  the  experimental  laboratory.  The  com- 
bination of  scientists  in  the  physiological 
laboratory  and  physicians  in  the  hospital  and 
clinic  provides  an  ideal  team  to  advance  the 
knowledge  of  treatment  of  this  disease. 

“The  National  Foundation  does  not  main- 
tain its  own  laboratories,  but  makes  grants 
to  assist  research  workers  in  medical  schools, 
universities,  hospitals,  and  health  depart- 
ments. Through  its  Board  of  Trustees, 
which  acts  upon  the  advice  of  its  medical 
committees,  the  National  Foundation  furn- 
ishes grants  of  money  to  purchase  equipment 
and  supplies,  and  to  employ  trained  workers 
for  study  programs. 

“The  complex  nature  of  many  of  the  prob- 
lems involved  in  the  prevention  and  treat- 
ment of  disease  calls  for  protracted  study  by 
skilled  workers.  Realizing  that  problems  in 
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disease  prevention  and  treatment  can  for  the 
most  part  be  clarified  only  after  years  of 
study,  the  National  Foundation  has  adopted 
the  policy  of  making-  many  of  its  grants  for 
periods  of  five  years  so  that  there  may  be 
a continuity  of  effort  and  integration  of  va- 
rious programs.  The  long-term  grants  and 
those  made  for  shorter  periods  of  time  have 
been  extended  and  expanded  upon  the  recom- 
mendation of  the  medical  committees,  as  new 
pathways  of  investigation  were  disclosed. 

“The  educational  program  of  the  National 
Foundation  has  two  purposes:  (1)  to  pro- 
vide training  for  professional  workers;  and 
(2)  to  distribute  information  concerning  in- 
fantile paralysis  to  the  public.  In  dealing 
with  such  a protean  disease  as  infantile 
paralysis,  there  is  a real  need  for  keeping  the 
professional  groups  aware  of  the  many  con- 
stantly occurring  changes.  A broad  health 
education  program  is  essential  to  acquaint 
the  public  with  the  need  for  and  the  means 
of  securing  the  best  medical  care  available 
for  the  treatment  of  the  disease. 

“Grants  and  appropriations  have  been 
made  to  provide  fellowships  for  post-gradu- 
ate training  of  physicians  in  orthopedic  sur- 
gery, public  health,  and  virology ; less  formal 
refresher  courses  have  been  made  available 
in  the  diagnosis  and  treatment  of  infantile 
paralysis.  The  National  Foundation  has 
granted  funds  for  graduate  training  of 
nurses  in  the  public  health  and  hospital  prob- 
lems of  orthopedic  work,  and  for  fellowships 
of  one  year’s  duration  in  medical  social  work, 
health  education,  and  physical  therapy.  In 

* * 

TREATMENT  OF  LEUKEMIA 

Colchicine,  a drug  derived  from  the  seed  of  the 
meadow  saffron  flower  which  grows  abundantly  in 
Europe  and  North  Africa,  has  been  found  to  have  a 
beneficial  effect  in  the  treatment  of  acute  myelo- 
genous leukemia,  a highly  fatal  disease. 

W.  Harding  Kneedler,  M.D.,  of  Philadelphia,  writ- 
ing in  the  September  22  issue  of  The  Journal  of  the 
American  Medical  Association,  says  that  while  no 
conclusions  can  be  drawn  as  yet  regarding  the  de- 
gree of  beneficial  effect  of  colchicine  in  this  type 
of  leukemia,  “further  trial  of  the  drug  for  the  con- 
dition seems  justified.” 

Leukemia  is  a fatal  disease  characterized  by  the 
presence  in  the  blood  of  numerous  white  cells,  many 
of  which  are  immature.  The  cause  is  unknown.  In 
the  acute  type,  ulcerative  inflammation  of  the  mouth 
or  throat  often  marks  the  onset.  Hemorrhages  are 
common. 

In  the  case  reported  by  Dr.  Kneedler  in  The  Jour- 


addition,  undergraduate  training  in  physical 
therapy  has  been  provided  through  scholar- 
ships for  those  qualified  to  enter  approved 
schools.  The  training  of  the  physical  thera- 
pists is  the  largest  single  educational  effort 
the  National  Foundation  has  yet  undertaken, 
and  is  designed  to  ease  the  shortage  of  work- 
ers in  this  profession. 

“Grants  have  been  made  to  universities 
and  technical  schools  to  strengthen  and  im- 
prove their  courses  of  study,  thereby  making 
possible  improvement  of  curricula  and  in- 
crease in  enrollment.  In  addition  to  pro- 
viding scholarships  and  fellowships  and 
strengthening  teaching  programs,  the  Na- 
tional Foundation  has  been  actively  con- 
cerned with  stimulation  of  public  and  profes- 
sional understanding  of  the  many  services 
that  can  be  rendered  to  infantile  paralysis 
patients  by  well  trained  workers  in  these 
special  fields. 

“An  education  service  has  been  developed 
for  the  purpose  of  giving  to  the  public  in- 
formation regarding  infantile  paralysis. 
Booklets,  pamphlets,  and  bulletins  have  been 
prepared  to  meet  the  increasing  demand  for 
factual  literature  on  the  many  phases  of  the 
disease. 

“Specific  material  and  exhibits  have  been 
prepared  for  use  in  high  school  science 
courses  in  order  to  incorporate  basic  infor- 
mation about  infantile  paralysis  in  the  stu- 
dents’ regular  studies.  Cooperation  has  been 
maintained  with  many  educational  agencies, 
thereby  expanding  the  scope  of  service  to  all 
sections  of  the  public.” 


nal,  colchicine  was  given  in  tablet  form  three  times 
a day.  The  progress  of  the  disease  soon  became  less 
rapid,  then  improved.  After  losing  58  pounds,  the 
woman  patient  showed  a progressive  gain  in  weight 
and  strength.  Transfusions  were  unnecessary  for 
an  eight  month  period. 

After  suffering  several  hemorrhages,  the  patient 
finally  died. 

Commenting  on  the  treatment,  Dr.  Kneedler  said 
that  “colchicine  was  continued  through  the  course  of 
the  disease,  certainly  without  harmful  effect  and  per- 
haps with  actual  though  temporary  benefit.”  He 
urged  additional  investigation. 

Dr.  Kneedler  reported  that  Dr.  0.  H.  Perry  Pep- 
per, also  of  Philadelphia,  tried  the  drug  in  two  cases 
of  acute  leukemia.  It  had  no  apparent  effect  in  one 
case,  but  in  the  other  there  was  complete  halting 
of  development  for  a while.  “When  relapse  occurred 
the  drug  was  resumed,  but  the  further  course  of  the 
disease  was  as  would  have  been  expected  without 
the  drug,”  he  said. 


The  Rh  Factor 

L.  O.  VOSE 

Director  of  Laboratories 
State  Department  of  Health 


The  following-  recapitulation  of  facts  relat- 
ing- to  the  Rh  factor  may  be  interesting  to 
Nebraska  physicians. 

The  Department’s  Laboratory  is  at  present 
performing  the  Rh  test  on  bloods  received 
and  invoiced  as  prenatal  specimens.  It  is, 
of  course,  necessary  to  omit  the  test  in  cases 
in  which  serum  only  is  received  or  in  which 
the  amount  of  specimen  or  condition  of  the 
blood  makes  a satisfactory  test  impractical. 
Results  of  this  test  are  ordinarily  reported 
accompanying  the  report  of  the  tests  made 
with  reference  to  syphilis.  The  Rh  test  is 
not  made  on  specimens  other  than  prenatal 
unless  the  specimen  is  accompanied  by  a spe- 
cific request  for  the  test.  A brief  discussion 
of  this  test  and  its  significance  follows. 

We  understand  that  it  is  an  approved  prac- 
tice to  treat  infants  suffering  from  a blood 
dyscrasia  as  a result  of  parental  incom- 
patibility of  the  Rh  factor,  by  transfusion 
with  normal  blood.  Two  or  three  transfu- 
sions of  75  cc.  each,  beginning  as  soon  as  pos- 
sible have  been  recommended.  In  choosing 
the  donor,  it  makes  little  difference  whether 
the  donor  is  Rh  positive  or  Rh  negative.  It  is 
important,  however,  to  avoid  the  use  of  blood 
of  a donor  who  is  Rh  negative  and  who  has 
been  sensitized  to  the  Rh  factor  as  a result 
of  pregnancy  or  transfusion. 

The  Rh  test  is  a determination  of  the  sus- 
ceptibility of  human  red  blood  cells  to  ag- 
glutination by  a certain  type  of  prepared 
serum.  This  method  of  typing  was  developed 
by  Landsteiner  and  Weiner,  the  agglutinat- 
ing serum  originally  used  having  been  pre- 
pared by  immunizing  laboratory  animals  with 
blood  cells  of  Rhesus  monkeys. 

Of  white  individuals,  the  red  cells  of  ap- 
proximately 85%  are  agglutinated  by  anti- 
Rh  serum  and  are  called  Rh  positive.  The 
cells  of  the  other  15%  are  not  agglutinated 
and  are  called  Rh  negative.  The  grouping-  of 
individuals  by  this  method  is  unrelated  to  the 
ordinary  blood  groups  by  which  they  may  be 
classified  A,  B,  AB  or  0 groups  on  a basis 
of  isoagglutination. 

Rh  is  a normal  hereditary  property  of  hu- 
man blood.  It  becomes  medically  important 
only  when  Rh  negative  individuals  become 
sensitized  to  the  Rh  positive  principle  in 
blood.  This  sensitization  may  occur  either 


through  transfusion  of  an  Rh  negative  in- 
dividual with  Rh  positive  blood  or  in  an  Rh 
negative  mother  carrying  an  Rh  positive 
foetus. 

Some  patients  receiving  transfusions  of 
blood  of  their  own  blood  group  have  had 
hemolytic  transfusion  reactions.  Recogni- 
tion of  the  Rh  principle  serves  to  explain 
the  majority  of  such  reactions  which  occur 
in  an  Rh  negative  individual  and  result  from 
sensitization  following-  a previous  transfu- 
sion, or  from  pregnancy.  It  also  explains  the 
hemolytic  disease  of  infants,  erythroblastosis 
foetalis,  and  some  stillbirths  in  which  fatal 
termination  from  this  disease  has  occurred 
prior  to  delivery. 

The  typical  case  is  that  of  an  Rh  negative 
mother  and  an  Rh  positive  father,  the  foetus 
having  inherited  the  positive  principle  from 
the  father.  In  a few  such  cases  transmis- 
sion of  foetal  blood  to  the  mother  through 
the  placenta  has  probably  taken  place,  result- 
ing in  the  production  of  antibodies  in  the 
mother’s  blood.  These  antibodies,  passing 
into  the  infant’s  blood  through  the  same 
route,  give  rise  to  the  hemolytic  manifesta- 
tions of  erythroblastosis. 

In  practice  it  has  been  reported  that  only 
about  2%  of  Rh  negative  individuals  are 
readily  sensitized  to  this  factor.  Hence  on  a 
percentage  basis,  Rh  need  not  be  considered 
an  appreciable  problem.  In  practice  the 
problem  is  limited  to  the  15%  who  are  Rh 
negative. 

In  male  patients,  there  should  be  no  im- 
mediate concern  in  relation  to  the  first  trans- 
fusion. In  female  patients  of  childbearing 
potentialities,  it  is  best  to  transfuse  the  Rh 
negative  patient  with  Rh  negative  blood  in 
order  to  prevent  possible  future  trouble  in 
case  of  the  2%  capable  of  being  readily  sensi- 
tized. In  patients  with  a history  of  previous 
transfusion  or  pregnancy,  an  Rh  test  might 
preferably  be  made  before  a transfusion.  Rh 
tests  are,  of  course,  necessary  in  the  deter- 
mination of  Rh  negative  donors. 

In  practice  there  has  not  been  complete 
agreement  of  results  in  performing  this  test 
using  the  various  Rh  sera  available.  In  a 
laboratory  performing  considerable  number 
of  tests,  however,  it  is  believed  the  reliability 
of  results  will  compare  favorably  with  those 
of  other  test  procedures  commonly  employed. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


If  you  wish  to  read  a paper  at  the  1946 
Annual  Assembly  of  the  Nebraska  State  Medi- 
cal Association,  please  send  your  name  and 
title  to  Dr.  R.  B.  Adams,  416  Federal  Secur- 
ities Building,  Lincoln  8,  Nebraska.  No  re- 
quests will  be  accepted  after  February  1,  1946. 


The  Chicago  Medical  Society  will  hold  its  Annual 
Clinical  Conference  at  the  Palmer  House,  Chicago, 
Illinois,  March  5,  6,  7,  8,  1946.  All  physicians  are 
invited  to  attend  this  Conference  and  hear  the  out- 
standing specialists  from  all  sections  of  the  country 
discuss  subjects  of  major  interest. 


The  International  College  of  Surgeons  will  hold 
its  Tenth  Annual  Convention  and  Convocation  on 
December  7th  and  8th,  1945,  at  the  Mayflower  Hotel, 
Washington,  D.  C.  At  this  time  approximately  200 
men  will  receive  their  Fellowship.  A scientific  pro- 
gram is  planned  for  both  days.  Convocation  ex- 
ercises will  be  held  Friday  evening,  December  7th, 
in  the  Mayflower  Auditorium. 


POSTGRADUATE  COURSE  IN  ALLERGY 

The  American  College  of  Allergists  offers  an  in- 
tensive practical  course  in  allergy  for  five  and  one- 
half  days,  November  5 to  10,  inclusive,  at  Thorne 
Hall,  Northwestern  University,  Superior  and  Lake- 
shore  Drive,  Chicago,  Illinois.  Men  in  the  service 
will  be  admitted  free  of  charge,  and  for  others  the 
registration  fee  is  $100. 

Inquiries  should  be  addressed  to  the  Secretary  of 
the  American  College  of  Allergists,  401  La  Salle 
Medical  Building,  Minneapolis  2,  Minnesota. 


CONFERENCE  ON  TUBERCULOSIS 

A Conference  on  Control  of  Tuberculosis  in  a 
Metropolitan  Area,  sponsored  by  the  Institute  of 
Medicine  of  Chicago,  will  be  held  on  Tuesday  and 
Wednesday,  November  13  and  14,  1945,  at  the 
Palmer  House,  Chicago,  and  will  cover  phases  that 
are  of  particular  importance  at  this  time  to  clini- 
cians, specialists,  lay  workers,  and  teachers,  who 
are  cordially  invited  to  attend.  Among  the  subjects 
to  be  discussed  by  local  and  national  authorities  in 
the  field  of  tuberculosis  and  public  health  are  the 
following: 

Application  of  Immunological  Principles  to  the  Clinic  of 
Tuberculosis. 

Case  Finding. 

Tuberculosis  in  Negroes. 

Dietary  Aspects  of  Tuberculosis. 

Climatic  Aspects  of  Tuberculosis. 

Sanatorium  Facilities. 

The  Role  of  General  Hospitals  and  Clinics  and  of  the  Private 
Physician  in  Tuberculosis. 

Tuberculosis  and  Housing. 

The  Family  Problem  of  the  Tuberculous  Patient. 

Education  of  Public  Authorities  and  the  Laity  in  Tuber- 
culosis. 

Tuberculosis  in  Children  ; Tuberculosis  as  a School  Problem ; 
The  Practical  Application  of  Instruction  Methods  for  Schools. 

Principles  and  Organization  of  Treatment. 

Surgical  Treatment  of  Tuberculosis. 

Follow-up  Problems,  Including  the  Chronic  Open  Case. 

Rehabilitation. 

The  Role  of  Governmental  Agencies. 
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PANEL  DISCUSSIONS 
Financing  the  Tuberculosis  Problem. 

The  Problem  of  the  Tuberculous  War  Veteran. 

Immunization  with  the  Bacillus  Calmette-Guerin. 

Education  of  Medical  Students  and  Physicians  in  Tuber- 
culosis. 


The  Chinese  Government  has  requested  United 
Nations  Relief  and  Rehabilitation  Administration  to 
provide,  as  soon  as  possible,  some  200  field  person- 
nel of  the  following  categories  to  strengthen  the 
available  Chinese  personnel.  Such  personnel  will  be 
required  to  head  the  respective  services  in  hospitals 
of  100  or  250  beds,  which  will  be  established  in 
areas  recently  liberated  from  the  Japanese. 

General  Surgeons. 

Orthopedic  Surgeons. 

Genito-Urinary  Surgeons. 

Gynecologists  and  Obstetricians. 

General  Physicians. 

Dermatologists  and  Syphilologists. 

Opthalmologists. 

Otolaryngologists. 

Radiologists. 

Dentists. 

Pediatricians. 

Laboratory  Technicians. 

X-ray  Technicians. 

Sanitary  Engineers. 

Public  Health  Engineers. 

Public  Health  Nurses. 

Clinical  Nurses. 

General  practitioners  with  some  specialist  experi- 
ence will  be  acceptable.  Candidates  should  be  under 
55  years  of  age  and  in  good  physical  condition. 

If  interested  please  write  UNRRA,  1344  Connec- 
ticut Avenue,  N.  W.,  Washington  25,  D.  C. 

ASSIGNMENTS  OF  NEBRASKA  SENATORS 
TO  COMMITTEES 

Hugh  Butler — Agriculture  and  Forestry;  Banking 
and  Currency;  Finance;  Irrigation  and  reclamation; 
Territories  and  Insular  Affairs. 

Kenneth  S.  Wherry — Appropriations;  Audit  and 
Control  the  Contingent  Expenses  of  the  Senate; 
Claims;  Judiciary;  Public  Buildings  and  Grounds; 
Special:  Study  and  Survey  Problems  of  Small  Busi- 
ness Enterprises;  Special:  Investigate  Production, 
Transportation,  and  Use  of  Fuels  in  Areas  West  of 
the  Mississippi  River. 

Assignments  of  Representatives  to  Committees 

Carl  T.  Curtis — Ways  and  Means. 

Howard  H.  Buffett — Banking  and  Currency. 

Karl  Stefan — Appropriations. 

A.  L.  Miller — Insular  Affairs;  Irrigation  and  Rec- 
lamation; Territories. 


NEWS  and  VIEWS 


Nineteen  physicians  met  in  the  Medical 
Arts  Building  in  Omaha,  September  18,  to 
lay  the  ground  work  for  an  organizational 
meeting  of  a state  Cancer  Society.  The 
meeting  was  called  by  Dr.  James  Kelly  of 
Omaha,  Chairman  of  the  Cancer  Committee 
of  the  Nebraska  State  Medical  Association. 
The  organization  was  authorized  by  the 
House  of  Delegates  at  its  last  annual  Session, 
May  8,  1945.  Dr.  Kelly  was  elected  tempor- 


ary chairman,  and  Dr.  Herman  Jahr,  secre- 
tary, of  the  meeting. 

A committee  to  draw  up  a constitution  and 
by-laws  was  appointed  by  Dr.  Kelly,  as  fol- 
lows: Drs.  J.  W.  McMartin,  of  Omaha;  Lu- 
cien  Stark,  of  Norfolk,  and  Earl  Johnson,  of 
Grand  Island. 

Upon  motion  it  was  decided  that  a meeting 
be  held  in  the  Paxton  Hotel,  Omaha,  on  Fri- 
day, October  26,  3 p.  m.,  the  last  day  of  the 
Annual  Assembly  of  the  Omaha  Mid-West 
Clinical  Society.  Every  member  of  the  Ne- 
braska State  Medical  Association  is  qualified 
for  membership  in  the  Cancer  society. 

The  attention  of  our  members  is  called  to 
a radio  program  sponsored  by  Lederle  Lab- 
oratories, Inc.,  of  New  York.  The  program 
comes  under  a series  entitled  “The  Doctors 
Talk  It  Over.”  It  is  a very  interesting  pro- 
gram, and  the  subjects  discussed  are  both 
informative  and  entertaining.  On  October 
16  a very  enlightening  discussion  was  given 
by  Dr.  Selman  A.  Waksman,  Professor  of 
Microbiology,  Paitgers  University,  on  “Strep- 
tomycin.” Physicians  are  urged  to  tune  in 
on  these  programs  every  Tuesday  evening 
over  stations  of  the  American  Broadcasting 
Company. 

The  August  issue  of  Mortar  and  Pestle, 
official  journal  of  the  Nebraska  Phar- 
maceutical Association,  featured  the  Sil- 
ver Anniversary  of  Donley-Stahl  Company 
of  Lincoln,  a Nebraska  institution  organized 
in  1920.  This  Journal  too,  expresses  its  good 
wishes  upon  the  occasion.  Donley-Stahl  de- 
serves congratulations.  From  a modest  drug 
store  it  has  expanded  to  serve,  and  serve 
well,  this  whole  area.  It  is  an  excellent  local 
example  of  what  can  be  accomplished  under 
the  American  system  of  free  enterprise. 

Dr.  O.  W.  Everett,  who  has  been  superin- 
tendent of  the  Hastings  State  Hospital  at 
Ingleside,  has  resigned.  He  is  succeeded  by 
Dr.  H.  H.  Schultz.  Dr.  Schultz  came  to  the 
hospital  two  years  ago  as  assistant  superin- 
tendent. Prior  to  that  time  he  had  been  in 
charge  of  artificial  pneumo-thorax  treat- 
ments for  15  years  at  the  Modern  Woodmen 
of  America  Sanatorium  for  Tuberculosis  at 
Colorado  Springs,  Colo. 


Following  a county-wide  meeting  of  citi- 
zens of  Pierce  County  in  Pierce,  a Pierce 
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County  Tuberculosis  and  Public  Health  As- 
sociation was  organized  early  in  October.  Dr. 
John  Calvert  is  chairman. 

For  years  Douglas  County  hired  physicians 
on  part  time  to  care  for  what  indigents  the 
two  medical  schools  were  unable  to  handle 
through  their  outcall  service.  At  a recent 
meeting  of  the  commissioners  it  was  decided 
to  do  away  with  hiring  of  physicians,  and  to 
pay  three  dollars  per  house  call  to  physicians 
who  render  care,  provided  such  calls  have 
been  authorized  by  the  County  Hospital  ad- 
missions department. 


According  to  press  reports  Blue  Cross 
membership  has  risen  to  the  record  total  of 
18,800,000  in  43  states,  District  of  Columbia, 
7 Canadian  provinces  and  Puerto  Rico.  Mem- 
bership increased  more  than  500,000  in  the 
first  6 months  of  this  year. 


From  releases  from  Selective  Service 
Headquarters  we  learn  that  some  800,000  of 
the  4,493,000  rejected  selective  service  regis- 
trants were  turned  down  because  of  mental 
disorders,  which  led  all  causes  for  Army  re- 
jections. Most  cases  fall  into  the  classifica- 
tion of  psychoneurotic  or  obsessive  type  of 
disorders  and  psychopathic  or  immature, 
childish  type  of  personality.  The  proportion 
of  cases  of  the  latter  was  higher  among  Ne- 
groes than  among  whites,  and  among  young 
persons  than  old.  The  reverse  was  true  for 
the  psychoneurotic  disorders. 


In  accordance  with  an  ordinance  passed  by 
the  City  Council  on  October  9,  the  City  of 
Omaha  stands  a good  chance  to  reorganize 
its  Health  Department.  The  new  ordinance 
calls  for  the  establishment  of  a Board  of 
Health  to  be  appointed  by  the  Mayor  with 
the  approval  of  the  City  Council.  It  further 
calls  for  the  appointment  by  the  Board  of 
Health  of  a full  time  director  of  health  who 
has  been  especially  trained  in  public  health. 
It  will  be  recalled  that  the  Omaha-Douglas 
County  Medical  Society  for  years  has  carried 
on  a campaign  for  reorganization  of  the 
Health  Department  under  a well  qualified 
full  time  director. 
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ALBION : The  Citizens  Hospital  Commit- 
tee is  making  progress  in  their  effort  to  im- 
press the  people  and  the  officials  of  Boone 
county  with  the  importance  and  the  neces- 
sity for  a community  hospital.  At  a recent 
meeting  Dr.  W.  P.  Higgins,  a member  of  the 
committee,  reported  on  a study  of  hospitals 
elsewhere  in  the  state  which  could  serve  as 
a pattern  for  the  Boone  county  institution. 

ARNOLD : There  is  a movement  on  foot 

to  float  a bond  issue  for  a village  owned  hos- 
pital. A group  recently  organized,  of  which 
Dr.  F.  A.  Burnham  is  a member,  is  now 
studying  practical  methods  by  which  a hos- 
pital may  be  acquired. 

BRIDGEPORT : The  Morrill  County  Vet- 
erans Memorial  Hospital  is  approaching  re- 
ality, judging  by  committee  reports  in  the 
Bridgeport  News-Blade.  More  than  a third 
of  the  thirty  thousand  dollar  goal  is  now  in 
the  treasury,  and  the  county-wide  drive  has 
just  started. 

OAKLAND:  The  Oakland  Memorial  Hos- 
pital formally  adopted  articles  of  incorpora- 
tion in  September. 

OSMOND:  Some  two  thousand  persons 

attended  the  opening  of  St.  Joseph  Hospital 
in  Osmond.  The  17-bed  institution  is  ad- 
ministered by  the  Sisters  of  St.  Casimir. 

PENDER:  The  Logan  Valley  hospital  in 

Pender  was  sold  in  September  to  Dr.  E.  R. 
Leonard,  physician  and  surgeon  of  Ocheye- 
dan,  Iowa.  The  hospital  had  been  operated 
by  the  village  of  Pender  for  two  years  and 
prior  to  that  time  was  run  by  Dr.  J.  D. 
Bradley,  now  in  the  armed  services.  Services 
at  the  hospital  are  to  be  continued. 

YORK:  The  community  of  York  has  pur- 
chased the  Lutheran  Hospital.  The  hospital 
has  been  operated  by  the  Lutheran  Hospital 
Association  since  1915.  Including  an  addi- 
tion erected  in  1918  the  hospital  has  a ca- 
pacity of  60  beds.  The  purchase  price  was 
$40,000. 
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FROM  COUNCIL  ON  MEDICAL  SERVICE 
AND  PUBLIC  RELATIONS,  AMERICAN 
MEDICAL  ASSOCIATION 

RELEASE  OF  DOCTORS  FROM  SERVICE 

Demand  swells  from  medical  organizations,  press, 
business,  labor,  Congress,  from  the  doctors  them- 
selves in  uniform  and  above  all  from  thousands  who 
anxiously  await  the  return  of  their  own  family  doc- 
tor, for  the  release  of  the  greatest  number  possible 
of  the  doctors  in  service. 

Very  definite  official  word  should  be  forthcoming 
soon  from  Army  and  Navy  authorities  as  to  how 
many,  how  soon  and  on  what  basis  doctors  are  to  be 
released.  Newspapers  report  that  13,000  to  18,000 
doctors  now  in  the  Army  are  to  be  out  by  the  end 
of  the  year,  and  30,000  by  July  1,  1946. 

MEDICAL  SOCIETIES  FACE  TASK 

Faced  with  problems  increasing  daily,  almost 
hourly  in  number  and  importance,  the  Council  on 
Medical  Service  and  Public  Relations  appeals  to  each 
and  every  county  medical  society  to  do  everything 
possible  to  hold  regular  meetings  and  maintain  an 
active  organization  during  the  coming  year. 

It  is  hoped  that  those  county  societies  which  have 
discontinued  regular  meetings  during  the  war  will 
return  now  to  their  regular  pre-war  schedule. 

This  will  be  doubly  difficult  in  many  cases  due 
to  the  fact  that  individual  physicians  are  so  busy 
and  so  pressed  for  time.  Despite  the  working  hours 
faced  by  every  physician  in  his  private  practice 
each  must  sacrifice  a substantial  part  of  his  time 
and  effort  for  medical  organization  work  if  the 
medical  profession  is  to  continue  to  lead  in  giving 
the  American  public  the  high  standard  of  medical 
care  in  the  future  as  in  the  past. 

URGE  RETURN  OF  QUESTIONNAIRE 

Each  of  the  108,000  civilian  physicians  in  the 
country  has  received  a letter  and  a questionnaire 
from  the  A.M.A.  Bureau  of  Information.  It  is  most 
important  that  each  individual  doctor  complete  and 
return  these  questionnaires  in  order  to  bring  current 
records  at  the  A.M.A.  Headquarters  up  to  date  and 
in  order  to  obtain  actual  facts  in  regard  to  the  true 
distribution  of  medical  care.  Lt.  Col.  Robert  D. 
Bickel  in  charge  of  the  Bureau  of  Information  re- 
ports that  early  returns  from  the  questionnaire  have 
been  coming  in  rapidly. 

USE  RADIO  IN  YOUR  PUBLIC  RELATIONS 

“If  you  are  thinking  in  terms  of  public  relations, 
don’t  overlook  the  opportunities  afforded  by  radio 
broadcasting  in  your  community.  If  you  have  radio 
stations  in  your  county,  your  society  should  be  on 
the  air  weekly;  at  least  for  the  thirty-nine  weeks 
from  autumn  through  spring.  To  give  an  effective 
program  with  a minimum  of  local  effort,  consider 
the  electric  transcriptions  afforded  by  the  A.M.A.’s 
Bureau  of  Health  Education.  There  are  now  eighty- 
eight  programs  in  seven  series  dealing  with  con- 
tagious diseases,  emergencies  in  the  home,  healthful 
everyday  living,  health  problems  of  middle  age,  pub- 
lic health,  and  summer  health  suggestions.  There 
will  soon  be  an  adult  series  on  mental  hygiene;  early 
in  1946  there  will  be  a novel  musical  program  with 
health  suggestions  and  other  fresh  and  original 


angles  on  radio  broadcasting.  This  series  is  yours 
for  the  asking.  All  it  costs  you  in  money  is  the  re- 
turn express  charges  on  the  loaned  “platters.”  It 
does  take  a little  time  and  effort  to  contact  your 
local  radio  station  and  make  the  necessary  arrange- 
ments and  to  keep  in  touch  with  the  radio  people 
sufficient  to  demonstrate  a genuine  interest  in  the 
program  as  it  proceeds.  Medical  societies  which 
have  used  this  service  speak  of  it  with  enthusiasm. 

For  further  information,  write  the  Bureau  of 
Health  Education,  A.M.A.,  535  North  Dearborn 

Street,  Chicago  10,  111. 

NEW  MOTION  PICTURES  FOR  SOCIETY 
PROGRAMS 

“Physical  Diagnosis”  is  the  title  of  a motion  pic- 
ture recently  acquired  by  the  American  Medical  As- 
sociation. It  was  prepared  by  Drs.  Gordon  B.  My- 
ers, Fred  J.  Margolis  and  Muir  Clapper  of  Wayne 
University  College  of  Medicine,  Detroit.  It  requires 
about  four  hours  to  run,  but  portions  of  it  may  be 
used  at  different  times. 

Other  motion  pictures  suitable  for  meetings  of 
county  or  state  medical  societies  are  also  available. 
(See  J. A.M.A.  129;138-139,  Sept.  8,  1945).  Reserva- 
tions should  be  made  as  far  as  possible  in  advance 
of  the  meeting  with  Thomas  G.  Hull,  Ph.D.,  Direc- 
tor of  the  Scientific  Exhibit. 

“The  Menace  of  the  Rat”  and  “Food  Poisoning” 
are  exhibits  which  have  recently  been  prepared  for 
meetings  of  state  medical  societies.  Information 
about  these  and  thirty-five  other  scientific  exhibits 
for  state  medical  meetings  may  be  obtained  from  the 
Director,  Scientific  Exhibit,  American  Medical  As- 
sociation. 


BILLS  IN  CONGRESS 

Including  the  Bills  reported  in  this  bulletin,  we 
are  now  following  forty-five  bills  in  the  Senate  and 
108  bills  in  the  House  of  Representatives,  and  of  this 
number,  ten  bills  have  been  reported  out  by  Commit- 
tee in  the  Senate,  and  thirteen,  in  the  House  of  Rep- 
resentatives. 

S.  1316  by  Mr.  Thomas  of  Utah,  July  26.  A Bill 
to  further  promote  the  national  strength,  security, 
and  welfare  by  assisting  the  States  and  Territories 
in  extending  and  improving  courses  of  instruction  in 
the  natural  sciences  through  public  secondary 
schools.  Referred  to  the  Committee  on  Education 
and  Labor. 

S.  1318  by  Mr.  Pepper  (for  himself,  Mr.  Walsh, 
Mr.  Thomas  of  Utah,  Mr.  Hill,  Mr.  Chavez,  Mr. 
Turned,  Mr.  Guffey,  Mr.  LaFollette,  Mr.  Aiken,  and 
Mr.  Morse).  A Bill  to  provide  for  the  general  wel- 
fare by  enabling  the  several  states  to  make  more 
adequate  provision  for  the  health  and  welfare  of 
mothers  and  children  and  for  services  to  crippled 
children,  and  for  other  purposes.  Referred  to  the 
Committee  on  Education  and  Labor. 

Comment:  Analysis  of  Bill  will  be  found 
on  Page  1112  of  August  11,  1945  Issue  of 
J. A.M.A.  Identical  bills  have  been  intro- 
duced in  the  other  House,  as  follows : 

H.R.  3922  by  Mrs.  Norton  of  New  Jersey, 
September  5. 
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H.R.  3994  by  Mr.  Kelley  of  Pennsylvania, 
September  11. 

H.R.  4059  by  Mr.  Patterson  of  California, 
September  14. 

H.R.  2550  by  Mr.  Priest  of  Tennessee,  March  9. 
A Bill  to  provide  for,  foster,  and  aid  in  coordinating 
research  relating  to  neuropsy-chiatric  disorders;  to 
provide  for  more  effective  methods  of  preven- 
tion, diagnosis  and  treatment  of  such  disorders;  to 
establish  the  National  Neuropsychiatric  Institute; 
and  for  other  purposes.  Referred  to  the  Committee 
on  Interstate  and  Foreign  Commerce. 

Comment:  A sub-committee  of  the  Com- 

mittee on  Interstate  and  Foreign  Commerce 
is  holding  hearings  on  this  Bill  at  present. 
Among  those  who  have  testified  are  the 
Army,  Navy,  U.  S.  Public  Health  Service, 
American  Mental  Hygiene  Association,  and 
several  civic  organizations.  All  have  en- 
dorsed the  Bill  and  have  recommended  its 
passage. 

H.R.  3922  by  Mrs.  Norton  of  New  Jersey,  Sep- 
tember 5.  A Bill  to  provide  for  the  general  wel- 
fare by  enabling  the  several  states  to  make  more 
adequate  provision  for  the  health  and  welfare  of 
mothers  and  children  and  for  services  to  crippled 
children,  and  for  other  purposes.  Referred  to  the 
Committee  on  Labor. 

Comment:  Identical  to  S.  1318. 

H.R.  3923  by  Mr.  Price  of  Florida,  September  5. 
A Bill  to  provide  for  the  establishment  of  a United 
States  Navy  Training  School  for  Nurses.  Referred 
to  the  Committee  on  Naval  Affairs. 

Comment:  In  this,  and  the  three  succeed- 
ing Bills,  Congressman  Price  provides  for  the 
establishment  of  two  nurses’  training  schools 
and  of  two  medical  schools  to  provide  doc- 
tors and  nurses  for  the  Army  and  Navy. 
The  students  are  to  be  selected  and  admitted 
under  the  same  terms  and  conditions  as 
cadets  and  midshipmen  are  now  selected  and 
admitted  into  the  U.  S.  Military  Academy 
and  the  U.  S.  Naval  Academy  respectively. 
Graduates  from  the  schools  shall  be  commis- 
sioned as  second  lieutenants  or  ensigns. 
Graduates  from  the  Naval  Medical  Schools 
shall  serve  their  interneship  in  Naval  hos- 
pitals and  upon  completion,  may  be  assigned 
to  duty  in  the  Navy  or  in  hospitals  under  the 
jurisdiction  of  the  Veterans’  Administration. 
Those  graduating  from  the  Army  Medical 
School  may  be  assigned  to  duty  in  the  Army 
or  to  the  Veterans’  Administration. 

H.R.  3924  by  Mr.  Price  of  Florida,  September  5. 
A Bill  to  provide  for  the  establishment  of  a United 
States  Naval  Medical  School.  Referred  to  the  Com- 
mittee on  Naval  Affairs. 

H.R.  3926  by  Mr.  Price  of  Florida,  September  5. 
A Bill  to  provide  for  the  establishment  of  a United 


States  Army  Training  School  for  Nurses.  Referred 
to  the  Committee  on  Military  Affairs. 

H.R.  3927  by  Mr.  Price  of  Florida,  September  5. 
A Bill  to  provide  for  the  establishment  of  a United 
States  Military  Medical  School.  Referred  to  the 
Committee  on  Military  Affairs. 

H.R.  3939  by  Mr.  Stevenson  of  Wisconsin,  Septem- 
ber 5.  A Bill  authorizing  an  appropriation  of  $500,- 
000,000  for  research  with  respect  to  the  cause  and 
cure  of  cancer  and  poliomyelitis.  Referred  to  the 
Committee  on  Interstate  and  Foreign  Commerce. 

Comment : The  appropriation  is  to  become 
available  immediately  and  to  remain  available 
until  expended,  under  the  direction  of  the 
Surgeon  General,  United  States  Public 
Health  Service. 

H.R.  3994  by  Mr.  Kelley  of  Pennsylvania,  Septem- 
ber 11.  A Bill  to  provide  for  the  general  welfare 
by  enabling  the  several  states  to  make  more  ade- 
quate provision  for  the  health  and  welfare  of  moth- 
ers and  children  and  for  services  to  crippled  children, 
and  for  other  purposes.  Referred  to  the  Committee 
on  Labor. 

Comment:  Identical  to  S.  1318. 

H.R.  4059  by  Mr.  Patterson  of  California,  Septem- 
ber 14.  A Bill  to  provide  for  the  general  welfare 
by  enabling  the  several  states  to  make  more  ade- 
quate provision  for  the  health  and  welfare  of 
mothers  and  children  and  for  services  to  crippled 
children,  and  for  other  purposes.  Referred  to  the 
Committee  on  Labor. 

Comment:  Identical  to  S.  1318. 

H.R.  4070  by  Mr.  Spence  of  Kentucky,  September 
14.  A Bill  to  provide  for  water-pollution-control 
activities  in  the  United  States  Public  Health  Serv- 
ice, and  for  other  purposes.  Referred  to  the  Com- 
mittee on  Rivers  and  Harbors. 

S.J.  Res.  89  by  Mr.  Pepper  (for  himself,  Mr.  Wag- 
ner, Mr.  Murray,  Mr.  Capper,  Mr.  Ball,  and  Mr. 
Smith).  A Joint  Resolution  relative  to  the  forma- 
tion of  an  International  Health  Organization. 
Whereas  pestilence,  disease,  malnutrition,  and  death 
therefrom  know  no  frontiers;  and  whereas  the  press- 
ing health  and  medical-social  problems  of  the  world 
will  continue  for  years  to  come;  and  whereas  health 
is  essential  for  the  well-being,  progress,  and  pros- 
perity of  nations  and  for  good  relations  between 
nations;  and  whereas  the  reconstruction  of  national 
and  international  health  services  and  the  solution 
of  health  problems  would  be  a significant  contribu- 
tion to  world  peace;  and  whereas  no  single  inter- 
national health  organization  now  exists  which  can 
coordinate  effectively  national  and  international 
health  programs  and  organizations;  and  whereas  the 
United  Nations  Conference  in  San  Francisco  adopted 
a recommendation  to  convene  a conference  to  draw 
up  the  statutes  of  an  International  Health  Organ- 
ization: Therefore  be  it  resolved  by  the  Senate  and 
House  of  Representatives  of  the  United  States  of 
America  in  Co'ngress  assembled,  that  there  should 
be  the  speedy  convening  of  such  conference  and 
the  early  formation  of  an  International  Health 
Organization  as  an  indispensable  bulwark  of  the 
United  Nations,  and  the  President,  on  behalf  of  the 
Government  of  the  United  States,  is  hereby  author- 
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ized  to  take  immediate  steps  to  hasten  the  conven- 
ing of  such  conference  and  the  formation  of  such 
an  organization.  Referred  to  the  Committee  on  Edu- 
cation and  Labor. 

S.  1248,  Fulbright,  Arkansas;  S.  1285,  Magnuson, 
Washington;  S.  1297,  Kilgore,  West  Virginia.  Sub- 
committees of  the  Senate  Committee  on  Commerce 
and  Military  Affairs  have  announced  that  beginning 
October  8 hearings  will  be  held  on  the  three  bills 
establishing  a National  Research  Foundation. 

H.R.  2550.  Reported  in  this  Bulletin.  A sub-com- 
mittee of  the  House  Committee  on  Interstate  and 
Foreign  Commerce  concluded  a series  of  hearings 
this  week  on  H.R.  2550  by  Priest,  Tennessee,  for  the 
creation  of  a Neuropsychiatric  Institute. 

S.  178.  Reported  in  Bulletin  No.  9.  The  minutes 
of  the  hearings  on  S.  178  by  Fulbright,  Arkansas, 
Chiropractors  to  engage  in  treatment  under  the  Fed- 
eral Employees’  Compensation  Act,  have  been  print- 
ed and  are  now  available. 


FROM  THE  OFFICE  OF  THE  SURGEON 
GENERAL 

SURGEON  GENERAL  URGES  PROMPT  RE- 
LEASE OF  ELIGIBLE  PERSONNEL 

Major  General  Norman  T.  Kirk,  the  Surgeon 
General  of  the  Army,  expressed  the  desire  that  all 
commanding  officers  give  the  fullest  possible  co- 
operation towards  effecting  the  early  release  of 
Medical  Department  personnel  who  are  eligible  for 
separation  from  the  service  under  the  announced 
policy. 

At  the  same  time  he  urged  that  all  Medical  De- 
partment personnel  occupying  key  positions  and 
who  are  eligible  for  separation  under  the  present 
criteria  volunteer  to  continue  on  active  duty  to  as- 
sist in  maintaining  the  present  high  standards  of 
medical  care  if  no  replacement  is  immediately  avail- 
able. It  is  contemplated  that  a period  of  six  months’ 
duty  will  be  sufficient  time  to  allow  for  the  arrival 
of  a replacement  or  for  training  an  officer  to  take 
over  duties  of  key  positions  and  thus  allow  all  offi- 
cers eligible  for  release  to  be  returned  to  civilian 
life. 

General  Kirk  requested  that  commanding  officers 
make  every  effort  to  obtaih  replacements  for 
Medical  Department  personnel  eligible  for  release 
in  order  that  those  officers  might  be  returned  to 
civil  life  at  the  earliest  possible  moment. 

Under  the  announced  Medical  Department  de- 
mobilization policy,  Medical  and  Dental  Corps  offi- 
cers are  eligible  for  release  providing  they  meet 
any  one  of  the  following  criteria: 

a.  Adjusted  service  score  of  80  or  above. 

b.  48  years  of  age  to  the  nearest  birthday  or 
above. 

c.  Entry  on  active  duty  prior  to  Pearl  Harbor 
excepting  critical  specialists  qualified  in  eye,  ear, 
nose  and  throat,  plastic  surgery,  orthopedic  surgery, 
neuropsychiatry  or  laboratory  clinicians.  Officers 
qualified  in  these  specialties  are  eligible  for  release 
if  they  entered  on  active  duty  prior  to  January  1, 
1941,  or  if  they  meet  the  criteria  on  points  or  age. 

This  revised  policy  on  separation  is  expected  to 
return  13,000  physicians,  3,500  dentists,  25,000 


nurses  and  a large  number  of  other  Medical  Depart- 
ment officers  to  civilian  life  by  the  first  of  the 
year. 

It  will  be  necessary  to  retain  a large  number  of 
low  score  men  in  the  service  for  replacement  for 
overseas  men  having  high  ASR  scores.  Other  low 
score  men  must  of  necessity  be  retained  in  the  serv- 
ice to  carry  on  the  necessary  activities  of  the  Medi- 
cal Department  in  this  country  and  in  theaters 
where  American  troops  are  operating. 

It  is  intended  that  no  one  eligible  for  release 
will  be  held  in  the  Army  because  there  are  men 
with  higher  scores  overseas  who  have  not  been  re- 
turned home.  Eligible  men  will  be  discharged  as 
rapidly  as  they  can  be  processed  for  separation. 

No  enlisted  personnel  with  a sufficient  number  of 
critical  points  will  be  kept  because  of  “military 
necessity”  except  those  very  few  men  classified  in 
one  of  three  essential  technical  skills.  These  are: 
Orthopedic  mechanics,  electroencephalographers  who 
operate  electrocardiac  equipment  and  radio  trans- 
mitter attendants.  The  latter  is  not  in  the  Medical 
Department. 

TOTAL  STREPTOMYCIN  PRODUCTION  ONLY 
FOURTEEN  OUNCES  A MONTH 

The  War  Department  said  today  that  streptomy- 
cin, the  new  wonder  sister  drug  to  penicillin,  was 
being  used  in  thirty  Army  general  hospitals  over 
the  country,  but  that  it  was  so  difficult  to  obtain 
that  the  total  output  of  the  four  companies  now 
making  it  has  been  only  fourteen  ounces  a month. 

Major  General  Norman  T.  Kirk,  Surgeon  General 
of  the  Army,  said  the  Army  was  receiving  many  re- 
quests for  the  drug  for  use  in  treatment  of  urinary 
and  other  infections  caused  by  gram-negative  bac- 
teria which  do  not  respond  to  penicillin,  but  that 
these  cannot  be  met  since  the  Army  neither  controls 
the  supply  nor  can  get  enough  for  its  own  needs  in 
treatment  of  battle-wounded  soldiers. 

General  Kirk  said  that  the  four  companies,  Merck, 
Upjohn,  Abbott  and  Squibb  were  the  principal  manu- 
facturers of  the  new  product,  but  that  other  con- 
cerns were  working  at  experimental  production  at 
pilot  plants  and  that  any  civilian  requests  for  strep- 
tomycin naturally  would  go  to  these  companies. 

“The  Army  and  Navy  are  purchasing  only  a part 
of  available  production,”  General  Kirk  said.  “In 
August,  twenty-eight  ounces — or  800,000,000  units — 
were  purchased.  Joint  Army-Navy  expectations  for 
September  are  162  ounces,  but  it  is  anticipated  that 
production  will  be  not  more  than  70  ounces.  It  is 
hoped  that  Army-Navy  procurement  can  be  doubled 
in  October — for  military  needs  alone  now  are  about 
2,000  ounces  a month.” 

A gram,  or  1,000,000  units  is  the  standard  daily 
dose  administered  in  three  injections  over  a twenty- 
four-hour  period. 

Production  is  limited  severely  because  the  drug 
is  obtained  from  a natural  fungus  found  in  the 
soil  and  must  be  grown  under  carefully  controlled 
laboratory  conditions  which  cannot  be  hurried. 

The  phenomenal  production  of  penicillin  which 
brought  it  from  a laboratory  curiosity  to  a common- 
ly-used drug  and  the  price  from  astronomical  fig- 
ures to  about  a dollar  a dose  was  due  in  part  to 
pressure  of  wartime  needs,  the  General  pointed  out. 

“But,”  he  added,  “with  the  war  ended  and  prior- 
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ities  a thing  of  the  past,  streptomycin  does  not 
have  these  advantages,  thus  working  to  some  extent 
to  hamper  production,  although  industry  is  doing 
what  it  can  do  to  supply  the  demand.” 

General  Kirk  explained  that  the  Army’s  principal 
needs  are  for  treatment  of  soldiers  with  severed 
spinal  cords  who  develop  urinary  tract  infections 
because  of  a loss  of  bladder  function,  and  to  some 
extent  in  treating  some  cases  of  meningitis  and  other 
infections  which  do  not  respond  readily  to  penicillin 
therapy. 

NEW  SKIN  DISEASE— ATYPICAL  LICHEN 
PLANUS— ANNOUNCED 

Studies  of  the  occurrence  of  a new  skin  disease, 
which  has  been  named  atypical  lichen  planus  and  is 
known  to  the  soldier  as  one  of  the  varieties  of 
“jungle  rot,”  were  recently  announced  by  the  Office 
of  the  Surgeon  General. 

Following  the  first  Pacific  island  invasions,  it 
became  necessary  to  evacuate  a growing  percentage 
of  men  from  battle  areas  because  of  skin  diseases 
which  are  common  in  the  tropics.  Soon  after  the 
beginning  of  the  Buna  campaign  in  early  1943,  a 
number  of  patients  with  a similar  skin  disease 
which  was  unfamiliar  was  noted.  Further  observa- 
tion made  it  evident  that  a new  disease  was  being 
encountered. 

The  first  Army  reports  containing  descriptions  of 
this  new  disease,  which  came  to  be  called  atypical 
lichen  planus,  were  submitted  by  two  Army  derma- 
tologists in  the  Southwest  Pacific — Major  Thomas 
Nisbet  of  Pasadena,  California,  and  Lt.  Colonel 
Charles  Schmitt  of  Pittsburgh,  Pennsylvania.  Major 
Nisbet  and  Colonel  Schmitt  believed  that  atabrine, 
the  drug  which  proved  of  such  exceptional  aid  in 
reducing  malarial  attacks,  was  probably  the  under- 
lying cause  of  the  disease. 

Army  doctors  emphasize  that  the  possible  relation- 
ship of  atabrine  to  atypical  lichen  planus  does  not 
reflect  upon  the  usefulness  of  atabrine  for  the 
treatment  of  malaria.  The  skin  disease  has  ap- 
peared only  in  about  2 or  3 per  thousand  of  those  in 
the  Southwest  Pacific  who  took  atabrine  regularly 
for  some  months.  Atypical  lichen  planus  apparently 
arises  partly  because  of  an  unusual  sensitivity  to 
atabrine.  Doctors  are  well  acquainted  with  the  fact 
that  occasional  individuals  are  sensitive  to  certain 
drugs  such  as  quinine,  the  sulfa  drugs,  and  even 
aspirin. 

Although  medical  officers  believe  that  atabrine 
is  an  underlying  cause  of  the  disease,  they  recog- 
nize that  many  other  factors  besides  atabrine  are 
probably  contributory.  These  include  skin  injuries 
and  irritations  of  many  kinds,  excessive  exposure  to 
sunlight,  profuse  perspiration,  dietary  deficiencies, 
and  emotional  and  nervous  factors.  Older  men  have 
been  found  to  be  more  susceptible  than  younger  men, 
and  the  disease  occurs  among  the  nurses  and  WACs 
as  well  as  among  the  men. 

Medical  officers  soon  learned  to  recognize  atypical 
lichen  planus  in  its  early  stages  and  are  able  to 
prevent  it  from  spreading  to  other  parts  of  the 
body.  In  all  but  a small  percentage  of  cases  the 
disease  has  cleared  up  under  treatment.  To  relieve 
the  public  and  the  families  of  patients  of  unneces- 
sary worry,  Army  doctors  emphasize  that  atypical 
lichen  planus  is  not  contagious. 

Atypical  lichen  planus  gets  its  name  from  its  re- 


semblance to  the  well-known  skin  disease,  lichen 
planus.  The  type  of  skin  lesions  in  the  disease  dif- 
fers with  the  patient.  The  disease  usually  first  oc- 
curs in  itchy,  oozing  , reddish  or  purplish  patches  on 
the  skin.  These  patches  may  remain  the  same  for 
several  weeks  or  they  may  spread  rapidly.  Some 
patients  develop  a later  stage  in  which  raised  scaly 
patches  appear,  often  on  the  arms  and  legs. 

Fllowing  the  acute  stage  of  the  disease,  the 
inflamed  patches  leave  purplish  or  brownish  areas 
and  often  cause  a temporary  closure  of  sweat  glands 
with  a consequent  lowered  heat  tolerance.  In  some 
cases  patches  of  hair  are  temporarily  lost. 

Special  mention  should  be  made  of  some  of  the 
many  medical  officers  in  addition  to  Major  Nisbet 
and  Lt.  Colonel  Schmitt  who  have  been  carrying  on 
scientific  studies  of  this  skin  disease.  Lt.  Colonel 
John  Ambler  of  Denver,  Colorado,  Consultant  in 
Dermatology  in  the  Southwest  Pacific,  collected  ex- 
tensive information  on  the  many  aspects  of  the  dis- 
ease; Major  Abner  M.  Harvey  of  Nashville,  Ten- 
nessee, and  his  associates  contributed  to  the  im- 
pression that  atabrine  was  an  essential  cause;  and 
Major  Lawrence  Katzenstein  of  Baltimore,  Mary- 
land, made  some  of  the  early  observations  of  the 
disease. 

SKIN  IRRITATION  TESTS  AT  FORT  LEWIS, 
WASHINGTON 

Suitable  allergy  tests  to  determine  the  extent  of 
skin  irritation  caused  by  woolen  clothing,  impreg- 
nated with  insect  repellent  are  to  be  conducted  at 
Fort  Lewis,  Washington,  under  the  direction  of  Cap- 
tain Harry  Levitt,  of  the  Dermatology  and  Allergy 
Department  at  Fort  Lee,  Virginia. 

One  hundred  fifty  soldiers  who  have  volunteered 
for  the  test  will  be  divided  into  three  groups.  Fifty 
will  be  equipped  with  untreated  woolen  uniforms, 
and  will  act  as  a control  group.  Another  fifty  will 
wear  woolen  clothing  impregnated  with  a miticide 
preparation  employing  Tween-80  as  an  emulsifier. 
The  uniforms  of  the  third  fifty  will  be  impregnated 
with  a miticide  solution  that  uses  tetrachlorethane 
as  a solvent. 

The  results  of  the  test,  due  shortly,  will  be  trans- 
mitted to  the  Preventive  Medicine  Service  of  the 
Surgeon  General’s  Office,  Sanitation  and  Hygiene 
Division. 

GENERAL  RANKIN  IN  TALK  TO  UNI.  OF 
MICHIGAN  ON  WORK  OF  ARMY  SURGEONS 

A major  factor  in  the  Army’s  record  of  saving  the 
lives  of  almost  ninety-seven  out  of  every  hundred 
wounded  men  who  reached  a hospital  was  the  quality 
of  surgical  care  given  these  soldiers,  Brigadier  Gen- 
eral Fred  W.  Rankin,  Chief  Consultant  in  Surgery 
of  the  Army  Medical  Department,  told  the  graduat- 
ing class  of  ASTP  and  V-12  students  at  the  Univer- 
sity of  Michigan  School  of  Medicine  on  September 
15  at  Ann  Arbor,  Michigan. 

The  lowered  mortality  rate  in  this  war  also  was 
achieved  because  the  highly  qualified  surgeons  did 
their  work  without  loss  of  time  and  also  because 
hospital  facilities  staffed  by  specialists  were  placed 
near  the  front. 

General  Rankin  said  the  average  wounded  man 
received  his  initial  surgery  at  an  evacuation  hos- 
pital within  ten  hours  of  the  time  of  his  injury. 

“In  carefully  selected  cases,”  General  Rankin 
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added,  “in  which  surgery  was  done  at  field  hos- 
pitals the  average  time  lapse  was  considerably  less.” 

The  efficient  operation  of  the  Army  chain  of 
evacuation  made  this  possible.  It  starts  at  the  time 
a man  is  wounded,  and  it  is  usually  only  a matter  of 
a few  minutes  before  the  Medical  Corpsman  gives 
emergency  treatment. 

General  Rankin  explained  that  the  Army’s  accom- 
plishments were  possible  partly  because  of  the  meth- 
od of  assigning  qualified  specialists  and  also  to  the 
dissemination  of  information  through  the  Con- 
sultants Division  as  to  the  best  methods  to  be  used 
under  certain  circumstances. 

“The  general  principles  of  wound  management 
were  two-fold;  initial  debridement  and  delayed 
wound  closure,”  the  General  continued.  “The  use  of 
this  method  in  the  Mediterranean  Theater  of  Opera- 
tions resulted  in  primary  healing  in  95  per  cent  of 
the  cases  in  which  it  was  used  and  was  attended  with 
no  loss  of  life  or  limb  and  with  no  serious  complica- 
tions.” 

Improved  techniques  reversed  the  ratio  of  deaths 
and  survivals  in  abdominal  injuries  as  compared 
with  that  of  the  last  war.  About  sixty  per  cent  of 
the  casualties  in  the  last  war  were  fatal,  while  in 
this  war  sixty  per  cent  of  such  casualties  survived. 

The  so-called  early  nerve  suture  resulted  in  re- 
generation in  eighty-five  per  cent  of  the  cases  in 
this  war,  according  to  the  General.  Another  notable 
accomplishment  in  this  war  has  been  the  reduction 
in  the  mortality  rate  in  the  dangerous  cases,  or  the 
head,  chest  and  abdomen  wounds,  which  is  only  half 
as  high  as  during  the  last  war. 

Reconstructive  and  rehabilitative  surgery  designed 
to  correct  the  disfiguring  consequences  of  battle 
wounds  is  achieving  results  “that  can  fairly  be 
termed  miraculous,”  General  Rankin  said. 

POLICY  ON  OVERSEAS  ASSIGNMENT 

Only  Army  doctors  who  have  not  yet  been  over- 
seas will  be  given  assignments  in  foreign  theaters 
under  the  Medical  Department  policy,  Major  Gen- 
eral Norman  T.  Kirk,  Surgeon  General  of  the  Army 
has  announced. 

The  same  plan  will  be  followed  with  reference  to 
dentists,  nurses,  and  other  officers  of  the  Medical 
Department,  General  Kirk  said. 

There  will  also  be  an  age  limit  for  any  officer 
who  is  to  be  given  an  overseas  assignment,  ranging 
from  40  years  as  the  maximum  for  doctors  and  den- 
tists down  to  30  years  for  nurses,  dietitians  and 
physical  therapists. 

Any  officer  who  is  sent  abroad  for  duty  in  the 
Medical  Department  must  be  under  the  age  shown  in 
the  table  and  must  have  a point  score  below  that 
listed  in  the  following: 


Corps 

ASR 

Age 

MC 

45 

40 

DC 

45 

40 

SnC 

45 

35 

VC 

30 

35 

MAC 

30 

35 

ANC 

12 

30 

MDD,  PT 

18 

30 

This  revised  policy  on  overseas  assignments  is 
part  of  the  new  separation  program  just  announced 
by  which  more  than  13,000  doctors,  25,000  nurses 
and  3,500  dentists  will  be  released  from  military 
service  by  the  end  of  the  year. 


NEUROPSYCHIATRIC  DISCHARGES  IN  ARMY 
NOW  TOTAL  315,000 

The  nation’s  total  of  soldiers  who  have  been  dis- 
charged from  the  Army  for  neuropsychiatric  rea- 
sons has  now  reached  315,000,  Brigadier  General 
William  C.  Menninger,  Director  of  the  Neuropsy- 
chiatry Consultants  Division  of  the  Army  Medical 
Department,  said  in  a recent  talk  before  the  New 
York  Academy  of  Medicine. 

Describing  this  problem  as  a “post  war  challenge 
to  medicine,”  General  Menninger  expressed  the  hope 
that  “physicians  will  prepare  themselves  to  accept 
and  treat  what  the  Army  medical  officers  discov- 
ered were  among  their  biggest  problems- — the  emo- 
tional factors  in  the  production  of  illness.” 

“With  this  understanding  on  the  part  of  the  physi- 
cian,” General  Menninger  said,  “treatment  must  be 
directed  towards  integrating  the  individual  into  his 
pre-war  identifications  and  satisfactions. 

On  the  basis  of  the  Army’s  experience  with  neuro- 
psychiatric cases,  which  are  referred  to  as  combat 
exhaustion  or  combat  fatigue,  only  about  three  to 
five  per  cent  of  the  soldiers  suffered  reactions  due 
entirely  to  fatigue.  The  condition  of  the  great  ma- 
jority was  primarily  a personality  disturbance  and 
treated  as  such,  he  explained. 

Upon  induction  into  the  Army  a soldier  faces  an 
entirely  different  life  which  in  certain  cases  pro- 
duces sufficient  stress  in  the  individual  to  bring  him 
to  the  psychiatric  breaking  point. 

“Frustration,”  he  pointed  out,  “was  a daily  part 
of  the  soldier’s  life,  sometimes  in  the  form  of  wait- 
ing days,  weeks,  months,  sometimes  in  the  depriva- 
tion of  essential  supplies. 

Confusion  was  routine  in  his  life  and  the  noise 
and  whistles  and  flares  of  battle  are  beyond  the 
imagination  of  anyone  who  has  not  heard  and  seen 
them.” 

General  Menninger  said  that  essentially  the  re- 
sponse is  the  same  when  an  individual  fails  to  ad- 
just himself  to  his  situation  in  civilian  life  as  it 
is  when  he  finds  he  cannot  meet  the  demands  of 
Army  life. 

PROFESSIONAL  TRAINING  PLANNED  FOR 
ARMY  DOCTORS 

In  order  to  provide  qualified  doctors  for  the  peace 
time,  Army  plans  have  been  formulated  to  interest 
Medical  Corps  officers  who  are  serving  for  the  dura- 
tion of  the  war  to  apply  for  commission  in  the 
Regular  Army,  Major  General  Norman  T.  Kirk,  Sur- 
geon General  of  the  Army,  announced  recently. 

Among  the  more  important  attractions  which  will 
be  offered  Medical  Corps  officers  who  remain  in  the 
Army  are  the  following: 

1.  The  Regular  Army  Medical  Corps  officer  will 
be  assured  a professional  career  offering  broader 
possibilities  in  a larger  field  than  the  practice  of  the 
average  civilian  doctor  affords. 

2.  The  training  and  the  assignments  of  Army 
doctors  will  be  arranged  to  aid  the  Army  doctors 
in  obtaining  board  certification  for  specialties  from 
the  recognized  civilian  specialty  boards. 

3.  Graduate  training  will  be  continued  with  the 
establishment  of  Army  fellowships,  residencies  and 
special  courses. 

In  addition  to  the  above  attractions,  which  carry 
decided  weight  with  any  professional  man,  the 


412 


OFFICE  OF  THE  SURGEON  GENERAL 


Nebr.  S.  M.  Jour. 
November,  1945 


Army  affords  security  in  its  pension  system,  hos- 
pitalization care  and  other  considerations  not  usual- 
ly available  in  civilian  practice,  General  Kirk  said. 

Civilian  practice  on  the  whole  involves  consider- 
able uncertainty,  and  the  locality  in  which  a man 
has  established  himself  and  other  factors  seriously 
limit  the  scope  of  the  practice  a doctor  can  engage 
in,  General  Kirk  said. 

This  program  which  is  being  inaugurated  is  de- 
signed to  obtain  and  utilize  to  the  best  advantages 
the  professional  skill  now  available  in  the  Army, 
according  to  Colonel  Floyd  L.  Wergeland,  Director 
of  the  Training  Division  of  the  Surgeon  General’s 
Office,  and  Chairman  of  the  committee  handling 
the  professional  training  of  Army  doctors. 

The  plans  under  this  policy  call  for  the  establish- 
ment of  graduate  training  programs  at  Army  In- 
stallations where  the  residencies  will  meet  the  re- 
quirements of  specialty  boards  and  arrangements 
will  be  made  for  accrediting  by  the  appropriate  spe- 
cialty boards,  Colonel  Wergeland  said.  Another 
phase  of  the  program  includes  the  establishment  of 
Army  internships  at  selected  Army  general  hos- 
pitals. 

Plans  outline  a procedure  for  giving  professional 
rehabilitation  and  specialized  training  to  Regular 
Army  Medical  Corps  officers  who  have  been  in  ad- 
ministrative work  during  the  war.  These  doctors 
who  have  not  been  able  to  engage  in  practice  be- 
cause of  administrative  responsibilities  will  serve  as 
understudies  with  doctors  who  have  been  active  in 
professional  practice.  This  assignment  will  lead  to 
continued  professional  service  and  eventually  spe- 
cialty board  certification. 

Medical  Corps  officers  in  the  Regular  Army  will 
be  kept  in  professional  capacities  without  material 
interruption  under  this  plan. 

The  advantages  of  a professional  career  in  the 
Army  will  also  be  brought  to  the  attention  of  medi- 
cal students  to  interest  them  in  an  Army  commis- 
sion. Only  those  who  stand  scholastically  in  the 
upper  third  of  their  classes  will  be  prevailed  upon 
to  consider  the  Army  for  a career. 

Reserve  or  AUS  officers  now  on  active  duty  who 
desire  consideration  for  commission  in  the  Regular 
Army  may  forward  through  channels  Statement 
of  Interest  to  War  Department  Adjutant  General’s 
Office  in  accordance  with  the  provisions  of  War 
Department  Circular  243. 

Civilian  physicians  and  former  Organized  Reserve 
Corps  and  AUS  officers  now  on  inactive  duty ‘status 
may  submit  Statement  of  Interest  direct  to  the  Ad- 
jutant General’s  Office. 

Future  announcements  as  to  securing  commission 
in  Regular  Army  Medical  Department  will  be  pub- 
licized in  current  professional  and  military  publica- 
tions. 

FACTS  ON  USE  OF  DDT 

Since  the  proper  use  of  DDT  requires  special 
knowledge  and  training,  a bulletin  has  been  pub- 
lished as  a technical  guide  for  the  Army  to  its  safe 
and  efficient  use,  Major  General  Norman  T.  Kirk, 
Surgeon  General  of  the  Army,  announced  today. 
The  publication  contains  information  on  the  precau- 
tions to  be  taken  in  handling  DDT,  its  mode  of  ac- 
tion in  insect  control,  and  the  proper  methods  of 


application  of  the  DDT  insecticide  items  issued  by 
the  Army. 

It  is  emphasized  that,  although  DDT  may  be  safe- 
ly handled  as  an  insecticide,  it  is,  nevertheless,  a 
toxic  material.  Poisoning  may  occur  from  ingestion 
of  DDT  or  by  absorption  of  DDT  solutions  through 
the  skin.  DDT  powder  and  areosols  are  not  absorbed 
through  the  skin,  and  have  been  found  to  produce 
no  ill  effects  when  inhaled  in  small  amounts.  How- 
ever, in  conditions  where  air  currents  do  not  carry 
away  the  dust  from  the  user,  it  is  wise  to  wear 
suitable  respirators  as  protection  against  excessive 
inhalation. 

DDT  acts  on  insects  both  as  a contact  poison  and 
as  a stomach  poison.  Studies  have  shown  that  the 
poisonous  effect  of  DDT  on  mosquito  larvae  is  fully 
as  powerful  as  that  on  the  adult  insect,  although  on 
some  other  insects,  such  as  flies,  the  larvae  are  not 
equally  affected  by  the  insecticide.  In  applying  DDT 
as  a mosquito  larvicide  to  open  water  receptacles, 
a prolonged  effect  may  be  obtained  because  of  the 
residual  action  of  the  chemical.  However,  in  apply- 
ing it  to  natural  water  bodies  the  effect  is  much 
shorter,  due  to  the  binding  action  of  mud  in  the 
water,  which  apparently  checks  the  effectiveness  of 
DDT.  It  should  also  be  considered  that  amounts 
of  DDT  greater  than  0.2  pound  per  acre  may  prove 
fatal  to  fish  and  wild  life.  For  extermination  of  in- 
sects such  as  ants,  roaches,  fleas,  bedbugs  and  flies, 
DDT  oil  solution  or  powder  should  be  used,  with 
particular  attention  to  cracks,  holes,  and  seams  in 
walls,  floors,  and  bedding,  as  indicated.  One  of  the 
most  valuable  characteristics  of  DDT  lies  in  its  ten- 
dency to  remain  deadly  to  insects  over  a prolonged 
period  of  time.  In  applying  DDT  solutions  to  walls 
and  other  large  surface  areas,  a coarse  spray  is 
usually  employed,  but  in  applying  it  to  screens  or 
mesh  surfaces,  ordinary  paint  brushes  may  be  used. 
Although  the  effectiveness  of  the  treated  areas 
against  insects  persists  for  some  time,  the  insects 
which  come  in  contact  with  the  chemical  may  not 
die  until  an  hour  or  more  has  elapsed,  and  immediate 
death  should  not  be  expected. 

When  applying  solutions  of  DDT  in  kerosene,  pre- 
cautions concerning  the  inflammability  of  the  kero- 
sene should  be  observed.  Care  should  be  taken  to 
keep  electric  motors  and  other  sparking  apparatus 
from  the  zone  of  spray.  No  open  fires  or  smoking 
should  be  permitted  until  the  spray  has  dried  and 
ventilation  is  complete.  The  kerosene  in  the  solu- 
tion is  harmful  to  rubber  equipment  and  may  cause 
a mild  skin  irritation  when  in  contact  with  the  skin. 

Thanks  to  the  magic  properties  of  DDT,  many 
lives  have  been  saved  in  this  war  and  much  disease 
prevented.  Extermination  of  disease-carrying  in- 
sects has  reduced  the  incidence  of  typhus,  malaria, 
and  other  ravaging  diseases  of  the  war  areas. 

Although  rapid  progress  has  been  made  in  the 
development  of  DDT  since  it  first  made  its  appear- 
ance in  the  field  of  science,  much  remains  to  be 
learned  before  its  full  potentialities  in  insect  control 
can  be  realized.  Signs  of  progress  are  evident  in 
the  spraying  of  large  areas  by  aircraft,  the  mass 
delousing  of  communities  in  Europe,  and  the  better 
methods  of  manufacture.  Investigation  is  continu- 
ing on  every  aspect  of  DDT,  however,  in  search 
of  new  and  extensive  improvements  in  everything 
from  its  chemical  beginning  to  its  final  application 
in  the  field. 
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NUTRITION  REPORT  ON  CIVILIAN  IN- 
TERNEES OF  JAr  PRISONS 

American  civilian  internees  of  Japanese  prison 
camps  in  the  Philippines,  who  have  recently  been  re- 
turned to  the  United  States,  were  found  in  a sur- 
vey by  nutritional  scientists  of  the  Army  Medical 
Department  to  be  on  the  border-line  state  of  extreme 
starvation. 

According  to  the  report,  the  food  served  the  pris- 
oners, in  addition  to  being  poorly  cooked,  consisted 
mainly  of  wilted  greens,  moldy  corn,  dirty  rice,  and 
a variety  of  sweet  potato,  which  was  often  rotten. 
This  soon  led  to  vitamin-deficiency  diseases.  Re- 
lief packages  were  allowed  in  the  camp  only  twice 
during  the  period  internment,  all  market  venders 
were  barred  from  the  camp,  and  the  only  source  of 
extra  rations  was  the  black  market. 

The  report,  in  listing  the  effects  of  malnutrition 
on  the  eight  children  born  in  the  prison  camps,  noted 
that  only  three  showed  any  signs  of  vitamin  defi- 
ciency. This  was  attributed  to  the  mild  climate  and 
sunshine  of  the  Philippines.  The  average  weight 
loss,  during  the  time  of  internment,  jumped  from 
13.5  pounds  in  1942  to  20  pounds  in  the  last  six 
months  before  liberation. 

The  most  common  symptoms  still  evident  in  the 
liberated  Americans  are  digestive  upsets,  easy  fatig- 
ability, and  neuritis.  Seventy-eight  per  cent  of  the 
internees,  however,  reported  that  they  felt  “fine”  a 
few  days  after  liberation.  The  rapidity  of  recovery 
of  the  adults  and  the  relatively  good  condition  of 
the  children  is  a striking  example  of  how  quickly 
the  human  body  will  return  to  normal  after  semi- 
starvation. 


POINTLESS  ROSEY* 

“60” 

(or  Nothing  Could  Be  Finer  Than  To  Be  a 49'er 
in  the  Morning) 

O,  this  is  the  law  of  the  Navy; 

O,  this  is  the  cross  that  we  bear; 

We  find  "the  duration” 

Is  perpetuation 

We’re  sunk  in  the  depths  of  despair. 

What  use  is  an  overseas  ribbon  ? 

What  good  are  the  stars  we  wear? 

Our  sons  and  our  daughters 
Are  point  giving  Naughters  . . . 

The  trade-schoolers  tell  us  its  fair. 

We’ll  just  have  to  grin  and  be  happy; 

We’ll  just  have  to  sweat  out  the  years; 

Come  hell  or  high  ocean 
We’ll  prove  our  devotion 
By  bravely  withholding  our  tears. 

So  let’s  lift  a toast  to  the  Navy  . . . 

To  all  the  Annapolis  Clan  . . . 

We’re  caught  in  your  clutches 
Until  we’re  on  crutches, 

From  now  on  MacArthur’s  our  man!!! 

* Submitted  by  one  of  our  members  now  on  duty  in  the  US'NR. 
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James  Kay  Newman,  M.D.,  Omaha.  Born  in  New 
York  in  1849.  Graduated  from  the  University  of 
Mexico  in  1879.  Came  to  Nebraska  in  1884.  Dr. 
Newman  was  one  of  the  most  colorful  figures  in 
Omaha;  always  active  in  professional  and  civic  af- 
fairs, he  commanded  respect  from  all  who  knew  him. 
For  several  years  prior  to  his  death,  he  was  lec- 
turer on  medicine  at  Creighton  University  School 
of  Medicine.  He  died  on  October  5,  1945.  He 
is  survived  by  a son  72  years  old. 


BOOK  REVIEW 

Pathology  of  Labor,  the  Puerperium,  and  the  New- 
born, by  Charles  0.  McCormick,  M.D.,  Clinical  Pro- 
fessor of  Obstetrics,  Indiana  University  School  of 
Medicine;  published  by  The  C.  V.  Mosby  Company, 
St.'  Louis. 

This  book  represents  a compilation  of  lectures  by 
the  author  to  the  senior  class  of  the  Medical  School 
of  the  University  of  Indiana.  The  text  is  divided 
into  three  parts.  Part  1 discusses  the  General 
Principles  of  Abnormal  Labor,  Obstetric  Injuries, 
and  Post  Partum  Hemorrhage.  Part  2 includes  a 
general  discussion  of  the  Pathology  of  the  Puer- 
perium: Purperal  Infection,  Secondary  or  Late  Post- 
Partum  Hemorrhage,  Anomalies  and  Diseases  of  the 
Breasts,  and  Other  Complications  of  the  Puerperium. 
Part  3 takes  in  a discussion  of  the  Pathology  of  the 
Newborn  Infant,  with  emphasis  on:  Conditions  Re- 
lated to  Delivery  (Accidents  and  Injuries),  Condi- 
tions of  Congenital  Origin  (Malformations),  and 
Conditions  Peculiar  to  the  Newborn  Period. 

Though  primarily  intended  for  undergraduate  in- 
struction, the  text  represents  a ready  reference 
which  the  physician  will  find  useful  in  many  phases 
of  his  obstetrical  practice. 


Sound  waves  travel  through  the  air  at  an  aver- 
age speed  of  from  1,100  to  1,200  feet  per  second,  ac- 
cording to  the  Sonotone  research  laboratories.  Speed 
of  sound  waves  varies  with  the  temperature  of  the 
air. 


414 


WOMAN’S  AUXILIARY— HUMAN  INTEREST  TALES 


Nebr.  S.  M.  Jour. 

November,  1945 


WOMAN'S  AUXILIARY 

President — Mrs.  A.  D.  Brown  Secretary — Mrs.  E.  E.  Farnsworth 

Central  City,  Nebr.  Grand  Island,  Nebr. 

President-elect — Mrs.  E.  S.  Wegner.  Treasurer — Mrs.  J.  G.  Woodin 

Lincoln,  Nebr.  Grand  Island,  Nebr. 

Publicity  Chairman — Mrs.  M.  E.  Grier 

4922  Ames  Ave.,  Omaha,  Nebr. 

THE  BULLETIN,  official  news  organ  of  the  Auxiliary  is  $1.00  per  year.  It  affords  valuable  information  for 
both  State  and  County  Auxiliaries  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Under- 
wood Ave.,  Omaha,  State  Chairman. 


Mrs.  A.  D.  Brown,  President,  announces 
the  appointment  of  the  following  officers: 

Legislation:  Mrs.  C.  C.  Hickman,  2835  So. 
27th  St.,  Lincoln. 

Bulletin:  Mrs.  Adolph  Sachs,  5211  Under- 
wood Ave.,  Omaha. 

Parliamentarian : Mrs.  C.  W.  Pollard,  Peru, 
and  Mrs.  H.  H.  Davis,  Advisor. 

Advisory  Committee:  Dr.  W.  W.  Carveth, 
Lincoln,  Chairman;  Dr.  R.  T.  Van  Metre,  Fre- 
mont ; Dr.  J.  Harry  Murphy,  Omaha. 

Officers  of  County  Auxiliaries  who  have 
reported  names  of  officers  to  President 
Brown  are: 

Tri-County  Auxiliary  No.  1:  Mrs.  G.  H. 
De  May,  President ; Mrs.  A.  P.  Synhorst,  Sec- 
retary-Treasurer. 

Adams  County:  Mrs.  L.  R.  Egen,  Presi- 
dent; Mrs.  L.  W.  Rork,  Secretary-Treasurer. 

Lancaster  County:  Mrs.  Earl  V.  Wiedman, 
1048  South  52nd  St.,  Lincoln;  Mrs.  P.  M. 
Bancroft,  1010  So.  34th  St.,  Lincoln. 

Mrs.  J.  F.  Nilsson,  president  of  the  Doug- 
las County  Woman’s  Auxiliary,  was  hostess 
at  a luncheon  given  at  the  Blackstone  Hotel 
for  her  officers  and  board  members.  One  of 
the  aims  of  the  Woman’s  Auxiliary  for  the 
coming  year  is  to  study  and  understand  the 
problem  of  juvenile  delinquency. 

“One  of  the  greatest  problems  of  today  is 
that  of  juvenile  delinquency.  We  must  study 
the  problem,  understand  it,  and  then  do 
something  about  it. 

“The  problem  of  public  relations  is  the 
problem  of  human  relations.  The  solution 
lies  in  determining  that  we  must  live  with 
our  fellow-men,  and  then  set  about  to  do  it 
in  a way  that  will  be  to  the  greatest  mutual 
advantage.  Good  human  relationships,  like 
good  health,  cannot  be  maintained  by  a pas- 
sive attitude;  it  requires  constructive  activ- 
ity. It  needs  the  vigilance  and  leadership 


not  only  of  the  chairman  of  Public  Relations 
in  each  state  and  county,  but  of  every  mem- 
ber of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association.” 

— Bulletin  of  the  Woman’s  Auxiliary,  Aug.,  1945. 


Membership  tea  of  the  Omaha  Douglas 
County  Woman’s  Auxiliary  was  held  at  the 
home  of  Mrs.  John  R.  Nilsson,  1325  N.  33rd 
St.  Sixty-seven  members  attended.  Mrs. 
A.  D.  Brown,  State  President  of  the  Wom- 
an’s Auxiliary  to  the  Nebraska  State  Medical 
Association,  gave  a short  address.  Mrs. 
Flora  Potter  of  the  Juvenile  Court  spoke  on 
juvenile  delinquency. 

After  the  business  meeting  tea  was  served. 
The  table  looked  very  festive  with  its  center- 
piece  of  lovely  autumn  flowers.  Mrs.  F.  W. 
Niehaus  is  our  very  capable  Courtesy  Chair- 
man. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  George  H.  Morris  of  Oshkosh  celebrated  his 
79th  birthday  on  September  4. 

Dr.  F.  M.  Karrer  has  moved  from  Palisade  to 
McCook,  where  he  will  be  associated  with  Dr.  F.  W. 
Shank. 

Dr.  Leonard  A.  Swanson  of  Hastings  has  been 
certified  as  a diplomate  of  the  Board  of  Obstetrics 
and  Gynecology. 

Dr.  Lucien  Stark  of  Norfolk  recently  addressed 
the  members  of  the  State  Safety  Patrol  in  Ashland 
on  Juvenile  Delinquency. 

Dr.  Robert  J.  Day,  a graduate  of  the  University 
of  Nebraska  (1940),  and  recently  discharged  from 
the  Army,  has  become  associated  with  Drs.  George 
Hoffmeister  and  Fay  Smith,  in  Imperial. 

Dr.  H.  V.  Crum  of  Rushville  has  moved  to  Port 
Washington,  Wisconsin. 

Associated  with  Dr.  Gilligan  in  Nebraska  City  is 
Dr.  Glenn  R.  Burbridge,  formerly  of  Logan,  Iowa. 
Dr.  Burbridge  was  recently  discharged  from  the 
medical  corps  of  the  United  States  Army. 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


* Killed  in  action 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Donovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
Weber,  C.  R.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Albertson,  L.  C.,  Kearney 
Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
CUSTER  COUNTY 

Koefoot,  Ted,  Jr.,  Broken  Bow 
Leonard,  Patrick,  Broken  Bow 
DAWES  COUNTY 
Anderson,  A.  W„  Lexington 
DeFlon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 
**Norall,  Y.  D.,  Lexington 

Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 
**Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
**Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

**Cohen,  Louis  Allen 
**Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti.  Ralph  Elmer 
**Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 


As  of  October  15,  1945 

**  Released  from  Service 


**Donelan,  James  P. 
Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 
**Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
**Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H„  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 
Heywood,  Leo.  T. 
Hirschman,  J.  H.,  Int. 
Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

**Horwich,  Joe  Maurice 
Hubenka,  A.  H. 
Hungerford,  Wm.  E. 
Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kemp,  Wm.  T. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 
**Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 
Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

**Levine,  Victor  E. 

Lewis,  Raymond  G. 
Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 
**Mackenbrock,  F.  C. 
Mangiameli,  Carl  L. 
Mangimelli,  Sami.  T. 
Martin,  Paul  J. 
McLaughlin,  Chas.  W. 
Millett,  Clinton  C. 
“Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 
Morrow,  Paul 
**Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 
O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 
**Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int.„ 
Shamberg',  Alfred  H.,  Int. 
Staubitz,  H.  F. 
**Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand,  Clarence  Johnson 
**Tamisiea,  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 
**Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 
**Weinberg,  J.  A. 

Wendland,  John  P. 
**Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 
**Young,  Geo.  Alex.,  Jr. 


t Died 

FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
**Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
Johnson,  E.  George,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
♦Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 

KNOX  COUNTY 

Carrig,  M.  H.,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Everett,  H.  H.,  Jr. 

Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Greer,  Rex  E. 

Haentzschel,  L.  E. 

Haley,  Robert  R. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
“Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 
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Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

**Snipes,  J.  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F, 

**Teal,  Frederick  F. 

**Teal,  Philip 

Underwood,  G.  R. 

**Whitham,  R.  H. 

William,  Russell  I. 

Wood.  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 
Anderson,  Gustave  Theodore,  N, 
Platte 

Anderson,  Thorwald  R.,  N.  Platte 
Clarke,  H.  L,  Jr.,  North  Platte 
Dent,  T.  E„  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
tRedfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 


MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 

NEMAHA  COUNTY 
Tushla,  F.  M.,  Auburn 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 

Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 
PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 

RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 

RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest.  Falls  City 
Youngman,  R.  A.,  Falls  City 


SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A„  Wahoo 
SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell.  Louis  S.,  Scottsbluff 
**Gentry,  Willard  M.,  Gering 
Hanna.  Joe  T.,  Scottsbluff 
Ohme,  K.  W.,  Mitchell 
Rosenau,  John  A.,  Scottsbluff 
**Zierott.  L.  L.,  Scottsbluff 

SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 

SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 
**Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building.  Omaha. 


Lt.  Commander  Otto  Kostal  is  in  China. 

Capt.  D.  A.  Richter  of  Sutton  returned  from 
France  in  September. 

Capt.  Robert  Schrock  of  Falls  City  returned  from 
Germany  the  latter  part  of  September. 

Dr.  R.  Russell  Best,  recently  separated  from  the 
Army  as  lieutenant  colonel,  is  back  at  his  office  in 
Omaha. 

Capt.  Gene  Ewing  of  Madison  suffered  a fractured 
hip  when  the  jeep  in  which  he  was  riding  over- 
turned near  Marseilles. 

Lt.  R.  D.  Sinclair  of  Chadron,  returned  from  the 
South  Pacific  in  September.  Present  station  is 
Great  Lakes  Naval  Hospital. 

Commander  Donald  W.  Miller  of  Cambridge  was 
recently  assigned  to  the  Bureau  of  Medicine  and 
Surgery  in  Washington,  D.  C. 

Dr.  Victor  Norall,  recently  discharged  from  the 
Army  Medical  Corps  with  the  rank  of  major,  has 
relocated  in  Lexington.  Dr.  Norall  served  with 
Armed  Forces  for  four  years. 

Lt.  Stuart  P.  Wiley,  USNR,  is  serving  with  the 
occupation  forces  in  Japan.  His  brother,  Clare  C., 
also  a lieutenant  in  the  Naval  Reserve  is  stationed 
in  Miami,  Florida.  Both  are  from  Imperial. 

Capt.  C.  C.  Morris  of  Lincoln,  following  two 
years  of  combat  in  the  Pacific,  and  for  some  time  at- 
tached to  the  Chinese  Command,  has  returned  to 
the  states.  He  was  home  on  leave  late  in  Septem- 
ber. 

Dr.  Marvin  Pizer,  a graduate  of  the  University 
of  Nebraska  Medical  College  in  1940,  previously 
reported  missing  in  action  in  the  South  Pacific,  was 
recently  located  in  a Japanese  prison  camp,  and  re- 
leased. 


Our  clipping  service  reveals  the  following  Ne- 
braska medical  officers  as  recently  discharged  from 
the  military  services:  Lt.  Col.  Max  Gentry,  follow- 
ing 35  months  duty  in  China,  during  which  time  he 
was  awarded  the  Bronze  Star  medal  for  distin- 
guished service  in  the  China-Burma-India  theater. 
Dr.  Gentry  is  now  again  practicing  in  Scottsbluff. 
Major  Victor  C.  Norall,  of  Lexington;  Lt.  Col.  G. 
Alexander  Young,  Major  Robert  J.  Day,  and  Major 
Arthur  Green,  all  of  Omaha. 

The  Executive  Office  has  a list  of  vacancies  for 
physicians  interested  in  locations.  This  list  was 
compiled  from  the  questionnaire  recently  sent  by 
the  Planning  Committee  to  members  of  the  State 
Association.  See  Editorial  on  page  378.  Informa- 
tion may  be  obtained  by  writing  to  Mr.  M.  C. 
Smith,  416  Federal  Securities  Bldg.,  Lincoln. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  bought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise 
of  ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever 6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 
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lHERE  never  has  been  a wedding  ring  that  would  correctly  fit  the 
finger  of  all  women  . . . and  there  is  no  universal  size  of  occlusive 
diaphragm  that  will  correctly  conform  to  the  many  variations  of  the 
vaginal  and  cervical  structures. 


Competent  clinical  investigation  has  established  that  an  occlusive 
diaphragm  must  be  of  individually  correct  size  in  order  for  the 
cervix  to  be  properly  protected  against  entrance  of  spermatozoa. 


Because  of  the  variance  in  the  vaginal  anatomy  of  individual  patients 
the  correct  size  can  be  determined  only  through  measurement  by  a 
properly  gualified  physician. 


To  insure  closer,  more  accurate  fitting  with  greater  comfort  for  your 
patients,  specify  “RAMSES”*  Flexible  Eushioned  Diaphragm  on  your 
prescriptions. 


IJcwvm-  flexible  eushidned 

J ^ DIAPHRAGMS 

are  made  in  gradations  of  5 millimeters  in 
sizes  ranging  from  50  to  95  millimeters  in- 
clusive . . . available  through  any  recognized 
pharmacy. 


Gynecological  Division 

JULIUS  SCHMID,  IIVC. 


Established  1883 


423  West  55th  Street  New  York  19,  N.  Y. 


* The  word  “RAMSES”  is  the  registered  trade  mark  of  Julius 
Schmid,  Inc. 
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BALYEAT 

HAY  FEVER  AND  ASTHMA 
CLINIC 


[JEVOTED  EXCLUSIVELY  <•  «•  DIAGNOSIS 
TREATMENT  of  ALLERGIC  DISEASES 

• • • OSL€R  BUILDING  ••• 
OKLAHOMA  CITY  • • • OKLAHOMA 


CLASSIFIED  ADS 

FOR  SALE — General  Electric  electrocardio- 
graph machine  in  A-l  condition,  5 years  old, 
reasonable.  Can  be  seen  at  901  Federal  Se- 
curities Building,  Lincoln,  Nebraska,  Dr.  L.  E. 
Marx. 


LONDON  HARD  HIT  BY  DOCTOR  SHORTAGE 

“The  civilian  doctor  has  had  a hard  time  during 
the  war,”  reports  the  London  correspondent  of  The 
Journal  of  the  American  Medical  Association,  “but 
it  is  felt  that  his  hardest  time  may  be  in  front  of 
him.  Before  the  war  the  average  number  of  pa- 
tients per  doctor  was  1,800;  now  it  is  something  like 
3,500.” 


AR-EX  COSMETICS,  INC., 


ROUGH  HANDS 

FROM  TOO  MUCH  SCRUBBING? 

Soften  dry  skin  with  AR-EX  CHAP  CREAM! 
Contains  carbonyl  diamide,  shown  in  hos- 
pital test  to  make  skin  softer,  smoother, 
and  even  whiter!  Archives  of  Derm,  and  i \\\\ 
S.,  July , 1943.  FREE  SAMPLE.  \\\V 


AR-EX 

CHAP  CREAM 


1036  W.  VAN  BUREN  ST.,  CHICAGO  7,  ILL 


FREE  SAMPLE 


ADDRESS 

CITY  

STATE  __ 


ALCOHOL — MORPHINE — BARBITAL 

ADDICTIONS  Successfully  Treated  Since  1897  — 
Founded  by  B.  B.  Ralph,  M.D. 


The  Ralph  Sanitarium 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone — Victor  4850 


Registered  by  the  Council  on  Medical  Education  and  Hospitals 
ot  the  A.  M.  A. 
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N owhere  is  the  principle  of  control  better  appreciated  or  more  carefully  exer- 
cised than  by  our  country's  pharmacists.  National  Pharmacy  Week  gives  us  this 
opportunity  to  express  recognition  and  acclaim  of  the  members  of  this  exacting 
ethical  profession  . . . for  their  years  of  specialized  study  and  training  — their 
devotion  to  accuracy  — their  service  in  public  health. 

• Translating  physicians'  orders  into  finished  formulae  is  a responsibility  highly 
valued  and  solemnly  regarded  by  more  than  10,000  skilled  pharmacists  in 
conveniently  located  Rexall  Drug  Stores  throughout  the  land. 

• Your  very  own  neighborhood  offers  the  broad,  dependable  service  of  one  of 
these  Rexall  Drug  Stores.  Here  your  orders  are  competently  filled  with  finest 
ingredients  — outstanding  among  which  are  U.  D.  pharmaceuticals,  famous  for 
the  quality  control  which  insures  their  unvarying  purity  and  potency. 


UNITED-REXALL  DRUG  CO. 


U.D.  products  are 
available  wherever 
you  see  this  sign 


DRUGS 


Pharmaceutical  chemists  for  more  than  4 2 years 
Boston  * St.  Louis  * Chicago  * Atlanta  * San  Francisco  • Los  Angeles 
Portland  • Pittsburgh  • Ft.  Worth  • Nottingham  • Toronto  • So.  Africa 


UNITED-REXALL  DRUG  COMPANY  AND  YOUR  REXALL  DRUGGIST  * Your  Partners  in  Health  Service 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


xlii 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 
November,  1945 


has  been  demonstrated  by  more  than  twenty 
years  of  extensive  clinical  use.  For  professional 
convenience  Mercurochrome  is  supplied  in 
four  forms — Aqueous  Solution  in  Applicator 
Bottles  for  the  treatment  of  minor  wounds. 
Surgical  Solution  for  preoperative  skin  dis- 
infection, Tablets  and  Powder  from  which 
solutions  of  any  desired  concentration  may 
readily  be  prepared. 

Jit£JlClVlOcll}lOm£ 

(H.  W.  & D.  brand  of  merbromin,  dibromoxymercurifluorescein-sodium) 

is  economical  because  stock  solutions  may  be 
dispensed  quickly  and  at  low  cost.  Stock  solu- 
tions keep  indefinitely. 

Mercurochrome  is  antiseptic  and  relatively 
non-irritating  and  non-toxic  in 
wounds. 

Complete  literature  will  be  fur- 
nished on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND 


From  the  medicine  man  of  old  to  the  mod- 
ern clinic  is  a long  way.  Again  and  again 
mystery  after  mystery  has  been  probed; 
again  and  again  the  utterly  impossible  has 
won  acceptance  against  ancient  truth ; again 
and  again  the  reach  of  medicine  has  been  en- 
larged. The  doctor’s  craft,  with  triumph 
after  triumph  to  its  credit,  is  still  on  its 
way.  Yet  it  is  set  within  a larger  problem 
of  human  well-being  which  up  to  now  has 
hardly  been  explored.  It  will  not  be  solved 
until  we  learn  to  make  culture  in  all  its  color 
and  drama  an  instrument  of  health. — Wen- 
dell Berge,  Asst.  Atty.  Genl.  of  the  U.  S., 
Pub.  Health  Rep.,  Jan.,  1945. 


To  whatever  school  of  social  philosophy 
one  belongs,  the  fact  remains  that  it  is  the 
private  physician  who  sees  the  largest  num- 
ber of  persons  in  need  of  medical  counsel. 
The  physician  knows  by  training  and  ex- 
perience that  the  early  manifestations  of 
pulmonary  tuberculosis  are  protean.  A good 
percentage  of  his  patients  have  one  or  more 
of  these  symptoms.  Many  others  deserve 
x-raying  on  general  principles  because  of 
physiological  states  conductive  to  activation 
of  tuberculosis. — William  Courtney  Doug- 
lass, M.D.,  NTA  Bull.,  May,  1945. 


RADIO  PROGRAM  STAYS  ON  AIR 

Lederle  Laboratories,  Inc.,  a unit  of  American 
Cyanamid  Company,  has  renewed  for  another  year 
its  professional  service  radio  program  “The  Doctors 
Talk  It  Over’’  which  is  heard  weekly  coast-to-coast 
over  the  American  Broadcasting  Company  network 
on  Tuesday  nights. 

The  program  has  pioneered  the  use  of  the  mass 
medium  of  radio  to  ethically  present  information 
to  the  members  of  the  medical  and  allied  professions 
and  the  public  at  large  on  important  medical  sub- 
jects of  the  day.  Many  thousands  of  reprints  of  the 
broadcasts  have  been  requested  by  professional 
listeners,  and  the  program  itself  is  translated  into 
Spanish  for  re-broadcast  in  Latin  America.  Haz- 
ard Advertising  Company  is  the  agency. 

======☆☆☆☆☆☆  = 

& ^BUY^- 

1 Will  BONDS  - STAMPS 
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EDITORIAL 


THEY  HAVE  EYES  BUT  THEY  SEE  NOT 

The  advocates  of  “a  system  of  free  medical 
care  for  all  the  people”  are  mobilizing  their 
forces  on  a large  and  vigorous  scale  to  se- 
cure the  enactment  of  some  form  of  com- 
pulsory medical  insurance.  Whether  these 
ladies  and  gentlemen  feel  confident  that  the 
public  approves  the  project  and  that  the  doc- 
tors are  the  only  remaining  group  to  be 
whipped  into  line  is  at  this  time  uncertain. 
What  is  evident  is  that  the  medical  pro- 
fession has  become  the  main  target  of  re- 
cent propaganda  in  this  field.  “There  is  not 
the  slightest  effort  to  socialize  medicine” 
has  become  the  latest  slogan  of  the  Wagner- 
Murray-Dingell  camp.  On  the  contrary, 
these  uplifters  declare  broadly  and  loudly, 
the  proposal  would  be  a blessing  to  the  pub- 
lic and  to  the  doctors  at  the  same  time. 

There  is  no  compulsion,  our  senators  and 
their  co-workers  assure  us.  A physician 
may  or  may  not  participate  in  the  scheme,  as 
he  wishes.  Furthermore,  if  he  should  elect 
to  serve,  he  may  do  so  on  full  time  salary,  on 
part  time,  or  even  on  an  individual  fee  basis. 
And  in  their  largesse  they  are  even  willing  to 
provide  for  free  choice  of  physician  by  the 
patients.  No  compulsion,  no  coersion,  no 
interference!  Whether  these  well-doers  are 
themselves  so  mentally  immature  that  they 
are  unable  to  comprehend  this  contradiction, 
or  whether  they  suspect  the  medical  profes- 
sion of  an  infantile  mind  and  thus  fail  to 
evaluate  these  promises  is  difficult  to  under- 
stand. 

Is  it  possible  that  these  false  prophets  are 
so  bent  on  their  mission  to  wreck  the  pres- 
ent system  of  medical  care  that  they  have 
become . indifferent  to  the  consequences  of, 


and  to  the  unholy  method  by  which  they  aim 
to  achieve  their  goal?  By  their  agitation 
for  a huge  and  unwieldy  “Krankenkasse” 
they  betray  a lack  of  faith  in  the  capacity 
and  ability  of  the  American  people  to  pro- 
vide for  their  own  comforts  and  necessities 
of  life.  We  are  the  healthiest  nation  in  the 
world.  Yet  these  sanctimonious  politicians 
are  doing  their  utmost  to  convince  the  citi- 
zens of  this  land  of  the  necessity  to  accept 
a “sop.”  The  underlying  psychology  of  this 
contemplated  scheme,  whether  our  “Lib- 
erals” appreciate  it  or  not,  is  to  condition 
people  to  dependency  on  government.  The 
initial  pattern  is  too  well  known  to  our  gen- 
eration to  require  further  elaboration. 

Senators  Wagner,  Murray  and  Pepper 
know,  we  are  certain,  that  their  bills  aim  to 
socialize  medicine.  They  believe  in  Democ- 
racy and  in  the  principles  for  which  it  stands. 
They  believe  in  free  enterprise.  They  know, 
or  should  know  that  American  Medicine 
has  become  great  because  it  has  enjoyed  the 
freedom  of  intellectual  competition  and  be- 
cause its  allegiance  has  been  limited  solely  to 
scientific  truth.  Laboratory  and  clinical 
studies  brook  no  interference,  regardless  of 
how  insignificant  such  interference  may  ap- 
pear to  the  layman.  The  personal  relation- 
ship between  the  patient  and  his  physician 
is  such  that  it  does  not  allow  of  a division 
of  loyalties. 

These  senators  and  their  counterparts  in 
the  House  of  Ptepresentatives  also  know,  or 
should  know  that  American  Medicine  has 
never  let  the  American  people  down.  It  has 
always  responded  with  effectiveness  and 
good  faith  when  confronted  by  a task.  These 
gentlemen  must  be  aware  of  the  efforts  on 
our  part  for  the  past  several  years  to  im- 
prove and  broaden  the  facilities  for  distribu- 
tion of  our  services.  Thus  far  a standard 
formula  which  would  suit  the  needs  of  all  sec- 
tions of  the  United  States  has  not  been 
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evolved.  Are  these  supermen  so  naive  as  to 
believe  that  their  political  aptitudes  will  by 
some  stroke  of  magic  aided  by  several  bil- 
lions of  taxpayers’  hard-earned  dollars  create 
a medical  millenium  overnight? 


THE  NEBRASKA  SURGICAL  PLAN 
MUST  SUCCEED 

It  is  gratifying  to  note  that  the  Nebraska 
Surgical  Plan  is  making  substantial  progress. 
With  the  release  of  military  personnel  back 
to  civilian  life  and  its  resulting  improvement 
in  the  man-power  shortage,  it  is  hoped  that 
the  Blue  Cross  will  find  it  feasible  to  in- 
augurate an  extensive  campaign  throughout 
the  state  in  an  effort  to  actively  organize  the 
many  qualified  groups  which,  we  are  confi- 
dent, will  take  advantage  of  the  plan.  The  Ne- 
braska Blue  Cross  enjoys  an  excellent  rec- 
ord of  performance  and  cooperation.  Start- 
ing from  nothing  it  has  built  up  a Non- 
profit Hospital  Plan  in  which  practically 
every  modern  hospital  in  the  state  holds 
membership.  It  took  the  enthusiasm  of  the 
Board  of  Directors  and  the  tireless  energy 
of  the  executive  secretary  to  enlist  the  in- 
terest and  appreciation  of  hospital  admin- 
istrators to  make  the  Hospital  Plan  a suc- 
cess. It  will  require  similar  efforts  if  we  are 
to  obtain  similar  results  with  the  Surgical 
Plan. 

In  the  interest  of  the  integrity  and  the  fu- 
ture of  American  medicine  we  again  urge  the 
members  of  the  Nebraska  State  Medical  As- 
sociation to  do  all  that  is  possible  in  an  at- 
tempt to  popularize  the  Nebraska  Surgical 
Plan  in  their  respective  communities.  Some 
physicians,  it  is  true,  do  not  consider  this 
Plan  entirely  adequate  to  cover  existing 
needs.  However,  this  conviction  justifiable 
though  it  may  appear,  should  not  be  utilized 
as  a sound  reason  for  indifference  toward 
the  efforts  on  the  part  of  our  own  Associa- 
tion to  try  out  a system  of  prepayment  medi- 
cal care.  The  limitation  of  the  Plan  is  based 
not  on  a lack  of  appreciation  for  the  neces- 
sity of  a broader  program,  but  to  a reluctance 
on  the  part  of  our  House  of  Delegates  to 
recommend  an  all  inclusive  organization  in 
the  absence  of  actuarial  and  administrative 
experiences.  It  was  thought  wiser  and  safer 
to  commence  modestly  with  prospects  for 
gradual  expansion,  than  to  set  out  on  a huge 
service  project  and  run  the  risk  of  possible 
failure. 

As  it  stands  today,  the  Nebraska  Surgical 
Plan  is  a sound  business  organization  employ- 


ing the  principles  of  insurance.  People  pay 
premiums  which  are  used  to  maintain  admin- 
istrative overhead  and  to  cover  indemnity 
claims  by  the  certificate  holder  for  specified 
services  rendered  by  the  physician.  Since 
the  Plan  does  not  operate  on  a profit  basis 
all  funds  received  with  the  exception  of  those 
spent  in  the  operation  of  the  institution,  are 
utilized  in  behalf  of  the  insured. 

The  success  of  the  Plan  will  obviously  de- 
pend upon  the  enthusiasm  displayed  by  the 
members  of  the  Association.  The  Blue  Cross 
as  the  administrative  agency  can  do  no  more 
than  send  capable  representatives  into  the 
various  areas  of  the  state  in  an  effort  to  sell 
the  contract.  The  benefits  and  usefulness  of 
the  Plan  must  be  placed  before  the  public  by 
organized  medicine  itself.  Means  by  which 
county  medical  societies  may  aid  in  popular- 
izing the  Nebraska  Surgical  Plan  are  quite 
simple : newspaper  releases,  and  where  facili- 
ties exist,  radio  broadcasts,  are  excellent 
methods  of  reaching  large  numbers  of  in- 
dividuals and  groups.  A perfect  example  of 
cooperation  is  a full  page  advertisement 
which  appeared  in  the  Star-Herald  of  Scotts- 
bluff  on  October  4 of  this  year.  The  adver- 
tisement was  signed  by  the  members  of  the 
Scottsbluff  Medical  Society.  This  type  of 
publicity  not  only  imparts  necessary  infor- 
mation to  the  readers,  but  what  is  equally 
important,  it  constitutes  good  public  rela- 
tions. 

The  role  of  the  individual  physician  in  this 
field  is  too  apparent  to  require  further 
emphasis.  In  his  energetic  endorsement  of 
the  Nebraska  Surgical  Plan  the  physician 
will  render  a service  to  his  patients  and  to 
his  profession. 


PLEASE  DO  NOT  DELAY 

The  Program  Committee  is  anxious  to  com- 
plete its  program  at  the  earliest  possible 
date.  If  you  wish  to  read  a paper  at  the 
Annual  Sessions  this  coming  May,  please 
send  your  title  to  Dr.  Roy  Adams  at  once. 
The  Sessions  will  be  held  in  Lincoln. 


ANNUAL  DUES  BECOME  DUE 
JANUARY  1 

It  is  our  understanding  that  members  who 
have  been  serving  with  the  armed  forces  and 
are  now  separated  from  the  service  may  re- 
mit their  1946  dues  without  formal  rein- 
statement. 
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Charles  McMartin,  M.  D. 


Your  State  Association  was  represented  at 
the  recent  conference  held  in  Chicago  called 
by  the  Council  on  Medical  Service  and  Public 
Relations  of  the  American  Medical  Associa- 
tion. The  Council  had  asked  for  at  least  two 
representatives  from  each  state  association. 
Thirty-five  states  were  represented.  This 
meeting  was  somewhat  in  the  nature  of  a 
revival  meeting  from  which  we  may  expect 
much  good  to  develop. 

It  was  truly  a democratic  representation 
of  the  medical  profession  of  the  country. 
Everyone  seemed  to  be  greatly  pleased  at 
the  outcome  and  expressed  a desire  for  more 
such  meetings  in  the  future. 

Specific  recommendations  were  made  to 
the  House  of  Delegates  of  the  A.M.A.  in  re- 
gard to: 


1.  Prepayment  plans. 

2.  EMIC  program. 

3.  Fourteen  point  program. 

4.  Placement  of  Returning  Medical  Of- 
ficers. 

5.  Publicity  and  Public  Relations. 

6.  Veterans’  Administration. 

7.  Rural  Health. 

A detailed  report  of  this  conference  will  be 
published  soon  in  the  Journal  of  the  Ameri- 
can Medical  Association.*  It  is  indeed  very 
gratifying  that  so  many  of  the  profession 
were  interested  enough  in  our  economic  and 
public  relations  problems  that  they  whole- 
heartedly participated  in  this  conference. 

CHARLES  McMARTIN. 


• See  page  443  in  this  Journal. 


Recent  Trends  in  Neuropsychiatric 
Thinking  and  Practice  " 

NOLAN  D.  C.  LEWIS,  M.D. 

Professor  of  Psychiatry,  College  of  Physicians  and  Surgeons, 
Columbia  University,  New  York,  N.  Y. 


“A  sound  mind  in  a sound  body”  has  been 
man’s  ideal  for  ages.  To  attain  and  maintain 
the  sound  body  he  has  given  much  thought, 
devoted  a great  deal  of  time  and  spent  large 
sums  of  money.  Many  rules  of  healthful  liv- 
ing have  been  discovered,  one  serious  disease 
after  another  has  been  conquered,  brought 
under  control  or  practically  eliminated,  so 
that  one  may  speak  of  cholera,  typhoid,  small 
pox,  yellow  fever  and  a number  of  children’s 
disorders  among  other  maladies  as  being 
controlled  successfully  and  thus  a longer 
physical  life  has  been  afforded  an  ever  in- 
creasing number  of  people. 

In  his  striving  for  a sound  mind  man  has 
not  been  so  successful.  For  some  reason,  not 
too  clear  even  to  those  who  have  given  con- 
siderable thought  to  the  subject,  there  has 
been  less  planning,  less  effort  and  certainly 
less  investment  of  funds  towards  a thorough 
understanding  of  the  laws,  functions  and 
diseases  of  the  mind.  Something  inherent  in 
the  situation  has  delayed  and  all  but  defeat- 
ed man  in  the  attainment  of  mental  health. 
Striking  discoveries  in  the  field  of  the  mind 
are  rare ; most  devastating  mental  disorders 
are  j ust  as  active,  and  perhaps  more  destruc- 
tive than  they  were  formerly,  and  we  go  in- 
sane in  masses  from  the  same  releasing 
causes  that  were  in  evidence  a thousand 
years  ago.  The  medical  profession  and  its 
collaborators  have  been  able  to  afford  a long- 
er physical  life  to  more  people,  but  as  yet  a 
longer  productive,  creative  mental  life  has 
not  been  in  evidence. 

Mental  disorders  like  physical  diseases  are 
due  to  natural  causes  and  therefore  lend 
themselves  to  study,  are  more  or  less  amen- 
able to  modification  by  treatment  and  are 
probably  preventable.  These  are  all  possi- 
bilities that  should  spur  responsible  persons 
to  a greater  systematic  attempt  to  bring  the 
cause  of  “madness”  under  control  and  to  pro- 
mote the  elements  responsible  for  a higher 
level  of  creative  adjustment. 

In  recent  years  psychiatric  practice  has 
attempted  to  make  a positive  frontal  attack 
upon  the  problems  of  mental  medicine.  It 

*Read  at  the  1944  Annual  Meeting  of  the  Omaha  Mid-West 
Clinical  Society. 
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tends  to  treat  all  behavior,  thought  and  feel- 
ing of  an  individual  as  a real  and  active  per- 
formance, i.e.,  as  a personality  experience. 
Human  performances  are  dynamic  phenom- 
ena in  the  same  sense  as  other  biological  pro- 
cesses and  cultural  developments  are  also 
dynamic.  The  modern  psychiatrist  proceeds 
along  the  lines  of  correcting  all  physical  de- 
fects that  lend  themselves  to  correction,  to 
a careful  study  of  familial,  social  and 
economic  environments,  to  the  individual 
problems  of  the  personality,  to  the  ventila- 
tion of  conflict  and  the  desensitization  of 
overly  sensitive  persons,  to  re-educational 
training,  and  to  an  adequate  philosophy  of 
life. 

The  handicaps  are  an  inadequate  psychia- 
tric training  in  many  of  the  medical  schools, 
the  dearth  of  graduate  psychiatric  instruc- 
tion, the  lack  of  knowledge  of  the  known 
principles  of  mental  hygiene  among  general 
practitioners  of  medicine,  inadequate  educa- 
tion of  the  educators  and  of  the  laity,  and  the 
reluctance  to  face  the  problems,  and  even 
the  fear  of  insanity  which  is  widespread 
among  the  people. 

It  should  be  emphasized  that  all  education 
regarding  mental  health  should  be  concerned 
with  the  normal  individual  as  well  as  with 
the  emotionally  disordered,  and  one  aim 
should  be  to  promote  a sane  attitude  toward 
and  a real  understanding  of  mental  illness 
rather  than  to  inspire  fear.  One  of  the  most 
valuable  assets  to  be  attained  by  means  of 
systematic  education  is  the  ability  and  the 
tendency  to  think  clearly  and  to  mobilize  the 
analytical  qualities  of  the  mind  which  will 
place  the  various  elements  in  their  proper 
relationship  where  they  can  be  evaluated  in 
the  same  manner  utilized  in  any  other 
complicated  problem. 

During  the  last  fifty  years  psychiatry  has 
made  long  strides  toward  the  understanding 
and  treatment  of  mental  disorder,  and  the 
outlook  for  scientific  progress  was  never 
more  promising  in  this  particular  field,  de- 
spite the  many  contrary  opinions  voiced  by 
the  uninformed. 

Psychiatry  is  the  discipline  dealing  with 
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the  most  important  function  of  the  human 
organism — the  mind — therefore  by  virtue  of 
this  orientation  it  is  in  a more  favorable  posi- 
tion than  any  other  science,  to  formulate  its 
plans  to  pursue  its  aims,  and  to  recognize 
irrational  trends  in  the  fields  of  research  and 
practice.  Psychiatric  methods  appear  to  be 
the  only  ones  possessing  a highly  specialized 
technique  for  the  evaluation  of  irrational  and 
prejudicial  trends.  In  this  field,  to  a greater 
extent  than  anywhere  else,  must  the  “open 
mind”  attitude  be  maintained  and  if  this  can 
be  done,  the  next  fifty  years  will  see  the 
fruition  of  what  are  now  little  more  than 
brilliant  promises. 

The  path  between  the  “organic”  and  “psy- 
chological” extremes  seems  to  hold  the  most 
promise  for  the  future.  Psychosomatic  medi- 
cine posing  as  a new  specialty,  is  really  an- 
cient in  many  of  its  concepts,  which  were 
not  accepted  generally  down  through  the 
years.  Therefore  it  is  a promising  develop- 
ment which  will  serve  as  a bridge  in  the  per- 
sistent struggle  against  the  old  concept  of 
dichotomy  of  mind  and  body.  It  is  becoming 
increasingly  recognized  that  there  is  no 
sharp  division  between  structure  and  func- 
tion. The  effect  of  the  shock  therapies  has 
encouraged  many  workers  to  overemphasize 
the  “organic”  aspects ; similarly  outstanding 
results  with  psychotherapy  have  convinced 
others  that  the  psychological  factors  should 
be  the  main  focus  of  study.  Both  attitudes 
are  equally  futile  and  accomplish  nothing 
but  the  retardation  of  real  progress. 

During  the  past  fifty  years,  various 
schools  of  thought  have  made  valuable  con- 
tributions to  the  study  of  personality  devel- 
opment and  personality  disorders.  In  fact, 
more  than  one  worthful  contribution  to 
theory  or  method  has  been  made  by  investi- 
gators whose  principal  interests  were  not  in 
psychiatric  subjects.  There  has  been  a 
natural  tendency  in  most  of  these  groups  to 
stress  their  own  particular  philosophy  and 
methods  of  work,  and  to  pay  little,  if  any,  at- 
tention to  other  concepts ; but  one  can  rest 
assured  that  there  is  room  for  various  types 
of  workers,  as  progress  in  this  field  will  in- 
clude the  synthesis  of  many  disciplines  and 
methods  in  the  study  of  the  multidimension- 
al complex  of  human  behavior.  No  one 
doctrine  or  method  refutes  and  disposes  of 
all  the  rest.  As  we  now  see  it,  mental  dis- 
order is  a vital  expression  of  the  organism — 
something  conditioned  both  by  the  nature  of 


mankind  and  by  the  special  nature  and  ex- 
periences of  the  individual.  In  the  prophy- 
laxis of  mental  disorders,  an  understanding 
of  the  “individual  factors”,  the  emotional 
constitution,  and  how  these  fit  society,  is  ob- 
viously necessary. 

The  three  major  steps  in  the  history  of  re- 
search on  a disease  are  1)  the  accurate  de- 
scription of  the  clinical  syndrome  and  the 
course,  2)  the  working  out  of  the  details  of 
the  pathology,  and  3)  the  discovery  of  the 
etiology.  When  these  have  become  estab- 
lished it  is  then  possible  to  make  a frontal 
therapeutic  attack  on  the  disorder  and  to 
determine  the  prognostic  probabilities.  We 
now  possess  a great  deal  of  information  on 
the  varieties  and  courses  cf  mental  disorders 
and  have  some  knowledge  of  the  pathology. 
However,  causes  are  not  very  well  known, 
but  despite  this  we  are  able  to  make  some 
headway  with  therapy  on  an  empirical  basis. 

Biologic  research  deals  with  units  of  im- 
mense complexity.  The  material  is  less 
easily  controlled  than  is  the  case  with  the 
physical  sciences.  In  the  field  of  human 
biology  the  study  of  the  person  in  relation  to 
the  rest  of  the  world  presents  a situation  re- 
quiring great  ingenuity  on  the  part  of  the 
investigator  in  any  attempt  to  organize 
studies  which  fulfill  the  requirements  of  the 
scientific  method.  It  can  be  said  that  the 
least  advanced  of  all  the  sciences  are  those 
having  to  do  with  man’s  relations  with  his 
own  kind.  Here  the  scientific  method  is  most 
difficult  to  apply,  but  it  can  be,  and  is  being 
done  with  some  success. 

There  is  a lack  of  adequate  financial  sup- 
port to  do  research  on  a scale  urgently  need- 
ed. About  $200,000,000  of  the  tax-payers’ 
money  are  spent  yearly  in  the  United  States 
for  the  care  of  mental  patients,  while  less 
than  $1,000,000  of  the  public  funds  are  de- 
voted to  the  promotion  of  research  attempts 
to  discover  the  sources  of  the  trouble.  The 
contributions  of  foundations,  of  private 
agencies  and  of  philanthropic  individuals 
bring  the  amount  to  a total  of  $3,000,000  ex- 
pended annually,  for  psychiatric  research  in 
this  country.  It  is  probable  that  in  research 
lies  the  only  hope  for  the  control  and  preven- 
tion of  mental  disorders  and  the  reduction 
of  the  enormous  public  expense  which  they 
now  entail ; moreover,  the  problems  of  men- 
tal disorder  involve  the  most  fundamental 
issues  of  human  life  and  happiness. 

There  are  many  inviting  foci  for  research 
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in  the  field  of  neuropsychiatry.  Since  neither 
gross  nor  microscopic  evidence  of  degenera- 
tive processes  in  the  brain  can  be  demon- 
strated, in  at  least  half  of  our  mental  hos- 
pital patients,  with  any  certainty  even  with 
the  modern  refined  staining  methods  other 
types  of  studies  have  become  useful  and  well 
established.  To  mention  a few  of  the  most 
interesting  ones;  new  and  promising  re- 
search leads  are  developing  in  the  clinical 
expressions  and  experimental  laboratory 
work  in  the  physiology  of  the  nervous  sys- 
tem, which  includes  the  search  for  the  re- 
lationship between  respiratory  activities  and 
behavior,  the  physiology  of  sleep  and  electro- 
encephalography, which  has  afforded  much 
information  on  brain  lesions,  head  injuries, 
epileptic  states,  and  various  nervous  system 
conduction  patterns  (1- 2).  Other  studies 
based  on  biophysics  are  being  organized  in 
various  laboratories. 

The  trend  to  detect  constitutional  dif- 
ferences in  individuals  suffering  from  men- 
tal disorders  includes  research  based  on  ser- 
ology, bacteriology,  allergic  reactions,  bio- 
chemistry, endocrinology,  vitamin  deficien- 
cies, extraneural  pathology,  anthropology, 
comparative  racial  psychiatry  and  heredi- 
tary transmission  of  characteristics.  A bet- 
ter understanding  of  the  hereditary  process- 
es involved  in  schizophrenia,  manic  de- 
pressive psychoses,  epilepsy  and  mental  de- 
ficiency is  well  on  the  way.  Intensive 
studies  of  twins  are  affording  the  most  out- 
standing contributions  to  this  subject. 

In  every  case  the  causal  influences  must 
be  analyzed  in  terms  of  heredity,  the  geno- 
type, the  phenotype,  of  forms  of  education 
and  environment  and  also  of  external  in- 
juries. Through  researches  on  the  funda- 
mental hereditary  constitution  and  in  the  ef- 
fects of  the  surroundings  on  the  course  of 
life,  through  the  reconstruction  of  the  per- 
sonality as  manifested  previous  to  illness, 
through  physical  examination  with  the  aid  of 
biologic  laboratory  methods,  and  through  a 
complete  study  of  the  disorder  by  means  of 
the  deeper  analytic  psychology,  the  modern 
psychiatrist  acquaints  himself  wth  the  prob- 
lem, determines  the  degree  of  severity,  and 
searches  for  the  best  ways  of  modifying  it 
favorably. 

Experimental  psychology  serves  as  an 
auxiliary  discipline  which  through  the  utili- 
zation of  exact  conditions  of  experiment 
seeks  to  establish  comparable  measurements 


of  mental  functions.  The  several  new  test- 
ing methods  used  including  the  popular  Ror- 
schach test  are  valuable  diagnostic  aids  as 
well  as  technics  for  advanced  investigation. 
Psychoanalysis  as  a research  tool  is  making 
an  outstanding  contribution  especially  in  con- 
nection with  “psychosomatic  medicine”.  The 
studies  in  this  combined  field  of  psychiatry 
and  internal  medicine  have  revealed  signifi- 
cant personality  and  character  features  in 
cases  of  arterial  hypertension,  coronary 
disease,  hyperthyroidism,  asthma,  gastric 
ulcer  and  in  forms  of  colitis,  to  mention  only 
a few  <3’  4>. 

In  clinical  psychiatry  the  obscure  fea- 
tures of  febrile  deliria,  the  personality  dif- 
ferences in  senile  mental  states (5),  and  the 
reasons  for  the  variations  in  the  reactions  to 
alcoholic  intoxication  are  all  being  actively 
investigated  (6’  7- 8).  In  addition  to  these 
clinical  problems  those  of  epilepsy,  original 
feeblemindedness,  maladjusted  children'9) 
and  forensic  matters  demand  the  attention 
of  a number  of  trained  workers. 

Pharmacological  research  is  more  promis- 
ing than  ever  before.  For  example,  the  use 
of  insulin  and  metrazol  in  the  “shock  ther- 
apies” has  become  universal,  and  together 
with  the  electro-shock  method  of  treating 
selected  cases  constitutes  a valuable  thera- 
peutic advance  (10' 11  >.  Inasmuch  as  these 
treatments  often  produce  astonishingly 
favorable  results  in  some  cases  and  are  in- 
effective in  others  with  an  apparently  simi- 
lar mental  disorder,  a typical  “forked  road” 
situation  is  created,  inviting  intensive 
studies  which  might  lead  to  the  discovery  of 
differential  diagnostic  signs  now  unknown, 
and  thus  perhaps  initiate  more  accurate 
therapeutic  applications.  Similar  remarks 
probably  apply  to  the  neurosurgical  pro- 
cedure known  as  “prefrontal  lobotomy” 
which  is  being  used  in  various  centers  with 
a considerable  amount  of  success  in  those 
cases  carefully  selected  by  psychiatrically 
trained  physicians*12-  13- 14-  1 5-  16>. 

During  recent  years  a method  known  as 
“narcosynthesis”  has  been  devised  for  stim- 
ulating rapport  and  suggestibility  in  con- 
fused or  amnesic  patients  by  the  use  of  hyp- 
notic drugs,  e.g.,  sodium  amytal  and  sodium 
pentothal.  The  drug  is  given  intravenously. 
Under  its  influence  the  patient’s  unpleasant 
experiences  and  mental  conflicts  lost 
through  amnesia  or  suppression  may  be  re- 
membered and  related.  By  bringing  these 
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mental  impressions  to  the  surface  and  ven- 
tilating them  often  rapid  progress  is  made 
in  solving  emotional  difficulties.  The  pro- 
cedure is  relatively  simple  and  safe  in  the 
hands  of  those  who  are  sufficiently  in- 
formed on  the  details  of  the  untoward  re- 
actions that  may  develop  occasionally. 

A number  of  different  attempts  are  being 
made  to  improve  the  established  psycho- 
therapeutic methods  of  persuasion,  sugges- 
tion, hypnotism  and  psychoanalysis,  and 
some  experiments  combining  hypnotism  and 
psychoanalysis  have  revealed  promising  fea- 
tures. Different  forms  of  group  therapy 
have  been  devised  to  afford  help  to  a greater 
number  of  patients  than  is  possible  by  any 
other  organized  form  of  psychotherapy.  If 
any  effective  way  can  be  found  to  enable  the 
therapist  to  treat  a greater  number  of  pa- 
tients in  the  time  at  his  disposal  than  is  now 
possible  with  our  present  time  consuming 
methods,  it  will  constitute  one  of  the  great- 
est advances  of  a century  of  psychiatry. 

Important  reforms  are  being  advocated  in 
psychiatric  education,  in  nursing,  in  social 
service  and  in  various  administrative  mat- 
ters pertaining  to  this  specialty.  • 

Research  in  several  aspects  of  medicine  as 
part  of  the  war  effort  has  received  a great 
impetus  through  the  pooling  of  knowledge 
of  many  scientists.  In  peace  times  most  re- 
search work  is  slow  and  is  handicapped  by  a 
lack  of  supportive  funds.  In  war  more  men 
and  money  become  available  for  the  urgent 
needs,  and  military  psychiatry  including  avi- 
ation psychiatry  has  received  its  share  of 
attention  from  the  medical  workers  who  are 
confronted  by  a notable  array  of  acute  and 
chronic  mental  disorders  (17- 18- 19'  20>. 

All  groups  organized  for  the  welfare  of 
society  should  combine  interests  and  efforts, 
with  organized  medicine,  to  combat  these 
widespread  problems  of  mental  disease  by 
promoting  research  into  the  causes  (21).  Un- 
til these  causes  are  revealed  there  can  be  no 
consistent  rational  therapy  and  no  complete 
program  of  prevention  to  replace  the  present 
efforts  of  a few  earnest  workers  who  are  at- 
tempting to  do  something  about  it,  in  the 
light  of  what  seems  to  be  indicated,  and  with 
the  methods  now  at  their  disposal. 

Peace  will  come  again  and  the  country  will 
be  confronted  with  the  stark  realities  of  the 
complicated  task  of  rehabilitation.  Psychia- 
try can  aid  in  the  occupational,  social  and 


spiritual  reconstruction  of  the  millions  of  in- 
dividuals returning  from  the  war,  and  the 
tens  of  millions  of  civilians  of  all  ages  and 
walks  of  life  whose  security  and  life  plans 
have  been  dislocated  by  the  world  conflict. 

In  this  situation  psychiatry  has  a great 
deal  to  contribute  as  it  alone  has  the  capacity 
to  evaluate  the  strengths  and  the  weakness- 
es of  man,  and  to  understand  the  patterns 
and  to  predict  human  behavior  with  reason- 
able accuracy.  Psychiatry  must  not  claim 
too  much,  but  the  application  of  known  psy- 
chiatric principles  might  prevent  future 
wars.  At  any  rate  they  should  be  given  a 
trial.  In  the  event  of  failure  they  will  have 
done  no  worse  than  the  attempts  of  other 
factions  and  principles  offered  all  of  which 
have  failed  miserably  to  date. 

As  the  knowledge  of  the  laws  of  human 
nature  gained  by  the  psychiatrist  is  of  prac- 
tical importance  and  use  for  insight  into  the 
conduct  of  every  human  being,  how  should 
this  be  formulated  and  then  disseminated 
through  the  community?  In  order  that 
proper  attention  be  given  to  the  emotional 
and  social  factors  in  public  health  and  hy- 
giene, medical  education  should  place  great- 
er emphasis  on  an  understanding  of  these 
components  of  health  and  illness.  Medical 
students  should  be  impressed  with  the  neces- 
sity of  considering  every  patient  as  having 
an  emotional  status  which  has  some  rela- 
tion to  the  past  life,  the  present  disorder 
and  the  future  adjustment,  and  that  his  duty 
as  a physician  demands  that  he  study  the 
individual  and  the  social  setting  from  this 
point  of  view.  Regardless  of  the  nature  of 
the  disorder  affecting  the  patient  some  un- 
derstanding of,  and  help  with,  his  social 
problems,  which  he  has  to  face  and  with 
which  he  has  to  live,  react  favorably  thera- 
peutically and  would  strengthen  the  bond 
eventually  between  the  medical  profession 
and  the  public.  To  this  end  educational  re- 
forms have  been  urged,  medical  school 
courses  in  psychiatry  have  been  extended 
and  improved,  standards  for  aiding  prac- 
titioners have  been  raised  by  providing  spe- 
cial training  for  nurses  and  social  workers, 
and  local  mental  hygiene  committees  and  na- 
tional societies  are  establishing  ways  and 
means  of  informing  the  public. 

The  great  problems  of  society  are  still  un- 
solved. The  reasons  for  the  actions  and 
thoughts  of  the  human  being  are  mysteries 
hidden  entirely  from  the  average  person  and 


424 


NEUROPSYCHIATRIC  THINKING  AND  PRACTICE:  LEWIS  Nebr.sM.jour 


not  well  understood  by  the  specialists  in  hu- 
man behavior.  What  has  been  learned  con- 
cerning- the  proper  application  of  psychiatry 
in  society  is  trifling-  compared  with  what  is 
yet  to  be  discovered  and  applied ; however,  it 
is  only  fair  to  admit  that  the  same  may  be 
said  of  science  in  general.  A great  deal  of 
time  has  been  devoted  to  the  science  of  mat- 
ter with  gratifying  results.  But  unless  more 
effort  with  equal  expenditure  of  time  and 
talent  is  made  in  the  science  of  man,  our  fail- 
ures will  continue  with  their  usual  prom- 
inence and  we  shall  obtain  no  true  vision  of 
the  conduct  of  life  which  the  innate  capacity 
of  man  should  be  able  to  achieve. 
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* * * 

IN  THIS  ISSUE 


WE  are  all  acutely  conscious  of  the  im- 
portance of  psychiatric  medicine  in  our  daily 
practices.  Last  year,  before  the  Omaha 
Mid-West  Clinical  Society,  Dr.  Nolan  D. 
Lewis,  Professor  of  Psychiatry,  College  of 
Physicians  and  Surgeons  of  Columbia  Uni- 
versity, presented  an  excellent  discussion  on 
the  trends  in  neuropsychiatric  thinking.  You 
will  enjoy  not  only  the  philosophy  of  the  pa- 
per, but  as  well  its  usefulness  and  application. 
Read  it  on  page 420 

AND  following  Dr.  Lewis’  paper  you  will 
be  interested  in  what  can  be  done  to  pre- 
vent psychiatric  and  social  disturbances. 
The  needs  for  mental  hygiene  in  Nebraska, 
though  well  recognized  in  medical  practice, 


seem  to  be  ignored  by  our  leaders.  These 
needs  are  described  by  Dr.  A.  E.  Bennett  in  a 
paper  on  page 425 

THIOURACIL  is  rapidly  gaining  populari- 
ty in  the  treatment  of  hyperthyroidism.  We 
offer  another  paper  on  the  subject,  by  Drs. 
Adolph  Sachs  and  Richard  L.  Egan,  which 
you  will  find  on  page 431 

AN  unusual  case  of  malignant  lymphoma 
is  presented  by  Drs.  Young  and  Gysin.  The 
problem  of  diagnosis  in  these  neurologic 
cases  is  too  well  recognized  to  need  elabora- 
tion. However,  these  conditions  do  occur  and 
probably  with  greater  frequency  than  they 
are  recognized.  Study  this  interesting  case 
report  on  page — - 434 


Mental  Hygiene  Needs  In  Nebraska  " 

A.  E.  BENNETT,  M.D. 

Omaha,  Nebraska 


The  war  has  brought  out  into  the  open  the 
extreme  prevalence  of  function"'!  emotional 
nervous  disorders  which  are  society’s  com- 
monest illness.  From  the  standpoint  of  nerv- 
ous stability  there  is  no  such  thing  as  a 
normal  man ; everyone  of  us  has  habits  or 
quirks  that  seem  odd  to  others.  The  larg’e 
percentage  of  us  meet  our  problems  in  such 
a way  as  to  save  our  mental  balance  and  not 
become  so  maladjusted  as  to  need  medical 
aid.  Yet  one  out  of  twenty  at  some  time  in 
his  life  has  a mental  break  of  sufficient  de- 
gree to  require  hospital  treatment. 

There  are  about  one  million  hospital  beds 
in  the  United  States  and  over  half  of  these 
are  occupied  by  mental  patients.  Of  these, 
85  per  cent  are  in  state  hospitals  and  the  re- 
mainder in  county,  city,  Veterans  and  pri- 
vate hospitals.  About  65  per  cent  of  these 
institutional  patients  are  suffering  from 
psychogenic  disorders  for  which  there  is  no 
tangible  physical  cause.  Almost  half  (45 
per  cent)  of  these  cases  are  dementia  prae- 
cox.  The  other  35  per  cent  have  psychoses 
from  toxic  or  other  phvsical  causes  such  as 
arteriosclerosis,  syphilis,  alcoholism,  etc. 
Prior  to  the  war  the  rate  of  new  first-admis- 
sion cases  in  mental  hospitals  was  ICO, 000 
per  year. 

The  total  cost  of  caring  for  the  mentally 
diseased  is  about  one  quarter  billion  doTars 
annually. 

Most  patients  are  first  admitted  to  state 
hospitals  under  judicial  commitment,  after 
having  been  declared  legally  insane ; only 
about  5 per  cent  on  a voluntary  basis.  In 
14  states,  including  Nebraska,  voluntary  ad- 
mission is  not  permitted.  The  ratio  of  in- 
flux to  outgo  of  patients  in  all  state  hospitals 
is  125  to  100,  and  the  average  degree  of 
overcrowding  in  all  state  hospitals  prior  to 
the  war  was  about  15  per  cent. 

MEDICAL  PERSONNEL 

According  to  the  standards  of  the  Ameri- 
can Psychiatric  Association  the  number  of 
patients  to  each  physician  should  not  exceed 
150.  None  of  our  state  hospitals  meets  this 
requirement — the  ratio  for  the  entire  coun- 
try is  258  patients  per  physician.  In  nurs- 
ing personnel,  the  accepted  proportion  of  pa- 
tients per  nurse  should  be  8,  yet  for  the 

*Given  before  the  Nebraska  Public  Health  Nursing  Associa- 
tion, Omaha,  Oct.  19,  1945. 


country  as  a whole  the  ratio  is  10.6  patients 
per  member  of  the  nursing  staff,  only  11 
per  cent  of  which  (prior  to  the  war)  con- 
sisted of  graduate  nurses.  The  ratio  for  such 
other  medical  personnel  as  dentists,  occupa- 
tional therapists,  psychologists  and  social 
workers  is  in  much  worse  proportion  in  most 
state  hospitals. 

These  data  show  that  prior  to  the  war  we 
were  not  adequately  caring  for  the  minimal 
civilian  needs  of  the  mentally  ill  in  our  in- 
stitutions. We  needed  at  least  130,000  ad- 
ditional beds.  The  medical  staffs  of  our  state 
hospitals  were  only  42  per  cent  and  the 
nursing  staffs  75  per  cent  of  required 
strength.  Many  regions  of  the  country 
lacked  entirely  such  personnel  as  social 
workers  and  psychologists. 

Since  the  war,  conditions  in  our  state  hos- 
pitals have  deteriorated  markedly.  Dr.  F.  F. 
Tallman  describes  present  conditions  in  men- 
tal hospitals  as  follows:  “Poor  physical  fa- 
cilities have  resulted  in  a denial  of  timely  ef- 
ficient treatment  to  many  and  the  herding  of 
people  together  in  an  inhuman  manner.” 

The  professional  and  nursing  staffs  are 
too  few  and  badly  trained.  It  is  rot  uncom- 
mon to  visit  a hospital  staffed  with  several 
doctors,  only  one  or  two  of  whom  lmve  had 
any  real  training  in  psychiatry.  Sp°oml  and 
important  programs  such  as  recreational  and 
occupational  therapy  are  almost  unknown. 
Mere. employment  in  a hospital  does  not  en- 
tail experience  nor  guarantee  necessary 
teaching  of  empMyees.  Changing  the  name 
from  “asylum”  to  “mental  hospital”  is  not 
sufficient  to  put  such  institutions  on  a hos- 
pital basis.  Specialists  in  other  branches  of 
medicine  are  used  either  not  at  all  or  only 
as  an  extraordinary  service  under  exception- 
al circumstances.  Thus,  state  hospital 
physicians  are  put  in  the  position  of  being 
jack  of  all  trades.  They  are  expected  to  know 
all  specialties  as  well  as  their  own.  Indeed, 
a superintendent  of  a state  hospital  is  tra- 
ditionally in  need  of  being  a good  engineer,  a 
good  farmer,  and  too  often  unhappily  a good 
politician. 

ADDED  WAR  FACTORS 

The  high  percentage  of  mental  casualties 
during  and  after  World  War  I forced  rpco°- 
nition  of  psychiatric  medicine,  and  efforts 
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were  begun  to  improve  teaching  methods  in 
this  specialty  within  first  grade  medical 
schools.  Up  to  now,  medical,  hospital  and 
pension  expenses  paid  for  neuropsychiatric 
casualties  of  that  war  have  cost  taxpayers 
over  one  billion  dollars.  The  large  percentage 
of  beds  in  the  Veterans  Administration  hos- 
pitals are  still  occupied  by  these  casualties 
and  $700,000  is  paid  out  each  month  in  pen- 
sions. At  a recent  date  130,000  from  World 
War  II  had  been  pensioned  for  neuropsychi- 
atric disability. 

In  drafting  our  army  of  10,000,000  men, 
1,750,000  were  rejected  because  of  neuropsy- 
chiatric handicaps,  or  about  12  per  cent  were 
unfit.  This  does  not  mean,  however,  that  all 
these  rejectees  were  misfits  in  civilian  life. 
Most  of  them  had  made  good  civilian  adjust- 
ments, but  were  simply  found  to  be  individ- 
uals unsuited  to  military  life.  Another  524,- 
000  men  were  discharged  for  neuropsychiat- 
ric disability,  making  up  43  per  cent  of  all 
casualties.  The  rate  of  these  discharges  ran 
over  10,000  per  month  before  V-days.  All  of 
these  men  will  be  eligible  for  permanent  dis- 
ability pensions  unless  they  receive  psychiat- 
ric treatment  and  rehabilitation.  The  fu- 
ture cost  will  be  tremendous.  How  much 
wiser  to  spend  money  for  rehabilitation  first 
before  pensioning  these  patients! 

Just  as  there  are  not  now  existing  hospital 
beds  to  care  for  but  a fraction  of  the  need, 
likewise  there  are  not  trained  psychiatrists 
to  administer  treatment.  Less  than  4,000 
physicians  in  the  entire  United  States  have 
had  any  psychiatric  training  at  all.  A third 
of  these  have  been  in  the  armed  forces  while 
all  the  others  have  worked  overtime  with 
civilian  patients.  An  estimated  10,000  psy- 
chiatrists are  needed  right  now  for  civilian 
and  post  war  needs  alone;  and  1,000  psychia- 
tric clinics,  along  with  thousands  of  psych  i- 
atrically  trained  nurses,  social  workers  and 
psychologists. 

The  facts  are  that  both  civilian  and  mili- 
tary mental  casualties  are  being  deprived  of 
adequate  therapy.  Psychiatric  treatment  of 
any  kind  at  the  present  time  is  available 
only  to  those  wealthy  enough  to  defray  costs 
of  private  treatment  or  to  those  severely  ill 
or  without  funds  who  have  to  be  committed 
to  public  institutions,  where  personnel  is  in- 
adequate to  give  proper  treatment. 

THE  VETERANS’  NEEDS 

State,  federal,  community  and  private 
agencies  must  be  coordinated  to  give  proper 
psychiatric  aid  to  the  disabled  veteran. 


The  G.I.  bill  of  rights  provides  aid  in  edu- 
cation, reemployment,  vocational  training, 
unemployment  insurance  and  financial  as- 
sistance in  social  and  economic  rehabilita- 
tion. 

Medical  rehabilitation:  The  military  serv- 
ices are  now  making  a concerted  effort 
through  rehabilitation  centers  to  relieve  a 
veteran’s  mental  illness  before  his  discharge 
from  service.  Not  all  can  derive  maximum 
benefit  prior  to  discharge.  They  must  then 
rely  upon  facilities  of  the  Veterans’  Admin- 
istration or  upon  private  physicians  or  state 
or  community  rehabilitation  programs.  Since 
local  agencies  are  not  properly  caring  for  ci- 
vilian needs,  they  cannot  offer  veterans 
much  help.  The  Veterans’  Facilities  are  very 
inadequate  for  such  care.  Unfortunately, 
the  trend  is  to  pension  the  veteran  and  neg- 
lect proper  psychiatric  treatment. 

In  Nebraska  we  have  no  veterans’  psy- 
chiatric hospital  and  no  program  has  been 
set  up  for  the  care  of  the  returning  veteran 
so  far  as  psychiatry  is  concerned.  This 
despite  the  fact  that  in  every  state  a voca- 
tional rehabilitation  bureau  has  been  estab- 
lished under  the  direction  of  the  vocational 
rehabilitation  bureau  of  the  Federal  Security 
Agency.  The  federal  government  pays  all 
administrative  costs  and  half  the  cost  of  vo- 
cational retraining,  medical  and  psychiatric 
services  and  industrial  placement.  Our  state 
department  of  vocational  rehabilitation  for 
both  civilian  and  veterans  has  made  no  pro- 
vision for  psychiatric  service  to  augment 
physical  rehabilitation.  We  need  a governor’s 
medical  advisory  committee  to  plan  and  co- 
ordinate all  agencies  which  deal  with  neuro- 
psychiatric problems.  All  we  can  do  at 
present  is  to  commit  the  psychotic  veteran 
to  a Veterans  hospital.  Absolutely  no  facili- 
ties in  our  state  are  available  for  the  care  of 
the  minor  emotional  illnesses. 

Just  as  we  in  Nebraska  have  done  nothing 
toward  aiding  the  returned  veteran  who 
needs  psychiatric  guidance,  neither  have  we 
done  anything  with  the  psychiatric  prob- 
lems arising  out  of  the  dislocation  of  indus- 
try and  relocation  of  war  workers  which 
have  assumed  increasing  importance.  There 
is  need  for  community  efforts  to  establish 
psychiatric  consultation  services  to  which 
employees  may  go  voluntarily  or  by  refer- 
ence of  management. 

JUVENILE  DELINQUENCY 

There  has  been  a substantial  rise  in  juven- 
ile delinquency  since  the  onset  of  war,  with 
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marked  increase  in  juvenile  crimes  and  sex- 
ual promiscuity.  The  root  of  much  delin- 
quency lies  in  the  home.  The  disruptive  ele- 
ment of  war  in  family  life  is  undoubtedly  a 
most  important  factor.  While  mothers  were 
working  away  from  home  and  fathers  were 
away,  many  children  had  little  or  no  super- 
vision. In  England  three  quarters  of  the  in- 
creased delinquency  among  juveniles  oc- 
curred in  homes  where  either  the  father  was 
drafted  or  the  mother  was  working.  Other 
problems  in  the  home,  such  as  increased 
taxes  and  cost  of  living,  food  rationing,  etc. 
have  threatened  its  security  and  encouraged 
dissatisfaction.  War  marriages  on  short 
acquaintance  are  resulting  in  a high  num- 
ber of  divorces.  It  is  more  important  than 
ever  for  parents  to  supervise  and  guide  their 
children’s  careers  when  youth  is  bewildered, 
a generation  is  frustrated  and  many  are  de- 
nied college  education  because  of  compulsory 
military  duties. 

One  of  the  greatest  mental  hygiene  needs 
in  Nebraska  is  a child  guidance  clinic  to 
function  for  the  entire  state.  Efforts  to 
establish  such  a clinic  have  failed  so  far, 
largely  because  selfish  individual  groups 
have  prevented  drafting  a unified  program 
for  the  National  Committee  of  Mental  Hy- 
giene to  consider.  After  several  surveys  the 
National  Committee  is  at  present  not  in- 
terested in  aiding  us.  It  will  take  an  un- 
selfish united  program  designed  for  the  best 
interests  of  all  groups  in  our  entire  state,  to 
get  any  further  help  along  this  line.  Such  a 
clinic  will  pay  very  high  dividends  by  pie- 
venting  much  of  our  juvenile  delinquency 
and  by  preventing  many  of  our  adult  neurot- 
ic and  psychotic  disabilities,  if  the  general 
public  becomes  educated  as  to  how  to  use 
such  a clinic.  Necessarily  it  would  have  to 
operate  closely  with  juvenile  courts,  reforma- 
tories, institutions  for  correction  and  our 
state  hospital  system.  This  cooperation  re- 
quires public  education  and  understanding  of 
social  and  psychiatric  problems. 

STATE  HOSPITAL  PROBLEMS 

Our  statute  governing  the  care  of  mental- 
ly ill  is  long  obsolete.  No  person  can  be  ad- 
mitted to  state  or  county  psychopathic  hos- 
pitals unless  he  has  been  declared  insane  by 
a county  lunacy  commission  and  by  this 
judiciary  body  legally  committed  as  insane  to 
a state  hospital  for  treatment.  As  a result, 
many  early  cases  are  not  treated  when  they 
are  still  in  recoverable  stages.  We  have  not 
yet  divorced  our  mental  cases  from  criminal 


cases  nor  our  mental  hospitals  from  jails — 
a legacy  of  the  middle  ages.  We  are  one  of 
14  states  still  clinging  to  this  method,  with 
no  provision  for  voluntary,  nonjudicial  ad- 
mission. 

We  need  to  modernize,  change  our  state 
laws,  treat  mental  illness  the  same  as  physi- 
cal illness  and  abolish  the  idea  of  mental  ill- 
ness being  a disgrace.  Any  family  should 
be  able,  through  a qualified  physician’s  ap- 
plication, to  get  a patient  into  a mental  hos- 
pital the  same  as  into  a general  hospital ; or 
any  patient  upon  voluntary  application 
should  be  able  to  enter  any  mental  hospital 
for  needed  treatment. 

The  lag  between  psychiatric  advancement 
and  the  law  is  very  apparent  in  the  slow 
progress  of  law  making  bodies  to  accord  re- 
lief to  the  mentally  ill.  Our  legislators  must 
be  educated  to  the  idea  that  mental  hospitals 
should  be  as  open  for  admission  as  general 
hospitals ; that  the  term  insanity  is  not  a 
medical  diagnostic  term  and  must  be  re- 
moved. Due  regard  for  the  protection  of  the 
individual’s  personal  rights  and  property  and 
for  society’s  protection  can  be  attained  with- 
out making  the  benefits  of  institutional  care 
so  inaccessible. 

In  1930  the  committee  on  legal  measures 
and  laws  of  the  international  congress  on 
mental  hygiene  recommended:  (1)  that  ad- 
mission to  mental  hospitals  should  be  made 
easy;  (2)  that  jury  trials  on  the  issue  of  in- 
sanity and  commitment  be  abolished;  (3) 
that  voluntary  admission  of  patients  seeking 
treatment  should  be  encouraged;  and  (4) 
that  counties  and  states  without  such  laws 
be  urged  to  adopt  them. 

In  our  state,  as  noted  previously,  patients 
can  only  be  admitted  by  the  judicial  method. 
A charge  of  insanity  is  filed  in  the  clerk  of 
the  district  court’s  office  and  the  patient 
committed  after  an  examination  by  the  com- 
mission on  lunacy.  This  procedure  applies 
also  to  alcoholics  and  drug  addicts.  The  cost 
to  taxpayers  is  many  thousands  yearly,  an 
uneconomical  expenditure.  The  money  could 
be  more  profitably  expended  for  full  time 
personnel  in  county  and  state  hospitals. 

The  state  mental  hospital  of  the  future 
must  be  much  more  than  a custodial  deposi- 
tory for  chronic  incurable  mental  invalids. 
According  to  Brig.  Gen.  William  C.  Mennin- 
ger,  Chief  of  Neuropsychiatry  in  the  Surgeon 
General’s  Office,  “Every  psychiatric  hos- 
pital has  a moral  obligation  to  act  as  a teach- 
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ing  center  in  the  sense  that  its  attendants, 
nurses,  social  workers  and  physicians  must  be 
permanent  students  of  psychiatry  and  must 
present  and  promote  it  as  a scientific  branch 
of  medicine.  It  is  their  responsibility  to  their 
own  specialty  groups,  physicians  in  other 
specialties,  to  relatives  of  patients  and  most 
of  all  to  the  community  in  which  they  live.” 

Our  state  hospital  system  has  not  even  be- 
gun to  function  in  this  manner.  There  will 
be  a huge  demand  from  now  on  for  greatly 
increased  training  facilities  for  psychiatric 
physicians,  as  it  is  estimated  we  now  need 
at  least  10,000  psychiatrists.  New  training- 
centers  will  be  required.  State  mental  hos- 
pitals with  their  large  population  of  clinical 
material  must  provide  accredited  residencies 
to  help  train  these  physicians.  At  present 
two  of  our  three  state  hospitals  have  ac- 
credited residencies  and  in  the  whole  state 
there  is  only  one  other  such  center — that 
within  a general  hospital  in  Omaha. 

All  three  of  our  state  hospitals  could  each 
provide  at  least  two  such  residencies  and 
these  should  be  affiliated  with  our  Univer- 
sity College  of  Medicine  in  order  to  meet  the 
American  Board  of  Neurology  and  Psychi- 
atry requirements  for  specialty  training. 
General  hospitals  not  having  psychiatric 
services  should  affiliate  with  state  hospitals 
accredited  for  training  in  psychiatry  so  that 
interns  will  receive  some  training  in  psychi- 
atric medicine  before  starting  general  prac- 
tice. This  is  now  being  done  by  some  gen- 
eral hospitals,  so  far  as  the  nursing  profes- 
sion is  concerned.  When  our  state  hospitals 
become  qualified  for  affiliate  psychiatric 
training  according  to  the  standards  of  the 
Committee  on  Psychiatric  Nursing  of  the 
American  Psychiatric  Association  many 
more  hospitals  will  send  nurses  for  training. 
Up  to  date  only  one  of  our  state  hospitals  has 
had  any  such  arrangement  and  only  one  gen- 
eral hospital,  the  one  in  Omaha,  gives  such 
affiliate  training. 

Each  of  our  state  hospitals,  in  order  to  be- 
come an  effective  community  agent  in  men- 
tal hygiene  for  the  needs  of  the  state,  must 
not  only  provide  efficient  psychiatric  med- 
ical and  nursing  personnel,  but  add  other 
workers  such  as  clinical  psychologists,  psy- 
chiatric social  workers,  physiotherapists  and 
qualified  occupational  and  recreational  ther- 
apists. Each  state  hospital  must  develop  an 
educational  program  to  inform  the  general 
public  concerning  the  operation  of  the  hos- 
pital, cures  of  mental  patients  and  otherwise 


help  overcome  the  tremendous  prejudice 
that  exists  within  the  lay  mind  against 
sending  patients  for  needed  treatment. 

Outpatient  clinics  should  be  maintained  at 
all  of  our  state  hospitals.  In  addition  the 
hospital  staff  should  hold  clinics  at  times 
over  the  state  or  such  clinics  should  emanate 
from  our  state  medical  college.  These  clin- 
ics would  attract  early  cases  of  mental  ill- 
ness at  a time  when  effective  early  treatment 
could  be  started.  They  would  help  in  follow- 
ing up  discharged  patients  and  aid  in  their 
readjustment. 

Outpatient  clinics  would  also  function  as 
child  guidance  clinics  in  preventive  psychia- 
try. The  numerous  behavior  problems  in  our 
boys’  and  girls’  reformatories  could  be 
brought  to  these  clinics  for  treatment. 
Every  adolescent  committed  to  Kearney  or 
Geneva  should  have  a psychiatric  examina- 
tion, since  practically  all  these  delinquents 
represent  psychiatric  problems.  Many  could 
thus  be  saved  from  permanent  social  mal- 
adjustment; yet  absolutely  nothing  of  this 
sort  is  being  done  in  our  state.  It  is  probable 
that  a full  time  consulting  psychiatrist  could 
be  very  profitably  used  by  our  State  Board 
of  Control  for  all  of  our  nonpsychiatric  in- 
stitutions within  the  state.  In  the  state 
child  welfare  division  of  the  crippled  children 
service  there  is  constant  need  for  psychiatric 
consultation  and  treatment  services. 

Another  field  of  preventive  psychiatry  for 
outpatient  clinics  is  the  proper  treatment  of 
early  neurosyphilis.  Patients  suffering  from 
general  paresis  in  our  state  hospitals  have 
been  on  the  decline,  yet  they  represent  a 
large  economic  loss  to  the  state  since  all 
these  cases  are  preventable.  If  early  ef- 
fective treatment  of  combined  chemotherapy 
and  fever  therapy  were  provided  in  the 
asymptomatic  stages  we  could  practically 
eliminate  all  these  late  cases. 

One  of  the  greatest  problems  in  state  hos- 
pitals and  one  increasingly  more  important 
because  of  growing  longevity  is  the  care  of 
the  senile  patient.  About  one  third  of  our 
state  hospital  patients  at  present  suffer 
from  organic  dementia  of  the  arteriosclerotic 
or  senile  type.  These  patients  practically  all 
live  in  institutions  until  they  die,  thus  pre- 
venting admission  of  acutely  ill  patients  who 
might  be  cured.  Because  of  overcrowding  by 
these  hopeless  cases  each  of  our  hospitals  has 
a waiting  list  of  20-40  patients,  both  men 
and  women,  at  all  times,  and  many  emergen- 
cy cases  have  to  be  housed  in  county  jails 
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until  a vacancy  occurs — sometimes  a delay 
of  several  months. 

What  is  the  answer  to  this  overcrowding, 
especially  with  senile  cases?  Personally,  I 
feel  a separate  state  hospital  should  be 
established  just  for  the  care  of  the  aged  or 
geriatric  patient.  Any  aged  person  who  is 
physically  or  mentally  disabled,  and  not  fi 
nancially  able  to  provide  private  care  should 
be  admitted  by  voluntary  application  or  by 
family  request,  and  not  as  now  committed  as 
insane.  Perhaps  a separate  building  or  wing 
in  one  of  our  present  institutions  might  suf- 
fice. The  incidence  of  these  cases  will  great- 
ly increase  because  we  are  lengthening  the 
span  of  life  by  conquering  infectious  and 
metabolic  diseases  without  as  yet  treating 
sufficiently  the  diseases  of  old  age.  Some- 
thing will  have  to  be  done  about  this  prob- 
lem within  the  near  future. 

At  present  all  committed  patients  are 
transferred  to  state  hospitals  by  the  county 
sheriff ; expenses  are  paid  on  a mileage  basis 
out  of  tax  money.  This  medieval  procedure 
of  taking  a patient  like  a criminal,  often  in 
handcuffs,  by  persons  entirely  lacking  any 
psychiatric  knowledge  stigmatizes  the  pa- 
tient. A state  ambulance  with  trained  nurs- 
ing or  attendant  personnel  should  be  avail- 
able to  transport  these  patients  from  any 
part  of  the  state  to  the  designated  hospital 
and  would  be  a saving  to  taxpayers. 

Our  state  board  of  control  has  plans  for 
enlarging  all  of  our  state  hospitals  because 
of  the  great  demand  for  more  beds.  Is  this 
policy  a wise  one?  All  of  our  state  hospitals 
at  present  have  too  many  patients  for  ade- 
quate supervision  with  the  limited  medical 
and  nursing  personnel.  War  time  depletion 
of  the  staffs  has  caused  further  great  de- 
terioration in  service.  It  is  practically  im- 
possible now  to  give  anything  like  individual 
care.  Patients  are  taken  care  of  in  a routine, 
impersonal  manner.  Increasing  the  bed  ca- 
pacity of  present  institutions  will  only  make 
this  problem  worse. 

We  must  spend  more  money  for  trained 
personnel.  Heads  of  our  institutions  must 
be  qualified  psychiatrists  and  should  be  paid 
not  less  than  $5000  a year.  Accredited  sen- 
ior psychiatric  assistants  should  receive  at 
least  $3000.  Otherwise  we  cannot  expect  to 
attract  competent  physicians.  It  is  a very 
shortsighted  policy,  costly  to  the  state,  to 
hire  men,  as  now,  capable  of  giving  only  a 
custodial  type  of  service  to  patients. 


The  question  arises  as  to  whether  or  not 
it  would  be  better  to  build  another  hospital. 
What  we  need  most  in  our  state  to  help  the 
entire  state  hospital  and  mental  hygiene  pro- 
gram is  a psychiatric  hospital  on  the  campus 
of  the  Nebraska  University  College  of  Med- 
icine, in  Omaha.  This  is  an  absolute  neces- 
sity for  the  proper  training  of  medical  stu- 
dents and  for  a research  center.  Such  a hos- 
pital would  function  much  as  those  at  the 
Universities  of  Colorado  and  Iowa.  Co- 
ordinated with  the  state  hospitals,  it  would 
serve  as  a training  center  for  physicians  for 
the  state  hospitals  and  a center  where  dif- 
ficult diagnostic  problems  would  be  sent. 
Such  transfer  of  patients  would  greatly  fa- 
cilitate treatment  results.  This  hospital 
would  generally  serve  as  an  educational  cen- 
ter to  further  the  entire  mental  hygiene  pro- 
gram of  the  state.  Our  University  Board  of 
Regents  should  meet  with  the  State  Board 
of  Control  and  work  out  a program  that 
would  be  helpful  to  both  the  Medical  College 
and  our  state  institutions. 

MENTAL  HYGIENE  NEEDS 

As  already  pointed  out,  we  have  so  many 
urgent  needs  in  mental  hygiene  in  our  state 
it  is  hard  to  state  which  are  the  most  urgent. 

I believe  as  a first  step  we  need  a mental  hy- 
giene committee  appointed  by  the  governor, 
made  up  of  representatives  of  the  various 
professions  and  social  agencies,  to  formulate 
a comprehensive  program  for  the  future. 
Such  a committee  by  considering  the  overall 
picture  could  make  valuable  recommenda- 
tions to  the  legislature,  Board  of  Regents  of 
the  University  and  State  Board  of  Control. 
Within'  a few  years  Nebraska  could  lead,  not 
follow,  other  states  in  improving  the  mental 
health  of  our  citizens.  A number  of  years 
ago  the  state  Board  of  Control  hired  an  ex- 
pert to  make  a survey  of  our  state  hospitals, 
but  his  lengthy  report  was  carefully  filed 
away  and  practically  none  of  his  recom- 
mendations were  ever  carried  out. 

Such  a committee  would  have  a big  job 
and  might  well  organize  a state  Society  for 
Mental  Hygiene,  made  up  of  our  leading- 
citizens.  Some  of  its  functions  would  be: 
(1)  public  education  concerning  matters  per- 
taining to  mental  health ; (2)  coordination 
of  various  forces  in  the  state  to  insure  the 
development  of  a comprehensive  mental  hy- 
giene program  (coordinating  activities  of 
mental  hospitals,  mental  hygiene  clinics, 
medical  profession  and  schools,  churches, 
social  agencies,  industries  and  colleges)  ; (3) 
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obtaining  first  hand  knowledge  of  the  men- 
tal health  needs  of  the  entire  state — with 
appointment  of  committees  to  deal  with  spe- 
cific projects;  (4)  planning  to  raise  stand- 
ards of  treatment;  (5)  planning  to  practice 
prevention,  e.g.  child  guidance  clinics  and 
outpatient  clinics  and  mental  hygiene  educa- 
tion in  public  schools  and  colleges;  and  (6) 
securing  of  factual  data  to  aid  legislators 
and  other  controlling  bodies  to  administer 
state  institutions  more  efficiently  and  pass 
necessary  legislation. 

Part  of  the  needed  mental  hygiene  pro- 
gram for  our  state  is  an  improvement  in  the 
medical  curricula  of  our  medical  colleges. 
Psychiatric  medicine  never  has  been  em- 
phasized as  its  importance  deserves.  Until 
we  give  more  adequate  teaching  of  the  diag- 
nosis and  management  of  mental  illness  our 
medical  students  upon  graduation  will  con- 
tinue to  be  unable  to  treat  mental  illness 
properly.  The  establishment  of  a psychiat- 
ric unit  at  the  College  of  Medicine  with  full 
time  personnel  to  operate  it  will  give  stu- 
dents the  opportunities  for  bedside  clinical 
study  of  mental  patients.  It  is  no  wonder 
that  now  the  average  medical  student  avoids 
psychiatry  as  much  as  possible  because  he 
has  had  very  little  first  hand  experience. 
After  he  overcomes  his  prejudice  and  be- 
comes thoroughly  familiar  with  psychiatric 


technics  invariably  he  becomes  interested, 
just  as  do  the  nurses. 

I have  tried  to  outline  some  of  the  ideals 
and  principles  for  the  management  of  the 
mentally  ill  and  to  point  out  how  very  in- 
adequate are  our  state  facilities.  The  entire 
mental  health  needs  of  our  citizens  have  not 
been  covered.  I have  not  touched  upon  the 
private  practice  of  psychiatry. 

In  our  state  institution  for  the  care  of 
mental  defectives  we  do  not  have  either  the 
facilities  nor  personnel  for  proper  care. 
About  80  children  are  now  on  a waiting  list 
to  be  admitted,  and  some  have  waited  a year 
or  more.  This  works  great  hardships  upon 
families  when  these  children  cannot  be  re- 
moved. 

We  need  to  develop  a plan  that  will  get 
mental  cases  in  at  the  very  onset  of  illness 
for  prompt,  effective  treatment.  To  accom- 
plish this,  present  attitudes  must  be  radical- 
ly changed  through  the  process  of  public 
education,  change  of  statute  and  encourage- 
ment of  voluntary  admission  of  patients. 
The  professional  personnel  in  our  institu- 
tions and  colleges  must  be  inspired  to  prac- 
tice better  psychiatric  medicine.  Finally,  we 
must  launch  an  effective  mental  hygiene 
program  to  prevent  or  modify  conditions 
that  develop  mental  ill  health. 


* * * 


REST  AND  PROTEIN  DIET  AID  RECOVERY 
IN  LIVER  DISEASE 

Three  investigators,  writing  in  the  November  3 
issue  of  The  Journal  of  the  American  Medical  As- 
sociation, state  that  patients  who  do  not  recover 
from  hepatitis  within  four  months  are  in  the  “chron- 
ic” phase  of  the  disease  and  their  recovery  de- 
pends on  “adequate  rest  and  a high  protein  diet.” 

Colonel  M.  H.  Barker  and  Major  R.  B.  Capps, 
of  the  Army  Medical  Corps,  and  Major  F.  W.  Allen, 
of  the  Army  Sanitary  Corps,  studied  76  patients 
in  the  Mediterranean  theater  who  had  evidence  of 
active  hepatitis  four  months  after  the  onset.  In 
all  cases  there  was  a history  of  acute  infectious 
hepatitis  either  with  or  without  jaundice,  a yellow- 
ish discoloration  of  the  skin,  at  the  beginning  of  the 
disease. 

Two  important  tests  used  to  discover  the  degree 
of  infection  of  the  liver  were  the  exercise  endur- 
ance test  and  the  liver  function  test  which  deter- 
mined the  ability  of  the  liver  to  remove  a dye  from 
the  blood. 

The  exercise  endurance  test  was  used  for  purposes 
of  diagnosis  and  for  estimating  the  degree  of  re- 


covery, the  doctors  write.  They  say  that  if  the 
liver  becomes  enlarged  and  tender  as  a result  of  the 
test,  it  is  considered  to  be  abnormal.  Where  the 
liver  is  already  enlarged  due  to  the  disease,  further 
increase  in  size  by  exercise  may  not  occur  but  def- 
inite tenderness  develops. 

The  outstanding  chronic  symptoms,  according  to 
the  authors,  are:  “lassitude,  fatigue  and  mental 
depression  of  sufficient  severity  to  be  disabling  in 
variable  degrees.  These  are  often  most  evident  in 
the  morning  on  awakening.  The  patient  feels  that 
he  is  ‘tired  out’  or  wonders  if  ‘he  isn’t  just  neu- 
rotic.’ By  forcing  himself,  he  is  able  to  get 
through  the  day’s  work,  but  his  mental  and  physical 
efficiency  is  low.  Mental  confusion  and  symptoms 
resembling  an  anxiety  state  are  sometimes  seen.” 

Treatment,  the  authors  write,  should  consist  of 
a well  balanced,  high  protein,  high  caloric  diet.  “The 
most  desirable  proteins  are  meat,  milk,  cheese  and 
eggs.  The  question  of  fats  is  still  not  settled,  but 
meat  fats  are  not  well  tolerated.”  Rest,  the  au- 
thors stress,  is  another  important  factor  in  obtain- 
ing a cure.  “Recovery  is  probably  prevented  or  de- 
layed by  inadequate  rest,  poor  nutrition  and  inter- 
current infection.” 


Thiouracil  in  the  Treatment  of 
Hyperthyroidism 

ADOLPH  SACHS,  M.D.  and  RICHARD  L.  EGAN,  M.D.* 
Omaha,  Nebraska 


Thiouracil  is  a chemical  compound  which 
will  inhibit  the  excessive  production  of  thy- 
roxin that  occurs  in  hyperthyroid  conditions. 
Subtotal-thyroidectomy  in  exophthalmic  goi- 
ter and  in  toxic  adenoma  achieves  its  effec- 
tiveness by  reducing  the  size  of  the  gland 
and  thus  lessens  the  excessive  production  of 
thyroxin.  It  is  hoped  that  thiouracil  may 
be  curative  in  some  cases  and  thus  avoid  the 
necessity  of  surgical  intervention. 

Our  knowledge  of  the  action  of  thiouracil 
on  the  function  of  the  thyroid  gland  dates 
to  the  observation  of  Kennedy (1>  that 
thiourea  depressed  the  metabolism  of  rats 
and  caused  the  thyroid  gland  to  become 
grossly  enlarged.  MacKenzie,  et  al(2) 
observed  a lowering  of  the  metabolism 
of  rats  used  in  the  investigation  of  sul- 
faguanidine.  Astwood(3>  studied  the  thy- 
roid depressing  effect  of  a number  of  sul- 
fonamides and  derivatives  of  thiourea.  He 
concluded  that  of  the  compounds  investigat- 
ed, thiouracil  was  the  most  potent  depressent 
of  thyroid  function.  The  experimental  evi- 
dence indicates  that  thiouracil  depresses  the 
metabolic  rate  by  acting  directly  on  the  thy- 
roid gland  to  inhibit  the  synthesis  of  thy- 
roxin. This  inhibition  is  independent  of  the 
quantity  of  iodine  given  to  the  experimental 
animal. 

Thiouracil  has  been  employed  in  the  pre- 
operative  preparation  of  patients  with  thyro- 
toxicosis^5. In  this  application  it  appears 
to  be  superior  to  the  conventional  pre-opera- 
tive preparation  with  iodine  because  the 
metabolic  rate  was  reduced  to  zero.  Such  a 
reduction  is  often  not  possible  with  iodine. 
There  is  no  escape  from  the  action  of  thio- 
uracil as  there  is  with  iodine  preparation. 
The  difficulty  of  making  the  time  of  surgery 
coincide  with  the  maximal  effect  of  iodine 
medication  is  therefore  minimized. 

It  is  recognized  that  hyperthyroidism  may 
be  a cyclic  disease  with  a tendency  to  spon- 
taneous recovery  if  the  patient  can  be  made 
to  survive  the  hyperthyroid  phase  of  his  ill- 
ness. On  this  premise,  thiouracil  has  been 
proposed  as  an  alternate  therapy  to  surgery 
witli  the  hope  of  controlling  the  thyrotoxi- 
cosis until  such  time  as  a recovery  may  oc- 

*From  the  Department  of  Medicine,  the  Creighton  University 
School  of  Medicine,  Omaha,  Nebraska. 


cur.  Such  treatment  deserves  consideration 
in  spite  of  the  success  achieved  by  surgery  in 
the  management  of  these  patients.  Surgery 
at  present  offers  the  best  therapy  for  these 
conditions  but  is  attended  with  unavoidable 
anesthetic  and  operative  risk.  Surgery  is 
not  always  completely  successful  as  evi- 
denced by  the  fact  that  hyperthyroidism  may 
reoccur  after  operation.  Myxedema  may  fol- 
low thyroid  surgery.  In  the  immediate  post- 
operative period  the  thyroid  crisis  or  storm 
may  threaten  the  patient’s  life. 

Observation  of  the  action  of  thiouracil 
when  used  in  the  management  of  thyrotoxi- 
cosis has  increased  our  knowledge  of  therapy 
of  this  disease.  There  is  good  evidence  that 
in  exophthalmic  goiter  the  anterior  pituitary 
gland  produces  an  abnormal  amount  of  thy- 
rotropic hormones.  The  excessive  amount 
of  this  hormone  is  responsible  not  only  for 
stimulating  the  thyroid  to  greater  activity 
but  is  also  responsible  for  many  of  the  symp- 
toms of  the  disease  including  the  exophthal- 
mos. Desiccated  thyroid  may  be  of  value  in 
depressing  the  production  of  thyrotropic  hor- 
mone by  the  pituitary  gland.  Pituitary  hy- 
peractivity if  not  inhibited  may  result  in 
progression  of  the  exophthalmos  and  of  thy- 
roid hypertrophy.  A combination  of  thio- 
uracil and  desiccated  thyroid  may  produce 
better  results  in  selected  cases  of  thyrotoxi- 
cosis than  thiouracil  alone(5). 

In  the  uses  of  thiouracil  our  dosage  has 
been  similar  to  that  reported  by  other  clin- 
ical investigators (6’  7-  8>.  We  have  used  an 
initial  dose  of  0.6  gram  a day  continued  until 
the  basal  metabolic  rate  has  approached 
normal.  At  this  time  by  trial  and  error  a 
maintenance  dose  is  determined.  The  aver- 
age maintenance  dose  is  0.2  gram  per  day. 
We  have  used  iodine  only  if  surgery  was  to 
be  performed  and  then  after  the  desired  ef- 
fect has  been  secured  with  thiouracil.  Iodine 
is  used  in  this  manner  to  lessen  the  vascu- 
larity of  the  gland  and  thus  diminish  surgical 
hemorrhage. 

All  of  the  patients  we  have  treated  with 
thiouracil  have  responded.  Objective  evi- 
dence of  improvement  preceded  the  fall  in 
the  elevated  metabolic  rate.  After  a short 
period  of  observation  in  the  hospital  these 
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patients  returned  to  their  homes  and  to  their 
work.  They  have  returned  to  the  out- 
patient department  at  weekly  intervals  for 
examination,  basal  metabolic  rate  determina- 
tion, and  white  blood  count.  We  have  found 
that  the  basal  metabolic  rate,  when  deter- 
mined on  out-patients,  is  only  a general  indi- 
cation of  the  patient’s  progress. 

The  most  dangerous  reaction  which  may 
follow  the  use  of  thiouracil  is  a reduction  in 
the  white  blood  cell  count.  This  may  prog- 
ress to  agranulocytic  angina  if  thiouracil  is 
continued  in  the  presence  of  a falling  white 
blood  count.  We  have  not  observed  this 
toxic  reaction  among  our  patients. 

The  following  cases  illustrate  the  action 
of  this  drug  in  the  treatment  of  hyperthy- 
roid conditions. 

Case  No.  1.  J.  H.  A 30-year-old  white  man 
entered  the  hospital  with  the  complaint  of  a loss  of 
twenty-five  pounds  of  weight  during  the  previous 
three  months.  During  this  interval  he  became  nerv- 
ous, fatigued  easily  and  suffered  from  emotional  in- 
stability and  palpitation. 

Examination  revealed  an  agitated  patient.  There 
was  a moderate  degree  of  exophthalmos.  The  thy- 
roid gland  was  diffusely  enlarged.  The  heart  action 
was  rapid  but  otherwise  normal.  A fine  tremor  of 
the  hands  was  present. 

LABORATORY 

The  red,  white  and  differential  blood  studies  were 
within  normal  limits.  The  blood  cholesterol  was  200 
mg.  per  100  c.  ml.  The  basal  metabolic  rate  was 
plus  56  per  cent. 

THERAPY  AND  COURSE 

Thiouracil  was  given  in  a dose  of  0.2  gram  three 
times  a day  for  32  days.  On  the  22nd  day  the 
basal  metabolic  rate  was  plus  17  per  cent;  the  pa- 
tient had  gained  8 pounds  and  was  improved  both 
subjectively  and  objectively.  Because  the  patient 
lived  several  hundred  miles  from  Omaha  and  to 
properly  follow  the  therapy  at  this  distance  was 
impractical,  subtotal  thyroidectomy  was  performed 
after  32  days  of  thiouracil  therapy.  Iodine  was 
given  prior  to  surgery  to  diminish  the  vascularity 
of  the  gland.  Recovery  was  uneventful.  This  is 
an  example  of  the  successful  use  of  thiouracil  in 
the  pre-operative  preparation  of  the  patient  with 
exophthalmic  goiter. 

Case  No.  2.  M.  M.  A 52-year-old  white  woman 
entered  the  hospital  complaining  of  progressive 
nervousness  and  irritability  of  one  year  duration. 
Dyspnea  and  weakness  were  noted  8 months  ago; 
the  dyspnea  becoming  worse  until  it  followed  even 
slight  exertion.  The  appetite  had  gradually  in- 
creased during  the  last  few  months  but  the  patient’s 
weight  was  18  pounds  less  than  her  usual  weight. 
The  patient  was  aware  of  a protrusion  of  her 
eyes;  they  watered  excessively.  Three  years 
earlier  the  patient  had  similar  symptoms  which  were 
relieved,  until  the  present  illness,  by  a subtotal 
thyroidectomy. 


Examination  revealed  marked  exophthalmos, 
marked  but  fine  tremor  of  the  hands  and  a trying 
degree  of  emotional  instability.  The  thyroid  was 
diffusely  enlarged  and  contained  several  nodules 
on  the  left  lobe.  Tachycardia  was  present  as  was 
muscle  weakness,  but  the  remainder  of  the  exam- 
ination was  non-contributary. 

LABORATORY 

Routine  blood  studies  were  within  normal  limits. 
Blood  cholesterol  was  192  mg.  per  100  c.  ml.  The 
basal  metabolic  rate  was  plus  63  per  cent.  The 
only  abnormality  indicated  by  an  electrocardiogram 
was  tachycardia. 

THERAPY  AND  COURSE 

The  patient  was  given  0.2  gram  of  thiouracil 
three  times  a day.  A weight  gain  of  4 pounds 
was  noted  one  week  after  beginning  treatment  and 
accompanied  some  subjective  improvement.  Because 
of  the  marked  exophthalmos,  60  mg.  of  desiccated 
thyroid,  U.S.P.,  was  added  to  the  patient’s  daily 
medication.  Two  weeks  after  the  beginning  of 
thiouracil  therapy  the  basal  metabolic  rate  was  plus 
26  per  cent;  three  weeks  from  beginning  of  therapy 
it  was  plus  2 per  cent.  The  patient  was  much  im- 
proved. Her  emotional  stability  approached  normal. 
The  tremor  was  much  less  evident  and  her  usual 
strength  had  returned.  The  exophthalmos  was 
unchanged  as  was  the  size  of  the  thyroid  gland. 
The  patient  was  at  this  time  dismissed  from  the 
hospital. 

This  patient  was  followed  at  weekly  inter- 
vals as  an  out-patient.  One  month  after 
leaving-  the  hospital  her  basil  metabolic  rate 
was  plus  12  per  cent  and  she  was  free  of  all 
subjective  symptoms  of  her  illness.  There 
was  no  evident  change  in  the  size  of  the  thy- 
roid gland  or  in  the  degree  of  the  exophthal- 
mos. The  dose  of  thiouracil  was  reduced  to 
0.4  gram  daily.  The  patient  has  been  fol- 
lowed for  a period  of  three  months  since 
leaving  the  hospital  during  which  time  her 
condition  has  remained  essentially  the  same. 
It  is  our  plan,  barring  any  toxic  effects  of 
the  drug,  to  continue  thiouracil  for  several 
more  months  at  which  time  we  shall  cau- 
tiously decrease  the  amount  in  the  hope  that 
the  patient  will  have  a remission  from  her 
disease.  This  is  an  example  of  the  use  of 
thiouracil  for  the  management  of  an  exoph- 
thalmic goiter  which  recurred  after  surgical 
therapy. 

Case  No.  3.  K.  B.  A 43-year-old  white  woman 
entered  the  hospital  because  for  the  past  three 
months  she  had  noted  extreme  nervousness,  palpi- 
tation, excessive  sweating,  fatigue  and  dyspnea. 
These  symptoms  were  accompanied  by  a loss  of  35 
pounds  of  weight. 

Examination  revealed  a hyperactive  patient  with 
a marked  tremor  and  a staring  expression  of  the 
eyes.  The  thyroid  was  diffusely  enlarged.  The 
blood  pressure  was  150/50.  The  apex  beat  of  the 
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heart  was  located  in  the  sixth  interspace  at  the 
anterior  axillary  line.  The  heart  was  rapid  with 
regular  rhythm;  a systolic  murmur  was  audible 
over  the  entire  precordium. 

LABORATORY 

Routine  blood  studies  were  within  normal  limits. 
Blood  cholesterol  was  190  mg.  per  100  c.  ml.  The 
basal  metabolic  rate  was  plus  28  per  cent.  The 
electrocardiogram  indicated  a sinus  tachycardia 
with  changes  in  lead  I suggestive  of  possible  myo- 
cardial damage. 

THERAPY  AND  COURSE 

The  patient  received  0.2  gram  of  thiouracil  three 
times  a day  for  12  days  at  which  time  her  basal 
metabolis  rate  was  plus  4 per  cent.  The  blood 
pressure  was  140/70.  The  pulse  rate  diminished 
and  she  was  subjectively  improved.  One  month 
after  beginning  this  therapy  she  was  dismissed 
from  the  hospital.  Her  basal  metabolic  rate  at  this 
time  was  minus  three  per  cent  and  her  blood  pres- 
sure was  130/85.  After  leaving  the  hospital  she 
returned  to  her  work  in  an  office  and  continued 
to  take  0.2  gram  of  thiouracil  daily.  She  reported 
to  the  out-patient  department  for  frequent  deter- 
mination of  her  weight,  blood  count,  and  basal 
metabolic  rate.  These  were  within  normal  limits 
until  nearly  three  months  after  leaving  the  hos- 
pital at  which  time  her  basal  metabolic  rate  was 
27  per  cent.  The  dose  of  thiouracil  was  then 
increased  to  0.4  gram  per  day.  This  dose  was 
followed  by  the  return  of  the  basal  metabolic  rate 
to  within  normal  limits.  At  this  time  it  was  ob- 
served that  the  thyroid  gland  was  more  prominent 
and  the  patient  complained  of  pressure  symptoms. 
For  this  reason  30  mg.  per  day  of  desiccated  thy- 
roid, U.S.P.,  was  prescribed. 

Six  months  after  beginning  therapv  the  patient’s 
weight  is  25  pounds  greater  than  when  she  first 
entered  the  hospital.  Her  basal  metabolic  rate  is 
plus  one  per  cent  and  her  symptoms  are  markedly 
relieved.  She  will  continue  to  take  0.3  gram  of 
thiouracil  daily. 

This  is  an  example  of  the  use  of  a thio- 
uraeil  together  with  desiccated  thyroid  for 
the  management  of  a patient  with  exoph- 
thalmic goiter.  Barring  complications  it  is 
our  intention  to  continue  this  as  an  alterna- 
tive to  surgical  therapy. 

Case  No.  4.  A.  L.  A 29-year-old  white  woman 
entered  the  hospital  stating  that  she  had  not  been 
well  since  two  years  ago  at  which  time  she  noted 
loss  of  weight,  palpitation,  excessive  sweating,  ex- 
cessive fatigue,  and  emotional  instability.  One  year 
ago.  after  preliminary  treatment  with  iodine,  one 
half  of  the  thyroid  was  removed.  Two  months  later 
the  remaining  half  of  the  thyroid  was  subjected  to 
surgery.  Improvement  had  been  partial  until  three 
months  ago  when  the  patient  again  noted  a loss  of 
weight,  an  increase  in  fatigability  and  emotional 
instability.  Dyspnea  and  palpitation  was  noted.  The 
patient  was  intolerant  to  heat.  Examination  re- 
vealed a hyperactive  patient  with  marked  exoph- 
thalmos and  a warm,  moist  skin.  The  thyroid  was 
irrenuiarlv  enlarged.  The  blood  pressure  was 
156/86.  The  heart  rate  was  124,  rhythm  regular, 


and  no  murmurs  were  heard.  There  was  a fine 
tremor. 

LABORATORY 

Routine  blood  studies  were  within  normal  limits. 
The  basal  metabolic  rate  plus  50  per  cent. 

THERAPY  AND  COURSE 

The  patient  was  given  0.2  gram  of  thiouracil 
three  times  daily.  She  left  the  hospital  seven  days 
alter  beginning  therapy  at  which  time  her  basal 
metabolic  rate  was  plus  32  per  cent.  She  was  only 
slightly  improved  at  the  time  of  her  dismissal. 
She  continued  this  dose  of  thiouracil  until  the  35th 
day  of  therapy  at  which  time  her  basal  metabolic 
rate  was  plus  3 per  cent.  She  appeared  much  more 
composed,  had  gained  5 pounds  and  no  longer 
noted  palpitation  and  dyspnea.  Her  strength  was 
improved.  The  daily  dose  of  thiouracil  was  reduced 
to  0.3  gram.  One  month  later  the  patient  remained 
improved. 

Case  No.  5.  F.  C.  A 62-year-old  white  woman 
entered  the  hospital  complaining  of  severe  palpita- 
tion, easy  fatiguability,  and  dyspnea  upon  slight 
exertion.  The  patient  had  had  a lump  on  the  left 
side  of  her  neck  for  the  past  15  years;  three  years 
ago  this  lump  had  become  more  prominent. 

Examination  revealed  an  elderly  woman  without 
exophthalmos.  There  was  a nodule  in  the  region  of 
the  thyroid  on  the  left  side  of  the  neck  which  ap- 
peared to  be  about  4 cm.  in  diameter.  In  the  epis- 
ternal  notch  there  was  a prominent  swelling  which 
pulsated  with  each  cardiac  systole.  Fluoroscopic 
examination  indicates  that  this  pulsating  structure 
is  the  arch  of  the  aorta.  The  thoracic  spine  showed 
a kvphotic  deformity.  Blood  pressure  was  160/90. 
Examination  of  the  heart  except  for  tachycardia 
was  not  significant. 

LABORATORY 

Routine  blood  studies  were  within  normal  limits. 
Her  basal  metabolic  rate  was  plus  49  per  cent.  The 
electrocardiogram,  except  for  tachycardia,  was  with- 
in normal  limits.  The  x-ray  of  the  chest  revealed  a 
marked  curvature  of  the  dorsal  spine  producing  de- 
formity of  the  cardiac  and  aortic  silhouette.  The 
lung  fields  were  negative. 

THERAPY  AND  COURSE 

The  patient  was  given  0.2  gram  of  thiouracil 
three  times  a day.  She  left  the  hospital  after 
seven  days  of  therapy,  unimproved.  Two  weeks 
after  the  beginning  of  treatment  she  was  less 
nervous;  the  palpitation  was  less  severe.  Her 
basal  metabolic  rate  was  plus  23  per  cent.  Forty 
days  later  the  basal  metabolic  rate  was  plus  5 
per  cent.  The  patient  stated  that  her  strength  was 
approaching  normal.  She  was  no  longer  nervous 
and  only  occasionally  noted  palpitation.  The  dosage 
of  thiourical  was  reduced  to  0.3  gram  per  day. 
Two  months  after  beginning  therapy  the  basal 
metabolic  rate  was  plus  one  per  cent.  Her  weight 
had  increased  seven  pounds.  The  patient  stated 
that  she  felt  better  than  she  had  for  several 
years.  The  daily  dose  was  reduced  to  0.2  gram. 

This  is  an  examnle  of  the  control  of  the 
svmntoms  of  a toxic  nodular  goiter  appear- 
ing in  an  elderly  woman. 
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CONCLUSION 

Our  experience  indicates  that  thiouracil  is 
a useful  drug-  in  the  treatment  of  hyperthy- 
roidism. It  may  be  used  in  the  pre-operative 
preparation  of  patients  with  hyperthyroid- 
ism. It  may  be  used  in  some  cases  in- 
stead of  surgery  for  the  control  of  either 
exophthalmic  goiter  or  toxic  adenoma  of  the 
thyroid.  In  the  latter  application,  the  merits 
of  non-operative  therapy  must  be  weighed 
against  the  danger  of  malignancy  in  the 
adenoma  and  against  the  potential  toxicity 
of  thiouracil. 
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While  malignant  lymphomas  have  at- 
tracted a good  deal  of  attention  in  the  litera- 
ture, there  have  been  only  a few  articles  on 
the  neurological  complications.  The  neuro- 
logical complications  of  allied  disorders,  how- 
ever, such  as  Hodgkin’s  disease,  have  been 
well  described (1>.  Abbott  and  Adson(2>  re- 
ported 2 cases  of  primary  lymphoma  of  the 
brain  and  surveyed  the  literature.  They 
found  neurological  symptoms  reported  in 
cases  of  malignant  lymphoma  with  involve- 
ment of  cranial  nerves  and  the  spinal  cord  by 
tumor  cells,  both  by  compression  and  by  in- 
filtration, with  concomitant  interference 
with  their  function.  Most  of  these  cases 
were  not  reported  in  detail.  Earlier  accounts 
of  neurological  complications  have  been  de- 
scribed by  Sugarbaker  and  Craver(3)  who 
found  in  analyzing  196  cases  of  lymphosar- 
coma over  a period  of  20  years,  only  4 in- 
stances of  involvement  of  the  central  nerv- 
ous system,  3 of  which  occurred  in  the  spinal 
cord  and  1 in  the  brain.  Still  earlier,  Davison 
and  Michaelis(4)  reported  several  case  his- 
tories of  lymphosarcoma  with  neurological 
complications.  All  of  the  above-mentioned 
cases  have  one  feature  in  common,  in  that 
they  showed  involvement  either  of  the 


cranial  nerves  or  of  the  spinal  cord.  More 
recently,  Radzinski  and  Uznanski(5>  reported 
a case  with  findings  somewhat  similar  to  our 
own. 

Our  interest  in  this  subject  developed  on 
account  of  a recent  experience  with  a case 
showing  neurological  complications  which 
have  not  to  our  knowledge  heretofore  been 
described  in  the  literature.  This  case  pre- 
sents the  unusual  feature  of  a meningitic  re- 
action with  the  clinical  syndrome  of  a neu- 
ronitis. 

REPORT  OF  CASE 

M.  R.,  a white  boy,  aged  17,  a farmer,  was  ad- 
mitted to  the  Lutheran  Hospital,  Omaha,  Nebraska, 
on  October  18,  1944. 

The  complaints  were  weakness  of  the  face,  arms 
and  legs;  blurring  of  vision;  loss  of  weight;  and 
vague  distress  in  the  abdomen. 

The  history  was  one  of  good  health  until  the  last 
week  in  August,  1944,  with  the  onset  taking  the 
form  of  an  upper  respiratory  infection.  In  addition, 
there  were  complaints  of  severe  headache  and  vom- 
iting, and  shortly  thereafter  hospitilization  was  ad- 
vised. During  a 2-week  stay  in  a local  hospital,  he 
developed  a left  facial  palsy.  About  10  days  prior 
to  his  admission,  his  paralytic  symptoms  became 
more  pronounceed.  As  far  as  known,  there  was  no 
elevation  in  temperature. 
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The  neurological  examination  at  the  time  of  ad- 
mission revealed  the  following  signs: 

Cranial  Nerves.  There  was  a bilateral  papille- 
dema of  3 diopters.  The  pupils  were  dilated,  slight- 
ly unequal  and  reacted  sluggishly  to  light.  There 
was  a slight  ptosis  on  the  left.  There  was  lateral 
nystagmus  on  looking  to  the  left.  There  was  a left 
VI  nerve  palsy.  The  face  was  mask-like  with  a bi- 
lateral facial  paralysis.  The  tongue  deviated  to 
the  left.  There  was  a definite  stiffness  of  the 
neck. 

Motor  Status.  The  upper  extremities  showed 
bilaterally  reduced  muscular  power,  more  marked 
peripherally,  and  with  some  wasting  of  the  small 
muscles  of  the  hands.  There  was  a severe  weak- 
ness of  the  lower  extremities  with  movement  in 
limited  degree  of  the  thigh  muscles.  A bilateral 
foot  and  toe  drop  was  present. 

Coordination.  Coordination  tests  could  not  be 
accurately  carried  out  because  of  motor  weakness. 

Reflexes.  The  deep  and  superficial  reflexes  were 
absent. 

Sensation.  There  was  a slight  stocking  type  of 
sensory  reduction  in  the  lower  extremities. 

Cerebrospinal  Fluid.  Lumbar  puncture  was  at- 
tempted on  3 occasions  and  no  fluid  could  be  ob- 
tained. Cisternal  puncture  was  done  and  fluid  ob- 
tained under  a pressure  of  550  mm.  of  water.  The 
fluid  was  cloudy,  and  the  cell  count  1,300  with  95% 
of  a large  mononuclear  type.  Protein  was  84  mgm. 
per  cent.  Wassermann  was  negative.  Colloidal 
gold  curve  was  0001343100.  Smears  and  cultures 
of  the  fluid  showed  no  organisms. 

Laboratory  Findings.  Hgb.  80%.  RBC  4,400,000. 
WBC  7,000.  The  urine  was  negative  and  the  sedi- 
mentation rate  was  not  increased. 

Course:  Repeated  cisternal  punctures  showed  no 
particular  change  in  spinal  fluid  findings.  A week 
after  admission  an  enlargement  of  the  neck  and 
cyanosis  of  the  face  became  definite,  and  an  x-ray 
of  the  chest  was  taken.  X-ray  examination  revealed 
a large  superior  mediastinal  mass  with  widening  of 
the  mediastinal  space.  Several  days  later,  a biopsy 
of  an  enlarged  inguinal  lymph  node  showed  only  a 
reticulo-endothelial  hyperplasia.  X-ray  therapy  of 
the  mediastinum  and  neck  did  not  alleviate  the 
symptoms  and  the  patient  became  progressively 
worse.  The  bladder  became  distended  with  urine  re- 
retained. A right  hydrothorax  developed.  In  spite 
of  two  thoracenteses,  breathing  difficulties  became 
more  pronounced  and  on  the  26th  hospital  day  the 
patient  expired. 

Autopsy  Findings:  The  more  important  gross 

findings  of  the  autopsy  were:  Bilateral  infiltrative 
changes  in  3rd  cranial  nerves,  and  possibly  the  7th 
cranial  nerves.  2-3  quarts  of  fluid  were  in  the  right 
pleural  cavity.  Pericardial  sac  was  distended  with 
clear  fluid.  A huge  tumor  mass  was  present  in  the 
anterior-superior  and  middle  mediastinum.  The  mass 
measured  about  12x15  cm.  The  right  lung  was 
partially  invaded  by  tumor.  The  tumor  extended 
through  the  pericardium  and  into  the  surface  of  the 
right  auricle  and  ventricle.  The  ascending  aorta  was 
surrounded  and  somewhat  compressed  by  tumor  tis- 
sue. There  was  a marked  enlargement  of  all  retro- 
peritoneal lymph  nodes  which  formed  a tumor  mass 
toward  the  diaphragm  and  also  formed  a tumor  mass 
around  the  pancreas  and  duodenum.  Tumor  tissue 


was  found  extending  below  the  right  psoas  and  in- 
vading the  lower  vertebrae,  dissecting  the  lower 
lumbar  spine  and  extending  into  the  cauda  equina. 

The  microscopic  examination  revealed  that  the 
main  tumor  was  made  up  of  large  lymphocytic 
cells,  having  very  dense  nuclei  and  hardly  any  cyto- 
plasm. The  meninges  were  highly  infiltrated  with 
the  tumor  cells  and  most  of  the  vessels  within  the 
brain  tissue  were  surrounded  by  a zone  of  the  same 
cells.  Sections  of  several  of  the  cranial  nerves 
showed  total  destruction  of  the  nerve  fibers  and  re- 
placement of  these  by  the  tumor  cells.  In  many  in- 
stances the  nerve  fibers  appeared  as  thickened 
edematous  structures  totally  surrounded  by  cellular 
infiltration.  Heart  and  lungs  showed  extensive  in- 
vasion by  the  tumor  cells.  Spleen  and  lymph  nodes 
showed  massive  degeneration  and  necrosis  with 
metastatic  invasion  by  tumor  cells.  Section  of 
adrenals  and  kidneys  showed  metastatic  invasion  of 
the  same  type  of  tumor  cells. 

Final  diagnosis:  Mediastinal  lymphosarcoma  with 
metastases  to  the  brain,  heart,  pleura  and  lungs, 
spleen,  lymph  glands,  retroperitoneal  loose  fat  and 
kidneys. 

DISCUSSION 

The  case  presents  clinical  features  of  un- 
usual interest.  In  the  first  place,  the  clinical 
picture  of  a neuronitis  or  Guillain-Barre  syn- 
drome is  not  associated  with  an  increase  in 
the  spinal  fluid  cell  count.  This  case  was 
originally  puzzling  because  of  the  high  cell 
count  which  was  consistently  over  1000.  The 
meningitic  reaction  with  pleocytosis  was  of 
particular  interest  because  of  the  high  per- 
centage of  the  large  mononuclear  cells. 

From  a diagnostic  standpoint,  the  atypical 
spinal  fluid  cells  and  the  evidence  of  spinal 
fluid  block  were  suggestive  of  neoplastic 
disease.  The  value  of  a chest  X-ray  in  cases 
of  suspected  multiple  tumors  of  the  nervous 
system  was  shown  by  the  findings  of  a large 
mediastinal  mass.  It  is  well-known  that 
tumors  of  the  thorax  and  particularly  of  the 
lungs,  are  likely  to  metastasize  to  the  brain. 
It  is  of  further  interest  that  a biopsy  of  an 
enlarged  inguinal  lymph  node  failed  to  con- 
tribute diagnostic  evidence.  A final  point  of 
diagnostic  interest  is  that  a pleocytosis  of 
the  spinal  fluid  does  not  necessarily  indicate 
an  inflammatory  process  of  the  meninges  or 
nervous  system,  but  may  be  found  in  malig- 
nant diseases. 

Of  clinical  interest  also,  is  the  age  of  the 
patient,  17  years,  the  fulminating  character 
of  the  disease  process  with  the  duration  of 
8 weeks,  and  the  wide  dissemination  of  the 
lesions  throughout  the  body  and  particularly 
through  the  central  nervous  system.  It  is  to 
be  noted  that  X-ray  treatment  was  without 
any  definite  benefit  in  this  case. 
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The  pathologic  findings  deserve  special 
mention  because  of  the  disseminated  localiza- 
tion, the  marked  infiltration  of  the  peri- 
pheral nerves  by  the  lymphomatous  growth. 
Also  of  interest  is  the  perivascular  infiltra- 
tion of  the  cerebral  blood  vessels  and  the  in- 
filtration of  the  meninges  with  lymphoma- 
tous cells. 

SUMMARY 

1.  A case  of  malignant  lymphoma  with 
unique  central  nervous  system  involvement 
presenting  the  clinical  features  of  a “menin- 
goneuronitis”  has  been  described. 

2.  Diagnostic,  clinical  and  pathological 
manifestations  of  special  interest  have  been 
discussed. 
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Chemotherapy  in  Tuberculosis 

Efforts  to  develop  an  effective  medicinal 
treatment  for  tuberculosis  have  undoubtedly 
been  under  way  ever  since  this  great  human 
pestilence  was  recognized.  The  writings  of 
ancient  physicians  contain  repeated  refer- 
ence to  herbs  and  other  natural  products 
alleged  to  be  of  therapeutic  value.  When 
Ehrlich  and  his  contemporaries  learned  of 
the  value  of  metallic  salts  in  treating  syphilis 
and  parasitic  diseases,  hope  was  revived  that 
some  such  preparation  might  be  of  aid  in 
treating  tuberculosis.  The  use  of  gold  salts 
in  the  treatment  of  tuberculosis  appears  to 
have  been  an  outgrowth  of  this  line  of  re- 
search, but  treatment  with  these  has  not 
withstood  the  test  of  time. 

The  unprecedented  success  of  the  sulfa 
drugs  in  treatment  of  many  bacterial  dis- 
eases of  man  renewed  hope  that  tuberculosis 
might  eventually  yield  to  some  such  drug, 
and  experiments  on  guinea  pigs  have  given 
definite  support  to  these  hopes. 

In  1939  and  1940  the  sulfonamide  drugs 


were  shown  to  have  some  retarding  effect  on 
the  rate  of  development  of  tuberculosis  of 
guinea  pigs,  but  in  no  instance  did  the  drugs 
actually  arrest  the  disease. 

The  drugs  of  the  sulfone  series  (promin, 
diasone  and  promizole)  were  the  first  prep- 
arations to  succeed  in  actually  arresting 
tuberculosis  in  the  highly  susceptible  guinea 
pig.  This  led  to  high  hopes  that  sulfone 
drugs  might  be  of  value  in  the  treatment 
of  human  tuberculosis.  Several  hundred 
tuberculosis  patients  have  now  received 
treatment  with  these  drugs.  Experience  has 
tempered  the  early  enthusiastic  hopes  of 
some  physicians. 

Most  sulfone  drugs,  unfortunately,  have  a 
much  more  toxic  effect  on  human  beings 
than  on  guinea  pigs.  It  is  suspected  that 
some  sulfone  drugs  are  altered  in  the  human 
body  and  become  ineffective.  The  possibility 
that  sulfone  drugs  may  be  of  aid  in  treat- 
ment of  certain  unusual  varieties  of  human 
tuberculosis  has  not  been  excluded,  but  no 
definite  place  has  been  found  for  these  drugs 
in  treatment  of  the  usual  types  of  tubercu- 
losis. The  use  of  sulfone  drugs  under  any 
circumstances  has  not  progressed  beyond  the 
experimental  stages. 

The  only  sulfone  drug  which  has  been  ap- 
proved by  the  Federal  Drugs  Administra- 
tion for  sale  is  promin.  This  is  available  in 
jelly  form  for  application  on  the  surface  of 
external  tuberculosis  lesions.  The  effective- 
ness of  promin  has  not  been  completely 
established  even  for  this  special  use. 

The  amazing  success  of  penicillin  in  treat- 
ment of  several  infectious  diseases  again 
aroused  hopes  that  this  or  a similar  anti- 
biotic substance  might  be  developed  which 
would  be  effective  against  tuberculosis.  Peni- 
cillin itself  appears  to  have  no  effect  on  tu- 
berculosis in  guinea  pigs  or  in  man,  but  many 
other  substances  may  be  extracted  from  liv- 
ing micro-organisms  which  can  suppress  the 
growth  of  bacteria  which  produce  disease. 

Of  these  only  streptothricin  and  strepto- 
mycin need  now  be  considered.  Streptothricin 
and  streptomycin  are  both  derived  from  soil- 
inhabiting  fungi  (Actinomyces  lavendulae 
and  Actinomyces  griseus).  Both  restrain  the 
growth  of  tubercle  bacilli  in  the  test  tube. 
Streptothricin  is  somewhat  toxic  to  guinea 
pigs  and  does  not  restrain  the  development 
of  tuberculosis  in  these  animals. 

Streptomycin  is  well  tolerated  by  guinea 
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pigs,  and  extensive  investigation  has  shown 
that  it  does  inhibit  in  them  the  growth  of  ex- 
perimental tuberculosis.  In  a third  of  the 
guinea  pigs  treated  streptomycin  apparently 
will  eradicate  advanced  tuberculosis.  In  the 
other  two  thirds  treatment  with  streptomy- 
cin Mull  bring  the  disease  to  a stage  that  can 
be  regarded  as  arrested. 

Adequate  study  of  streptomycin  in  treat- 
ment of  human  tuberculosis  remains  to  be 
done.  Certain  obstacles  lie  in  the  path  of 
further  progress  along  this  line. 

Many  students  of  tuberculosis  believe  that 
results  comparable  to  those  noted  in  acute 
diseases,  such  as  pneumonia,  should  not  be 
anticipated  in  drug  therapy  of  as  generally 
chronic  a condition  as  tuberculosis.  In  any 
disease  successful  treatment  with  drugs 
merely  permits  recovery  by  natural  pro- 
cesses, and  the  promptness  of  such  recovery 
depends  on  the  nature  of  the  disease  process 
and  the  defensive  powers  of  the  patient. 

Tuberculosis,  however,  by  virtue  of  its 
usual  chronicity  produces  destructive 
changes  in  tissues.  Healing  or  repair  of 
these  tissues  is  exceedingly  slow.  Further- 
more, in  extensive  tuberculosis  of  the  lungs 
the  destructive  changes  offer  serious  me- 
chanical handicaps  to  healing..  When  such 
mechanical  handicaps  exist  a corrective  me- 
chanical type  of  treatment,  such  as  the  con- 
ventional surgical  collapse  procedures,  is 
used  rather  than  treatment  with  a drug.  The 
physician  therefore  does  not  hope  for  any 
alternative  chemical  remedy  when  surgery  is 
indicated.  Rest  therapy,  usually  in  the 
planned  environment  of  a sanatorium,  will 
probably  remain  the  fundamental  remedy  for 
tuberculosis.  No  drug  now  available  is  like- 
ly to  supplant  rest  completely.  At  this  time 
it  would  appear  foolish  to  discard  the  known 
benefits  of  rest  treatment  for  the  uncertain- 
ties of  treatment  with  a new  drug. 

Patients  are  frequently  eager  to  receive 
newly  developed  drugs  even  when  the  hope 
of  benefit  is  remote.  Usually  it  is  impossible 
to  secure  such  drugs  under  these  circum- 
stances due  to  present-day  legal  restrictions 
designed  to  prevent  unwise  distribution  of 
drugs  whose  safety  and  efficacy  have  not 
been  determined. 

The  distribution  of  new  drugs  for  the 
necessary  preliminary,  laboratory  and  clin- 
ical trials  is  entirely  in  the  hands  of  the 
manufacturers.  Investigators  receiving 
drugs  for  this  purpose  must  have  proper  fa- 


cilities to  carry  out  the  contemplated  re- 
search accurately  and  safely.  They  also  may 
be  called  on  to  account  for  all  of  the  drug 
supplied  and  to  submit  complete  reports  of 
their  researches  which  eventually  are  for- 
warded to  the  Federal  Security  Agency.  Ob- 
viously, it  is  impossible  for  research  workers 
to  share  their  supplies  of  new  drugs  before 
the  necessary  research  is  completed. 

The  channels  through  which  information 
about  new  scientific  developments  flows  are 
direct  and  dependable.  When  a research 
worker  has  completed  a project,  he  submits 
a report  to  the  editors  of  one  of  the  many 
medical  and  scientific  journals,  and  usually 
publication  of  the  results  of  his  work  follows 
within  a few  months.  This  enables  other 
research  workers  and  physicians  to  utilize 
promptly  any  of  these  new  facts  either  in 
treatment  of  patients  or  in  the  development 
of  new  scientific  information.  The  prompt 
publication  of  results  is  an  ethical  responsi- 
bility of  the  scientist  to  aid  others  engaged 
in  similar  problems.  No  one  need  fear  that 
he  will  be  denied  any  valuable  secret  remedy. 

Newspaper  reporters  and  authors  of 
magazine  articles  recognize  the  news  value  of 
scientific  discoveries.  Occasionally  they  use 
sources  of  information  less  authoritative 
than  those  of  established  medical  journals,  to 
the  chagrin  of  research  workers  and  to  the 
confusion  of  patients.  Human  lives  may  be 
lost  needlessly  if  patients  who  have  tuber- 
culosis choose  to  forsake  or  refuse  well-estab- 
lished methods  of  treatment  in  the  hope  of 
receiving  remedies  inadequately  tried  or  of 
unproved  effectiveness. 

— Chemotherapy  in  Tuberculosis,  H.  C.  Hinshaw,  M.D.,  and 
William  H.  Feldman,  D.V.M.,  The  NTA  Bulletin,  Oct.,  1945. 


Ifaht 


INFANTILE 

PARALYSIS 


438 


NEWS  AND  VIEWS 


Nebr.  S.  M.  Jour. 
December.  1945 


The  Nebraska  State 
Medical  Journal 

Published  Monthly  by  The  Nebraska  State  Medical  Association 
Federal  Securities  Building,  Lincoln,  Nebraska 


HERMAN  M.  JAHR,  M.D.,  Editor Omaha 

218  Medical  Arts  Building 

M.  C.  SMITH,  Business  Manager Lincoln 

416  Federal  Securities  Building.  Tel.  2-2625 


COMMITTEE  ON  JOURNAL  AND  PUBLICATION 

W.  H.  Heine,  Chairman Fremont 

F.  W.  Niehaus Omaha 

J.  C.  Thompson Lincoln 

R.  B.  Adams,  Ex  Officio Lincoln 


Subscription  $2.50  Per  Year.  Single  Copies  35c  Each 

The  Publication  Board  does  not  assume  responsi- 
bility for  opinions  expressed  in  original  articles  pub- 
lished in  this  Journal. 

Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original,  not  the  carbon,  submitted. 

Reprints  should  be  ordered  from  the  printer,  The 
Huse  Publishing  Co.,  Norfolk,  Nebraska. 

Entered  at  the  Post  Office  at  Norfolk,  Nebraska, 
as  second  class  matter. 


Vol.  30  December  No.  12 


THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


NEWS  and  VIEWS 


A recent  strike  of  the  Printers’  Union  in 
Chicago  tied  up  publication  of  the  Journal 
of  the  A.M.A.  as  well  as  other  A.M.A.  pub- 
lications. 


According  to  a United  Press  dispatch  on 
October  24 : 

Congress  was  asked  to  put  up  $375,000,000  to- 
ward construction  of  hospitals  and  health  centers 
during  the  next  five  years. 

Nearly  50  per  cent  of  the  money  would  go  to 
southern  states. 

The  senate  education  and  labor  committee,  in  line 
with  President  Truman’s  request  for  legislation 
authorizing  federal  aid  toward  hospital  construction, 
has  approved  a measure  which  would: 

1.  Provide  for  federal  grants  of  $75,000,000  a 
year  for  five  years  beginning  with  fiscal  1947.  The 
government’s  contribution  would  range  from  33  1/3 
per  cent  in  the  richest  states  to  75  per  cent  in  the 
poorest. 

3.  Authorize  immediate  expenditure  of  $5,000,000 
to  pay  half  the  cost  of  surveys  of  hospitals  and 
health  centers  needed  in  each  state. 

3.  Create  a special  federal  hospital  council 
through  which  state  building  plans  would  be  cleared.' 

Sen.  Lester  Hill.,  (D.,  Ala.),  sponsor  of  the  meas- 
ure, said  he  expects  to  call  it  up  for  senate  action 
next  week. 

In  all,  the  bill  would  stimulate  construction  of 
nearly  $700,000,000  worth  of  hospitals  and  health 
centers  during  the  five-year  period.  In  addition  to 
the  federal  government’s  $375,000,000,  funds  total- 
ing nearly  $320,000,000  would  be  put  up  by  state  ap- 
plicants in  the  same  time. 


And  here  is  another  UP  dispatch  dated 
November  1 : 

The  army  specialized  training  program  for  doc- 
tors may  have  to  be  continued  until  1947  in  order 
that  doctors  may  be  provided  for  occupation  forces, 
Maj.  Gen.  George  F.  Lull,  army  deputy  surgeon 
general,  told  the  closing  session  of  the  National 
Convention  of  American  Medical  Colleges  yester- 
day. 

Many  medical  schools  have  announced  plans  to 
end  the  war  speed-up  in  training  doctors  before  next 
spring  or  as  soon  as  practicable. 

The  association  adopted  a resolution  to  end  the 
“four  years  in  three”  program  as  soon  as  possible, 
but  Dr.  E.  M.  Macewen,  chairman  of  the  executive 
council,  explained  that  schools  would  meet  the 
army’s  needs. 

“Wherever  we  propose  to  abandon  the  accelera- 
tion program  we  will  consult  the  army  first,”  Dr. 
Macewen  said. 

The  association  also  recommended  draft  defer- 
ment of  some  18-year-old  pre-medical  students. 
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Addressing  a joint  meeting  of  the  Lan- 
caster County  Medical  Society  and  the  Lin- 
coln Bar  Association  on  October  26,  Dr.  Allan 
Moritz,  professor  of  legal  medicine  at  Har- 
vard Medical  School,  stated  that  twenty  per 
cent  of  deaths  in  this  country  occur  as  a re- 
sult of  violence,  or  occur  so  unexpectedly 
that  doctors  cannot  ascertain  why.  If  a 
murderer  follows  three  simple  rules,  he  has 
a good  chance  to  escape  justice:  “1.  Don’t 
let  anyone  see  you  do  it.  2.  Leave  the  body 
in  a normal  position.  3.  Don’t  neglect  any- 
thing that  would  obviously  arouse  suspi- 
cion.” 

Dr.  Moritz  is  a graduate  of  the  University 
of  Nebraska  Medical  College  in  the  class  of 
1923. 

Heart  disease  and  cancer  continued  to  be  the 
chief  causes  of  death  in  Nebraska  for  the  first 
half  of  this  year,  according  to  figures  released  re- 
cently by  the  state  health  department. 

During  the  first  six  months  of  the  year,  6,270 
persons  died  in  the  state,  compared  to  6,658  for  the 
same  period  of  last  year.  Of  the  total,  1,140  were 
attributed  to  heart  disease  and  827  to  cancer. 

No  deaths  as  a result  of  infantile  paralysis  were 
reported,  for  the  first  time  since  1941.  Smallpox 
caused  only  one  fatality,  the  first  in  five  years. 

The  number  of  accidental  deaths  was  set  at  408, 
64  less  than  the  total  for  the  first  half  of  last  year. 
Automobile  accidents  accounted  for  88  of  the  fa- 
talities; train  and  automobile  collisions,  14;  airplane 
or  balloon  crashes,  15,  and  railroad  accidents,  10. 
Five  deaths  were  caused  by  excessive  cold,  and  one 
by  excessive  heat. 

Eighty-one  suicides  occurred  during  the  first  six 
months  of  the  year,  compared  with  69  for  1944. 
Only  seven  homicides  were  reported,  against  nine 
last  year  and  14  in  1943. 

The  department  of  vital  statistics  recorded  253 
deaths  in  early  infancy,  including  123  from  prema- 
ture birth,  45  injury  at  birth,  and  67  congenital  mal- 
formations. 

Other  causes  of  death  included  cerebral  hemor- 
rhage and  apoplexy,  685;  circulatory  diseases,  672; 
pneumonia,  256;  diabetes,  185;  tuberculosis,  85;  in- 
fluenza, 63;  diphtheria,  7,  and  scarlet  fever  and 
whooping  cough,  each  3. 

Rockefeller  Foundation  Scholarship  in  Sur- 
gery has  been  awarded  Capt.  John  Modlin  of 
Beaver  City. 

Dr.  Modlin,  a graduate  of  the  University 
of  Nebraska  College  of  Medicine  has  just  re- 
turned from  Europe  where  he  served  three 
years  on  the  surgical  staff  of  general  hos- 
pitals in  Africa,  Italy  and  France. 


John  R.  Schenken,  M.D.,  formerly  of  the 
Department  of  Pathology  and  Bacteriology 


of  Louisiana  State  University  School  of  Medi- 
cine, is  the  newly  appointed  pathologist  of 
the  Nebraska  Methodist  Hospital,  Omaha. 
Dr.  Schenken  is  a native  of  Keystone,  Iowa, 
and  a graduate  of  Iowa  State  University, 
where  he  also  served  as  a resident  physician 
and  instructor  for  several  years.  In  1944, 
he  was  awarded  the  gold  medal  of  the  Amer- 
ican Society  of  Clinical  Pathologists  for  his 
“Exhibit  on  Tropical  Diseases.”  He  succeeds 
Dr.  Charles  P.  Baker,  who  has  accepted  an 
appointment  as  pathologist  at  Samuel  Mer- 
rit  Hospital,  Oakland,  California. 


The  Tenth  National  (Victory)  Assembly  of  the 
United  States  Chapter  of  the  International  College 
of  Surgeons  will  be  held  in  Washington,  D.  C.,  at 
the  Mayflower  Hotel  on  December  6,  7,  8,  1945. 

The  6th  of  December  has  been  set  aside  as  “Ex- 
hibitors’ Day.”  Surgeons  who  have  registered  are 
invited  to  visit  the  interesting  and  informative  tech- 
nical and  scientific  exhibits. 

The  Assembly  convenes  officially  December  7th. 
The  program  committee  in  cooperation  with  the 
General  Chairman,  Dr.  Custis  Lee  Hall  of  Washing- 
ton, D.  C.,  has  secured  outstanding  surgeons  as  es- 
sayists. Prominent  speakers  with  international 
reputations  will  address  the  scientific  sessions  as 
well  as  the  convocation  and  banquet. 


BARUCH  COMMITTEE  APPOINTS  PHYSICAL 
REHABILITATION  CONSULTANT 

Dr.  Frank  H.  Krusen,  Director  of  the  Baruch 
Committee  on  Physical  Medicine,  has  announced  the 
appointment  of  Colonel  Howard  A.  Rusk,  Medical 
Corps,  Army  of  the  United  States,  as  Consultant 
on  Physical  Rehabilitation  for  the  Baruch  Commit- 
tee. Colonel  Rusk,  whose  pioneering  work  as  Chief 
of  the  Convalescent  Division  of  the  Air  Surgeon  has 
attracted  national  attention,  will  make  his  head- 
quarters at  the  New  York  office  of  the  Committee 
created  a year  ago  by  Bernard  M.  Baruch. 

“Colonel  Rusk  has  resigned  from  the  Army  to 
serve  the  Committee  temporarily  in  endeavoring  to 
apply  his  Army  experience  in  physical  rehabilita- 
tion to  the  urgent  civilian  needs  in  this  phase  of 
physical  medicine,”  Dr.  Krusen  said. 

Dr.  Krusen  explained  that  the  Committee  plans 
to  set  up  a blueprint  for  the  guidance  of  com- 
munities in  the  establishment  of  community  rehabili- 
tation centers  or  services.  “Although  we  are  not  in 
a position  to  finance  the  construction  and  operation 
of  these  civilian  rehabilitation  centers,”  he  said,  “the 
Committee,  through  Colonel  Rusk  and  the  other 
authorities  on  rehabilitation  who  are  associated  with 
us,  will  make  up  a formula  for  a general  organiza- 
tion to  handle  this  vital  problem  in  the  various  com- 
munities of  the  nation.  This  formula  will  contain 
estimates  of  the  personnel  and  the  physical  facilities 
required  for  an  effective  rehabilitation  center  to- 
gether with  the  necessary  administrative  and  pro- 
fessional procedures.” 
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“The  War  Manpower  Commission,”  Colonel  Rusk 
pointed  out  in  a statement  regarding  the  importance 
of  this  undertaking  by  the  Committee,  “estimated 
that  there  are  23  million  persons  in  the  United 
States  who,  through  injury,  disease,  maladjustment 
or  from  their  experiences  in  former  wars,  are  in 
need  of  physical  or  functional  rehabilitation,  or  both. 
It  is  estimated  that  at  present  there  is  a backlog 
of  one  million  people  who  are  in  need  of  such  care  to 
make  them  employable. 

“There  were  44  thousand  people  in  1944  who  had 
undergone  such  care.  Their  average  income  before 
such  rehabilitation  was  started  was  $162  per  year 
per  person.  The  first  year  after  such  rehabilitation 
their  average  income  was  $1,750  per  person. 

“We  consider  this  rehabilitation  work  the  third 
phase  of  medical  care.  The  first  phase  is  preven- 
tive medicine,  the  second  is  diagnosis  and  treatment, 
and  the  third  is  physical  rehabilitation. 

Colonel  Rusk,  before  the  war,  practiced  internal 
medicine  in  St.  Louis  and  also  was  instructor  in 
medicine  at  Washington  University  School  of  Medi- 
cine there.  In  December  1942  he  established  for 
the  Army  Air  Forces  at  Jefferson  Barracks  the  first 
rehabilitation  program  in  the  armed  forces.  In 
1943  he  was  given  the  Lord  and  Taylor  American 
Design  Award  for  an  outstanding  contribution  in  the 
field  of  rehabilitation.  For  the  past  several  months 
he  has  been  Chairman  of  the  subcommittee  on 
Civilian  Rehabilitation  Centers  of  the  Baruch  Com- 
mittee. 


Dr.  Floyd  S.  Clarke,  Omaha,  Nebraska;  Dr.  James 
D.  Dyson,  Des  Moines,  Iowa;  Dr.  John  F.  Pohl,  Uni- 
versity of  Minnesota;  R.  Roland  B.  Scott,  Wash- 
ington, D.  C.,  and  Dr.  George  M.  Uhl,  Los  Angeles 
Health  Officer,  have  been  appointed  co-chairmen  of 
the  Medical  Division  in  the  1945  Sister  Kenny 
Foundation  drive  to  fight  Infantile  Paralysis. 

Announcement  of  the  appointment  was  made  by 
Bing  Crosby,  National  drive  chairman,  along  with 
30  other  industrial,  commercial,  civic,  professional, 
fraternal,  labor,  religious  and  veterans’  leaders  who 
will  head  various  divisions  in  the  campaign. 

Half  of  the  funds  collected  will  remain  with  state 
committees  to  establish  Kenny  Clinics  at  strategic 
locations  throughout  the  country.  Local  groups  will 
provide  scholarships  for  qualified  registered  nurses 
in  each  community  to  train  as  expert  Kenny  tech- 
nicians at  the  Foundation’s  Institute  in  Minneapolis. 

State  Committees  will  also  use  their  portion  of  the 
drive’s  proceeds  to  provide  free  treatment  to  boys, 
girls,  men  and  women  who  become  afflicted  with 
polio  and  are  financially  unable  to  pay  costs  of 
lengthy  hospitalization  and  medical  care. 

They  will  also  stand  ready  to  assist  local  boards 
of  health  and  medical  societies  during  Infantile 
Paralysis  epidemics. 

The  remaining  half  of  the  drive’s  proceeds  will  go 
to  the  national  Sister  Kenny  Foundation  organiza- 
tion. 

These  will  be  utilized  to  treble  capacity  of  the 
Institute  at  Minneapolis,  to  build  a dormitory  for 
student  technicians,  to  provide  facilities  for  visit- 
ing physicians  and  scientists,  and  to  inaugurate  an 
extensive  research  program  into  the  causes  and 
treatment  of  polio. 
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$5,000,000  500-Bed  Veterans  Hospital 
in  Nebraska  Assured 

Approval  by  President  Truman  of  the  con- 
struction of  a new  five  hundred  bed  hospital 
for  veterans  in  Nebraska,  and  the  conversion 
and  enlargement  of  the  present  veterans’  fa- 
cility at  Lincoln  into  a tuberculosis  sani- 
tarium, was  announced  October  18.  Location 
of  the  new  hospital,  estimated  to  cost  $5,000,- 
000,  was  not  made  public,  but  it  is  expected 
to  be  in  the  Omaha  area,  according  to  ad- 
vices from  Washington. 

Several  communities  in  eastern  Nebraska, 
including  Bellevue  and  Ralston,  have  made 
generous  offers  of  land  and  other  facilities 
as  inducements  for  selection  of  their  particu- 
lar sites  as  the  location  of  the  new  institu- 
tion. The  Omaha  area  is  expected  to  be  fa- 
vored because  of  the  advantages  offered  by 
the  two  medical  schools  in  the  city,  and  the 
availability  of  specialists  in  many  fields  of 
medical  practice  as  consultants  for  the  Vet- 
erans’ Hospital  staff.  The  Lincoln  Veterans’ 
Facility  would  be  increased  to  280  beds,  un- 
der the  plan  just  approved  by  the  president. 


FALLS  CITY:  Our  Lady  of  Perpetual 
Health  Hospital  announces  its  recent  affilia- 
tion with  the  Nebraska  Blue  Cross.  Among 
the  recent  additions  to  the  hospital  is  new 
equipment  in  the  form  of  a new  delivery 
room  table,  new  standard  hospital  beds  and 
screens  for  the  wards.  Another  addition  has 
been  the  installation  of  a central  supply  room 
from  which  all  rooms  and  operating  rooms 
are  serviced  with  dressings  and  so  forth. 


GRANT:  The  Board  of  Directors  of  the 
Community  Hospital  Fund  held  a meeting  in 
October  at  which  time  it  was  decided  to 
carry  on  a campaign  for  solicitation  of  funds 
in  order  to  make  the  hospital  a reality. 


LEXINGTON : Dr.  Ben  J.  Ayres,  until  re- 
cently affiliated  with  the  State  Health  De- 
partment in  Lincoln,  has  assumed  the  duties 
of  director  of  a hospital,  The  Brewster  Hos- 
pital, in  Lexington. 


OAKLAND:  The  Oakland  Memorial  Hos- 
pital Fund  totaled  60  thousand  dollars  early 
in  October. 
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OSMOND:  According-  to  a newspaper  re- 

port a total  of  $5,700  was  cleared  for  Os- 
mond’s new  hospital  in  the  benefit  and  vic- 
tory drive  on  Sept.  29th,  according-  to  an- 
nouncement of  E.  J.  Huey,  treasurer  of  the 
hospital  committee.  The  total  now  stands 
at  $21,000,  the  goal  being  $30,000. 


WEST  POINT : Solicitations  for  the  West 
Point  Memorial  Hospital  are  still  in  progress. 
The  Planning  Board  hopes  to  be  able  to  com- 
mence building  operations  of  the  hospital  in 
the  spring. 


REGISTRATION  OF  NURSES  AIM  OF 
STATE  DEPARTMENT 

With  the  war-time  measure  for  temporary  licens- 
ing of  nurses  not  regularly  registered  in  Nebraska 
no  longer  necessary,  a renewed  effort  is  being  made 
by  Miss  Blanche  Graves,  Director  of  the  Bureau 
of  Education  and  Registration  for  Nurses,  to  se- 
cure Nebraska  registration  of  all  nurses  who  are 
practicing  their  profession  in  hospitals  of  the  state. 

The  co-operation  of  hospital  administrators  and 
superintendents  of  nurses  is  being  enlisted  in  the 
campaign  to  encourage  registration  in  Nebraska  of 
all  practicing  nurses,  so  that  the  standards  of  the 
profession  may  be  maintained.  All  administrators, 
therefore,  are  urged  to  make  certain  that  their 
nurses  are  legally  registered,  and  not  to  run  the 
risk  of  incurring  penalties  which  attach  to  both 
nurses  and  the  hospital  through  the  employment  of 
ineligible  workers. 


CADET  NURSE  CORPS  ENROLLMENT 
AT  END 

The  United  States  Cadet  Nurse  Corps,  inaugur- 
ated July  1,  194.3  as  a war-time  measure  to  en- 
courage young  women  to  take  up  nursing  as  their 
life  career,  was  officially  closed  for  enrollment, 
October  15,  by  official  order  of  President  Truman. 

Students  admitted  to  recognized  schools  of  nurs- 
ing on  or  before  Monday,  October  15,  will  be  per- 
mitted to  pursue  their  studies  under  the  Federal 
scholarships  provided  through  the  Bolton  Nurse 
Training  Act  of  1943.  All  summer  classes  admitted 
by  Omaha  schools  of  nursing  therefore,  will  be 
eligible  to  complete  their  courses  at  Federal  ex- 
pense. 


LOUP  CITY  PROJECTS:  Sister  M.  Pa- 

tricia has  been  appointed  Superintendent  of 
the  Loup  City  Hospital,  which  on  October  1 
passed  to  the  ownership  of  the  Sisters  of  St. 
Joseph  of  the  Third  Order  of  St.  Francis,  of 
Stevens  Point,  Wisconsin.  Mother  M.  Syl- 
vester, who  was  Provincial  Superioress  at  the 
time  the  institution  was  purchased  from  Dr. 
Carl  G.  Amick,  is  acting-  as  Superior.  Sister 
M.  Eunice  is  Director  of  Nursing,  assisted  by 
Sister  M.  Rose.  The  Sisters  have  retained 


practically  all  of  the  hospital’s  former  em- 
ployees. 

Meanwhile,  construction  work  has  been 
started  on  Dr.  Amick’s  new  clinic  building, 
which  will  be  a one-story  brick  structure, 
51x30  feet,  containing  nine  rooms.  The 
Clinic  will  be  entirely  modern,  including  air 
conditioning,  and  completely  equipped.  Dr. 
Amick  is  experiencing  many  of  the  present- 
day  building  troubles,  including  shortages  of 
materials  and  labor,  which  have  delayed 
progress  of  the  new  building.  He  also  has 
found  building  costs  sharply  higher  than 
when  he  erected  the  Loup  City  Hospital,  ten 
years  ago — construction  costs  of  the  1945 
building  will  be  54  cents  per  cubic  foot,  as 
compared  with  39.4  cents  on  the  hospital 
structure. 


OMAHA:  New  Clarkson  Unit.  Construc- 
tion work  was  started  October  15th  on  the 
new  $40,000  x-ray  department  addition  of 
Bishop  Clarkson  Memorial  Hospital,  Omaha, 
completion  of  which  is  scheduled  for  January 
1,  1946,  according  to  Miss  Cecelia  Meister, 
R.N.,  Superintendent.  The  addition,  over  the 
south  wing,  will  give  Clarkson  Hospital  a 
full  fifth  floor  and  removal  of  the  x-ray  di- 
agnostic and  therapy  departments  from  the 
west  projection  will  permit  urgently  needed 
expansion  in  the  surgical  department.  A new 
orthopedic  room  will  be  added  in  surgery 
when  the  x-ray  unit  is  completed.  The  north 
wing  of  the  fifth  floor  houses  the  patho- 
logical laboratory. 

Work  is  progressing  rapidly  on  the  second 
unit  of  the  Clarkson  School  of  Nursing  and 
Nurses’  Residence  building.  Plastering  was 
completed  October  15th,  and  the  painters 
have  taken  over.  The  project  will  be  finished 
by  December  1,  according  to  the  present 
schedule.  A new  class  of  46  students  was 
admitted  September  4,  sending  the  school’s 
total  enrollment  to  104. 


OMAHA:  Negro  Hospital  Plans.  A cam- 
paign to  raise  $270,000  for  the  erection  of  a 
new  50-bed  institution  at  Thirtieth  and  Wirt 
Streets,  Omaha,  to  be  known  as  Provident 
Hospital,  has  been  started  under  direction  of 
the  Nebraska  Negro  Medical  Society.  The 
proposed  institution  is  to  be  of  brick,  70x110 
feet  in  size. 
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WOMAN'S  AUXILIARY 

President — Mrs.  A.  D.  Brown  Secretary — Mrs.  E.  E.  Farnsworth 

Central  City,  Nebr.  Grand  Island,  Nebr. 

President-elect — Mrs.  E.  S.  Wegner.  Treasurer — Mrs.  J.  G.  Woodin 

Lincoln,  Nebr.  Grand  Island,  Nebr. 

Publicity  Chairman — Mrs.  M.  E.  Grier 

4922  Ames  Ave.,  Omaha,  Nebr. 

THE  BULLETIN,  official  news  orgran  of  the  Auxiliary  is  $1.00  per  year.  It  affords  valuable  information  for 
both  State  and  County  Auxiliaries  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Under- 
wood Ave.,  Omaha,  State  Chairman. 


OUR  POST-WAR  SERVICE 

With  the  ending  of  hostilities  with  Japan 
in  August,  all  the  world  was  given  a “new 
lease  on  life” — an  impetus  to  plunge  into 
the  very  important  matters  concerning  re- 
habilitation, reconversion,  and  a renewal  of 
determination,  so  to  speak,  of  not  only  bring- 
ing our  lives  back  to  normalcy,  but  efforts  to 
improve  that  pre-war  normalcy  that  we  had 
so  smugly  accepted  as  being  pretty  much  all 
right. 

There  are  far  too  many  intricate  and  com- 
plicated problems  for  our  Auxiliary  to  cope 
with  as  a group,  though  we  can  do  much 
constructive  work  in  every  branch  of  this 
new  endeavor.  The  President  of  the  Na- 
tional Auxiliary  has  suggested  that  we  make 
ourselves  available  to  assist  in  any  and  every 
post-war  undertaking  the  American  Medical 
Association  deems  advisable.  The  most  ur- 
gent need,  at  this  time,  is  to  stress  our  in- 
terests in  Child  Health  and  Welfare,  for  this 
generation  of  children  will  be  the  new  leaders 
in  the  next  generation. 

Parental  neglect,  war  time  demands  far  in 
excess  of  some  of  our  families’  ability  to 
meet,  the  necessity  of  one  or  both  parents 
being  required  to  be  away  from  the  home, 
and  too,  a general  indifference  on  the  part 
of  some  parents— has  left  a deplorable  num- 
ber of  children  of  today,  if  not  actual,  po- 
tential criminals.  Yes,  it  is  an  ugly  word, 
but  one  has  only  to  read  any  newspaper,  espe- 
cially from  the  larger  communities,  to  see 
how  far  this  delinquency  has  progressed. 
And  right  here,  let  me  say  the  delinquency 
is  more  on  the  part  of  the  parents  than  the 
children  1 

The  new  trend  is  to  organize  youth  groups 
through  the  schools,  churches  and  commun- 
ity clubs.  This  has  been  done  in  many, 
many  cities,  and  the  results  are  already 
notable.  As  an  Auxiliary,  there  is  no  better 
project  for  us  to  embrace  this  year  than  that 
of  assisting  wherever  possible,  with  this  im- 
portant post-war  work.  Problems  that  con- 


cern the  political,  economic  and  sociologic 
changes  are  definitely  the  problems  of  a 
great  association  like  the  American  Medical 
Association  and  its  Auxiliaries. 

Ideals  of  American  Medicine  in  matters 
of  health  education,  child  welfare,  and  a 
practical  plan  for  improving  family  living 
conditions  must  be  stressed  in  every  walk 
of  life.  Study  the  needs  for  this  in  your 
community,  and  offer  yourselves  as  assist- 
ants in  this  great  work.  The  Public  Rela- 
tions Committee  of  the  national  Auxiliary 
has  prepared  a program  of  suggestions  along 
these  lines,  which  is  available  through  your 
Public  Relations  Chairman.  The  Bulletin  of 
the  AMA  Auxiliary  for  August,  1945,  has 
devoted  much  space  to  a clarification  of  this 
branch  of  public  service.  Mrs.  S.  Dale  Spotts, 
Chairman  for  Public  Relations  has  written 
a most  interesting  report  on  this  project, 
which  every  auxiliary  member  should  study. 

The  Bulletin  also  contains  many  fine  arti- 
cles regarding  the  planning  for  post-war 
service  to  the  returning  service  men,  the  re- 
establishing of  families  whose  homes  were 
broken  by  war  necessities. 

Co-ordinating  our  interests  with  the  elab- 
orate program  already  prepared  by  the  Post- 
war Medical  Service  Committee  of  the  AMA 
is  the  best  way  to  help  in  this  splendid  ef- 
fort. Dr.  Herman  L.  Kretchmer,  President 
of  the  AMA,  in  his  report  to  the  Auxiliary, 
outlines  many  new  and  interesting  ideas. 
Every  member  of  the  Auxiliary  should  be- 
come thoroughly  familiar  with  this  report, 
and  adopt  it  as  a work-sheet  for  post-war 
efforts.  Dr.  Kretchmer’s  report  deals  with 
Child  Health  and  Welfare,  Eating  Habits, 
Prevention  of  Accidents,  Promotion  of  Medi- 
cal Research,  and  even  a lengthy  discussion 
of  what  has  become  a “Black  Market  in 
Babies.” 

Space  limitations  prevent  our  giving  you 
a review  of  all  of  these  momentous  sugges- 
tions, but  a subscription  to  the  Bulletin  will 
enlighten  you  on  each  of  them.  The  well 
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informed  Auxiliary  member  will  be  of  in- 
estimable value  to  her  community,  and  now 
more  than  ever  before,  we  can  serve  as 
worthy  exponents  of  the  high  ideals  of  this 
greatest  of  all  professions. 

MRS.  ADOLPH  SACHS, 
Bulletin  Chairman. 

N.  B.  Subscriptions  to  the  Bulletin  are  avail- 
able by  sending  your  name,  address  and  one  dollar, 
to  the  Bulletin  Chairman. 


The  Woman’s  Medical  Auxiliary  of  Lancaster 
County  met  at  the  home  of  Mrs.  E.  V.  Wiedman. 
At  that  October  meeting,  it  was  decided  that  four 
meetings  would  be  held  during  the  year,  two  in  the 
fall  and  two  in  the  spring.  On  account  of  the  low 
drop  in  membership  they  found  the  most  necessary 
thing  to  work  on  would  be  for  new  memberships. 
After  the  meeting  sandwiches  and  coffee  were 
served. 

Next  meeting  of  the  Woman’s  Auxiliary  of  Lan- 
caster County  will  be  held  at  the  home  of  Mrs. 
Albin.  She  will  give  a talk  on  antiques  she  has 
collected.  Mrs.  Hickman,  their  legislative  chairman, 
will  give  a four  minute  resume  of  the  present 
much  discussed  bills  referring  to  State  Medicine. 

The  new  officers  for  the  year,  1945  and  1946  are 
Mrs.  Paul  Brancroft,  secretary  and  treasurer,  and 
Mrs.  E.  V.  Wiedman,  chairman. 

Next  meeting  of  the  Woman’s  Auxiliary  of  Oma- 
ha-Douglas  County  Medical  Society  will  be  held 
at  the  home  of  Mrs.  C.  W.  M.  Poynter  at  a luncheon. 


COUNCIL  ON  MEDICAL  SERVICE  AND 
PUBLIC  RELATIONS,  A.M.A. 

PUBLIC  RELATIONS  CONFERENCE 

Specific  recommendations  for  definite  action  re- 
sulted from  the  first  A.M.A.  Public  Relations  Con- 
ference held  under  the  direction  of  the  Council  on 
Medical  Service  and  Public  Relations  in  Chicago 
October  19-20. 

Developed  along  new  lines,  it  was  a sort  of 
“grass  roots”  affair  with  115  representatives  regis- 
tered from  thirty-five  states  and  the  District  of 
Columbia.  A high  point  of  the  Conference,  of 
course,  was  the  talk  by  Major  General  Paul  R. 
Hawley,  Medical  Director  of  the  Veterans’  Admin- 
istration. Informal,  frank,  pointed,  tied  together 
with  keen  bits  of  midland  humor,  it  left  a fine 
impression.  He  has  a tremendous  job,  but  no  one 
who  heard  him  had  any  doubt  as  to  his  ability  to 
tackle  such  a tough  problem. 

Following  a quick  getaway  briefing  by  E.  J.  Mc- 
Cormick, M.D.,  chairman,  on  the  first  day,  the 
Conference  was  streamlined  to  produce  definite  re- 
sults into  seven  informal  round  table  discussion 
groups  under  seven  moderators.  On  the  second  day 
each  moderator  prepared  a round-up  report  on  each 
round  table  embodying  definite  recommendations 
to  be  worked  up  by  the  Council  for  presentation  for 
action  by  the  Board  of  Trustees  and  the  House  of 
Delegates  of  the  A.M.A. 


As  soon  as  possible  these  recommendations  will 
be  sent  to  each  one  who  attended  the  Conference 
as  well  as  those  on  the  News  Letter  mailing  list. 
They  will  be  published  in  The  Journal.  Among  the 
recommendations  is  one  that  such  public  relations 
conferences  be  held  often. 

Our  suggestion  is  that  you  who  are  interested  in 
the  progress  of  medical  economic  thought  read  these 
recommendations  for  they  represent  the  unvar- 
nished and  uninhibited  voice  of  American  medicine. 

By  them  the  Council  hopes  for  progress.  Def- 
inite recommendations  were  made  in  regard  to: 

1.  Prepayment  plans. 

2.  EMIC  program. 

3.  Fourteen  point  program. 

4.  Placement  of  Returning  Medical  Officers. 

5.  Publicity  and  Public  Relations. 

6.  Veterans’  Administration. 

7.  Rural  Health. 

Be  on  the  look-out  for  these  recommendations 
which  are  being  prepared  for  distribution. 

PREVIEW  OF  CONFERENCE  RECOM- 
MENDATIONS 

On  the  Fourteen  Point  Program: 

With  reference  to  Point  No.  1 relative  to  better 
living  conditions,  “We  recommend  constant  pub- 
licity on  the  facts  of  this  particular  problem  through 
the  A.M.A.,  the  state  associations,  the  county  so- 
cieties, and  the  women’s  auxiliaries,  by  addresses 
and  articles  not  only  in  the  medical  journals  but  also 
in  the  lay  press.” 

For  Point  No.  2 concerning  preventive  medicine, 
“The  implementing  of  this  second  point  is  by  means 
of  legislation.  Such  legislation  should  also  be  of 
interest  to  the  A.P.H.A.,  the  State  and  Territorial 
Health  Officers  Association,  and  the  U.S.P.H.S. 
We  recommend  that  the  A.M.A.  sponsor  a confer- 
ence with  these  groups  in  an  endeavor  to  enlist  their 
cooperation  in  legislative  efforts  to  accomplish  the 
purpose  of  this  item.” 

And  on  Point  14  referring  to  Veterans’  Ad- 
ministration and  U.  S.  Public  Health  Service,  “Free 
choice  of  physician  for  all  veterans  under  the  care 
of  the- Veterans’  Administration  and  integration  in- 
to the  voluntary  plans  of  hospitalization  and  medical 
care.” 

On  the  EMIC  Program: 

“That  the  present  Medical  Advisory  Committee 
to  the  Children’s  Bureau  is  not  truly  representative 
of  the  entire  medical  profession.  Any  program  of 
that  Bureau  must  be  administered  through  the 
States’  Medical  Associations,  and  they  should  be 
represented.” 

“That  the  present  advisory  steering  committee 
to  the  Children’s  Bureau  be  abolished  and  a new 
committee  be  established  which  shall  consist  of  one 
representative  from  each  state  medical  association 
. . . and  such  other  medical  organizations  as  have 
a direct  interest  in  the  functioning  of  the  Bureau.” 

“That  since  the  Children’s  Bureau  is  not  properly 
related  to  the  Department  of  Labor,  it  should  be 
transferred  to  the  Federal  Security  Agency  until 
such  time  as  all  health  and  medical  activities  of 
the  Government  are  segregated  into  a single  depart- 
ment.” 

On  the  Placement  of  Medical  Officers: 

“That  all  discharged  medical  officers  be  given 
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terminal  leave  pay  at  the  termination  of  their  ac- 
tive duty  and  prior  to  the  expiration  of  such  accrued 
leave  as  they  may  have,  thus  enabling  them  to  par- 
ticipate immediately  in  the  benefits  provided  by 
Public  Law  346  (78th  Congress,  G.  I.  Bill  of  Rights). 
Such  a procedure  will  enable  the  returned  medical 
officer  to  commence  immediately  his  training  in  hos- 
pitals or  medical  schools  after  leaving  the  armed 
services.” 

“It  is  recommended  that  the  Council  on  Medical 
Education  and  Hospitals  be  urged  to  set  up  at 
once  a method  for  the  more  prompt  approval  of  hos- 
pitals for  residencies  and  consider  the  advisability 
of  giving  some  temporary  approval  until  formal 
inspections  can  be  made.” 

Watch  for  complete  report. 


COUNCIL  ACTION 

The  Council  has  approved  the  appointment  of 
an  Advisory  Committee  to  direct  the  work  on  Pre- 
payment Medical  Care  Plans.  The  Committee  will 
be  composed  of  various  plan  directors  and  others 
interested  in  this  problem.  It  will  have  the  duty 
of  setting  up  a program  for  gathering  regular 
monthly  or  quarterly  data  on  the  plans;  for  analyz- 
ing such  data,  and  reporting  back  to  the  plans  or 
to  medical  societies  interested  in  starting  plans.  An 
organization  meeting  will  be  held  at  the  A.M.A. 
headquarters  at  the  earliest  possible  date. 


HEALTH  COUNCIL  IDEA  GROWS 

The  Community  Health  Council  idea  as  a me- 
dium for  public  relations  and  to  assist  in  activating 
health  programs  seems  to  have  a promising  future. 
Until  recently  Health  Councils  have  generally  been 
local  medical  society  projects.  Dr.  John  Fitzgibbon 
has  emphasized  the  importance  of  such  Councils  in 
the  statement:  “Most  public  health  problems  could 
be  satisfactorily  solved  at  the  local  level  if  local 
medical  societies  would  assume  the  leadership  in  a 
plan  of  cooperative  effort  with  other  interested  local 
organizations  and  agencies  with  whose  leaders 
friendly  relations  were  easily  made  or  already  ex- 
istent.” 

Another  program  just  instituted,  and  which  pre- 
sents a different  and  interesting  approach  to  the 
problem,  is  that  of  the  Michigan  Health  Council. 
This  is  not  an  effort  solely  by  the  doctors  of  Michi- 
gan but  represents  the  combination  and  coordina- 
tion of  their  influence  and  support  with  that  of 
other  organizations  of  the  state  which  have  a com- 
mon interest.  The  Council  was  incorporated  a year 
ago  as  a joint  organization  of  the  Michigan  State 
Medical  Society,  the  Michigan  Hospital  Association, 
Michigan  Medical  Service  and  Michigan  Hospital 
Service. 


SHORT  BUT  GOOD 

The  following  excerpts  from  an  editorial  in  the 
Journal  of  the  South  Carolina  Medical  Associa- 
tion hit  the  nail  square  on  the  head  with  three 
short  blows: 

FEDERAL  MEDICINE 

1.  “As  a taxpayer,  I am  opposed  to  a federal 
system  of  medical  care  because  it  is  too  costly  and 
because  it  is  unnecessary. 


2.  “As  a citizen,  I am  opposed  to  a federal  sys- 
tem of  medical  care  because  it  is  in  direct  opposi- 
tion to  the  fundamental  American  principles  of 
personal  initiative  and  personal  responsibility. 

3.  “As  a physician,  I am  opposed  to  a federal 
system  of  medical  care,  because, 

a.  The  medical  needs  of  our  people  could  not 
be  served  by  a single  central  plan. 

b.  The  experience  of  other  countries  has  not 
shown  any  great  worth. 

c.  Such  a system  is  not  necessary  to  bring  about 
the  improvements  which  are  needed  in  our  present 
system  of  medical  care. 

d.  No  physician  can  serve  two  masters  and  do  his 
most  effective  work. 

“We  are  opposed  to  any  system  of  medical  care 
which  would  force  a physician  to  serve  two  masters. 
If  he  is  to  do  his  best  work  he  must  serve  only 
one — the  patient.” 


INFORMATION  WANTED 

The  Directory  Department  and  the  Bureau  of  In- 
formation of  the  American  Medical  Association  are 
very  anxious  to  obtain  the  names  and  present  ad- 
dresses of  all  physicians  who  have  been  released 
from  the  armed  forces  and  also  the  date  that  their 
military  service  terminated. 

These  names  will  be  listed  in  The  Journal  A.M.A. 
and  in  the  Directory  Department.  Many  inquiries 
are  being  received  daily  from  physicians  who  are 
trying  to  locate  either  former  colleagues  or  medical 
officers  whom  they  contacted  while  in  military 
service. 

If  you  know  of  any  physicians  who  have  recently 
been  released  from  the  armed  forces,  please  urge 
them  to  send  the  following  information  to  Frank 
V.  Cargill,  Manager,  Directory  Department,  Ameri- 
can Medical  Association,  Chicago  10,  Illinois. 

1.  Full  name. 

2.  Date  military  service  terminated. 

3.  Present  address  (residence  and  office). 

4.  Indicate  whether  in  practice,  retired,  or  not 
in  practice. 

5.  Former  permanent  address  (if  different  from 
item  3). 


REPORT  UPON  CERTAIN  BILLS  NOW  PENDING 
BEFORE  CONGRESS 

WAGNER-MURRAY-DINGELL  BILL— S.  1050 

The  Senate  bill  is  still  with  the  Committee  on  Fi- 
nance while  the  House  bill  is  with  the  Committee 
on  Ways  and  Means.  Neither  Committee  has  mani- 
fested any  intention  of  early  consideration  of  the 
bills,  but  Senator  Wagner  says  he  expects  to  have 
hearings  upon  his  bill  held  in  the  near  future. 

HILL-BURTON  HOSPITAL  BILL— S.  191 

The  subcommittee  of  the  Senate  Committee  on 
Labor  and  Education  has  rewritten  S.  191  and  re- 
ported it  out  to  the  Full  Committee.  On  October 
27,  the  full  Committee  reported  it  to  the  floor  of  the 
Senate.  Among  the  important  features  of  the  bill 
are: 

1.  Instead  of  appropriating  $100,000,000  for  construction  for 
the  fiscal  year  ending  June  30,  1946,  the  new  bill  provides 
$75,000,000  each  year  for  the  first  five  years  beginning  the 
fiscal  year  of  1947. 
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2.  The  formula  for  allotment  to  states  has  been  changed 
so  that  allotments  will  range  from  33%%  to  the  most  wealthy 
states  to  75%  for  the  poorest. 

3.  The  Surgeon  General  is  instructed  to  prepare  within  six 
months,  with  the  approval  of  the  Federal  Advisory  Council 
and  the  Administrator,  general  regulations  with  regard  to  the 

a.  Number  of  general  hospital  beds  that  may  be  constructed 
in  any  specific  area. 

b.  Specialized  hospital  beds. 

c.  Number  and  distribution  of  public  health  centers. 

d.  General  manner  of  determining  priority  projects. 

e.  General  standards  of  construction  and  equipment. 

f.  Prevention  of  discrimination  on  account  of  race,  creed 
or  color. 

4.  Ten  specific  instructions  are  outlined  for  preparation  of 
plans  by  the  States.  Briefly  stated  they  are: 

a.  Designate  a single  agency  to  administer  or  supervise  ad- 
ministration of  the  plan. 

b.  Show  that  this  agency  will  have  authority  to  carry  out 
the  plan. 

c.  Provide  for-  an  advisory  council  to  consult  with  the 
agency. 

d.  Set  forth  a hospital  construction  program  to  be  based  on 
a survey  of  needs. 

e.  Set  forth  the  relative  need  for  projects  and  provide  for 
their  construction. 

f.  Provide  methods  of  administering  the  plan. 

g.  Provide  minimum  standards  for  maintenance  and  opera- 
tion of  hospitals  which  receive  Federal  aid  under  this  title. 

h.  Provide  for  an  opportunity  for  a hearing  before  the 
agency  to  every  applicant  for  a construction  project. 

i.  Provide  that  the  agency  make  such  reports  from  time 
to  time  as  the  Surgeon  General  may  require  and  give  him,  upon 
demand,  access  to  the  records  upon  which  such  information  is 
based. 

j.  Provide  that  the  agency^  will  from  time  to  time  review  its 
hospital  construction  program  and  submit  to  the  Surgeon  Gen- 
eral modifications  it  deems  necessary. 

5.  The  definition  of  public  health  center  is  modified  by  lim- 
iting it  to  the  provision  of  “public  health  services.”  The  or- 
iginal bill  had  provided  “medical  care”  as  well. 

NATIONAL  RESEARCH  FOUNDATION  BILL— 
S.  1297,  S.  1285  AND  S.  1248 

The  three  Senate  bills,  S.  1297,  S.  1285  and  S. 
1248  authorizing  the  creation  and  financial  support 
by  the  Federal  Government  of  a national  research 
foundation  are  being  considered  by  the  subcommit- 
tee of  the  Committee  on  Military  Affairs.  Hearings 
have  been  held  for  the  last  two  weeks,  and  it  is 
reported  they  will  extend  over  another  week  or  ten 
days.  Members  of  the  subcommittee  are  Senators 
Kilgore,  West  Virginia,  Chairman;  Thomas,  Utah; 
Johnson,  Colorado;  Murray,  Montana;  Revercomb, 
West  Virginia,  and  Wilson,  Iowa. 

Among  those  who  have  appeared  before  the  Com- 
mittee are  representatives  of  the  Army,  Navy,  De- 
partments of  Agriculture,  Commerce,  Interior,  Pub- 
lic Health  Service;  Bureau  of  the  Budget;  Presi- 
dents and  representatives  of  colleges  and  univer- 
sities; and  representatives  of  large  industries  con- 
ducting scientific  departments.  Dr.  Fishbein  rep- 
resented our  association.  Dr.  Vannevar  Bush  whose 
report — “Science,  The  Endless  Frontier”  formed  a 
basis  of  the  bill,  was  a witness.  That  the  Govern- 
ment should  stimulate  research  and  assist  with  ap- 
propriations is  unanimously  agreed,  but  there  is  a 
difference  of  opinion  as  to  how  the  Government 
shall  be  related  to  the  work.  Some  recommend 
that  there  be  created  by  the  President  a board  of 
prominent  scientists  who  shall  select  a director,  but 
he  shall  not  have  the  power  of  veto.  Others  recom- 
mend that  the  President  appoint  a director  and  a 
board,  giving  the  director  full  authority.  Still 
others  suggest  that  there  shall  be  two  boards,  a 
scientific  board  and  an  administrative  board,  and 
the  director  should  be  over  the  administrative  board. 
Difficulty  in  separating  fundamental,  basic  or  curi- 
osity scientific  research  from  applied  scientific  re- 
search complicates  the  problem  of  administration. 
The  hearings,  when  printed,  will  form  a very  valu- 
able report. 


SOCIAL  WELFARE  DEPARTMENT— H.  RES.  45 

Congressman  Kelley,  Pennsylvania,  has  been 
studying  the  problems  of  the  physically  handicapped 
for  more  than  a year,  and  a committee  is  preparing 
to  submit  a report  in  which  it  will  very  likely  recom- 
mend that  inasmuch  as  the  problem  is  a continuing 
one,  it  should  be  undertaken  by  a new  department 
with  cabinet  representation  under  which  should  be 
collected  the  various  agencies,  70  federal,  and  hun- 
dreds of  state  and  local  agencies,  currently  working 
independently  in  this  field. 

Investigation  has  shown  that  probably  half  of  the 
states  have  inadequate  facilities  for  rehabilitating 
the  handicapped,  and  the  Committee  may  recom- 
mend a program  of  federal  assistance.  This  Com- 
mittee has  from  time  to  time  printed  minutes  of  the 
hearings  it  has  been  holding.  Members  of  the  Com- 
mittee are:  Congressmen  Kelley,  Pennsylvania, 

Chairman;  Adams,  New  Hampshire;  Green,  Penn- 
sylvania; Welch,  California;  Patterson,  California; 
Randolph,  West  Virginia,  and  Baldwin,  New  York. 

MATERNAL  WELFARE— S.  1318 

Senator  Pepper  has  not  returned  from  his  trip 
abroad  as  yet,  but  is  expected  before  the  end  of  the 
month.  He  announces  that  hearings  will  be  held 
on  the  bill  sometime  this  year.  In  the  meantime  he 
is  inviting  a group  of  key  people  to  give  him  their 
opinions  as  to  the  merits  of  the  bill. 

S.  1445  by  Mr.  Kilgore  of  West  Virginia,  Septem- 
ber 28.  A Bill  to  amend  the  Social  Security  Act, 
as  amended,  for  the  purpose  of  permitting  States, 
and  political  subdivisions  and  instrumentalities 
thereof,  to  secure  coverage  for  their  officers  and  em- 
ployees under  the  old-age  and  survivors  insurance 
provisions  of  such  Act.  Referred  to  the  Commit- 
tee on  Finance. 

S.J.  Res.  97  by  Mr.  Langer  of  North  Dakota, 
September  24.  A Joint  Resolution  to  provide  for 
replacement  of  medical  personnel  commissioned 
from  civilian  life  with  persons  trained  under  the 
Army  specialized  training  program.  Referred  to 
the  Committee  on  Military  Affairs. 

Comment:  Resolution  reads  “That,  in  or- 
der to  accelerate  the  return  to  civilian  life 
of  doctors,  dentists,  and  veterinarians  who 
have  served  in  the  Army  of  the  United 
States  during-  the  war,  the  services  of  per- 
sonnel trained  under  the  Army  specialized 
training  program  shall  be  utilized  to  the 
greatest  extent  practicable  to  replace  such 
doctors,  dentists,  and  veterinarians.” 

H.R.  2755  by  Mr.  Patrick  of  Tennessee,  March  23. 
A Bill  to  amend  the  Public  Health  Service  Act  to 
authorize  grants  to  the  States  for  surveying  their 
hospitals  and  public  health  centers  and  for  planning 
construction  of  additional  facilities  and  to  authorize 
grants  to  assist  in  such  construction.  Referred  to 
the  Committee  on  Interstate  and  Foreign  Commerce. 

Comment:  Identical  to  H.R.  2498  (re- 

ported in  Bulletin  No.  11),  H.R.  3561  (re- 
ported in  Bulletin  No.  17),  H.R.  3845  (re- 
ported in  Bulletin  No.  17)  and  S.  191  (re- 
ported in  Bulletin  No.  9). 
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H.R.  4147  by  Mr.  Traynor  of  Delaware,  Septem- 
ber 20.  A Bill  to  establish  a Chiropody  (Podiatry) 
Corps  in  the  Medical  Corps  of  the  United  States 
Army.  Referred  to  the  Committee  on  Military  Af- 
fairs. 

Comment:  Identical  to  II.R.  1998  (report- 
ed in  Bulletin  No.  10). 

H.R.  4225  by  Mr.  Rankin  of  Mississippi,  October  1. 
A Bill  to  establish  a Department  of  Medicine  and 
Surgery  in  the  Veterans’  Administration.  Referred 
to  the  Committee  on  World  War  Veterans’  Legisla- 
tion. 

Comment:  Hearings  on  this  bill  began 

October  10  with  testimony  from  Major  Gen- 
eral Paul  R.  Hawley,  acting  medical  director 
of  the  Veterans’  Administration. 

H.R.  4279  by  Mr.  Lane  of  Massachusetts,  October 

3.  A Bill  authorizing  an  appropriation  of  $50,000 
for  research  with  respect  to  the  cause  and  cure  of 
hay  fever.  Referred  to  the  Committee  on  Interstate 
and  Foreign  Commerce. 

H.R.  4290  by  Mr.  Hand  of  New  Jersey,  October  4. 
A Bill  to  direct  the  discharge  of  certain  members 
of  the  armed  forces.  Referred  to  the  Committee  on 
Military  Affairs. 

Comment:  The  bill  provides  that  certain 

“classes  of  persons  shall  be  forthwith  dis- 
charged from  the  active  duty  in  the  military 
and  naval  forces  of  the  United  States;  (2) 
Persons  who,  by  reason  of  previous  experi- 
ence or  special  skills,  are  deemed  necessary 
to  be  returned  to  peacetime  employment.” 
The  Act  does  not  apply  to  “any  commis- 
sioned officer  whose  service  is  deemed  neces- 
sary to  the  organization  and  leadership  of 
the  military  forces.” 


ACTION  ON  BILLS 

H.R.  525  reported  in  Bulletin  No.  7.  On  Octo- 
ber 2 the  bill  was  objected  to  and  was  stricken  from 
the  Consent  Calendar  in  the  House  of  Representa- 
tives. It  can  be  revived  only  by  a special  rule 
from  the  Rules  Committee. 

H.R.  2716  reported  in  Bulletin  No.  13.  On  Sep- 
tember 24  the  House  thoroughly  debated  the  pro- 
visions of  this  bill.  While  it  was  admitted  that  the 
Government  should  take  as  much  interest  in  the 
welfare  of  its  employees  as  private  industry  does, 
nevertheless  many  members  feared  that  in  its  ad- 
ministration it  could  become  a step  towards  a Gov- 
ernment medicine  program.  After  the  bill  was 
amended  so  as  to  limit  the  services  to  be  rendered 
by  the  doctor  to  conditions  which  might  arise  with 
the  employee  on  the  job,  and  to  minor  dental  con- 
ditions, it  was  passed  with  72  negative  votes  and 
181  not  voting  at  all.  It  was  referred  to  the  Senate 
Civil  Service  Committee. 

H.R.  3755  reported  in  Bulletin  No.  17.  This  bill 
was  passed  by  the  House  without  further  amend- 
ment on  September  18  and  was  sent  to  the  Senate. 

H.  Res.  45,  not  reported  in  a bulletin.  Resolu- 


tion introduced  by  Mr.  Kelley  of  Pennsylvania,  Janu- 
ary 3,  authorizing  the  Committee  on  Labor  to  con- 
duct and  investigate  the  extent  and  character  of  aid 
now  given  by  the  Federal,  States,  and  local  gov- 
ernments and  private  agencies  to  the  physically 
handicapped,  and  for  other  purposes. 

Subcommittee  on  Physically  Handicapped  of  the 
House  Committee  on  Labor  and  Education  has  been 
studying  the  physically  handicapped  and  has  heard 
witnesses  on  problems  involved  in  the  rehabilitation 
of  military  amputees. 

S.  191  reported  in  Bulletin  No.  9.  The  Senate 
Education  Committee’s  subcommittee  met  in  execu- 
tive session  on  October  16  to  consider  possible 
amendments. 


The  following  are  major  points  developed  at  a 
news  conference  October  26,  1945  by  Major  General 
Paul  R.  Hawley,  Acting  Surgeon  General  of  the 
Veterans’  Administration: 

PROSTHETIC  AND  SENSORY  DEVICES 

1.  The  Veterans’  Administration  will  take  over 
on  January  1,  1946,  all  of  the  development  and  re- 
search work  being  conducted  on  prosthetic  and 
sensory  devices  (artificial  limbs,  hearing  aids,  den- 
tures, etc.)  by  the  Office  of  Scientific  and  Research 
Development,  a wartime  agency  which  is  scheduled 
to  go  out  of  existence  December  31.  In  addition, 
the  Veterans’  Administration  will  assume  on  Janu- 
ary 1,  1946,  the  Army’s  experimental  work  in  these 
fields  in  connection  with  the  OSRD  and  the  National 
Academy  of  Sciences. 

2.  This  means  that  the  Veterans’  Administra- 
tion will  become  the  central  Federal  agency  for  all 
research  and  development  work  on  prosthetic  ap- 
pliances, a step  that  has  been  advocated  by  some 
Congressional  and  other  sources,  so  that  all  Gov- 
ernment as  well  as  outside  agencies  may  benefit 
from  the  results  of  a unified  program. 

3.  Arrangements  are  now  being  made  with  the 
Bureau  of  the  Budget  to  transfer  the  existing  re- 
search contracts,  effective  January  1,  1946,  to  the 
Veterans’  Administration  so  that  this  work  may  be 
continued  on  an  uninterrupted  basis.  It  is  estimated 
that  the  work  will  require  $1,000,000  per  year. 

4.  The  original  research  and  development  work 
on  artificial  limbs  and  other  prosthetic  and  sensory 
devices  was  initiated  through  a Special  Committee 
on  Prosthetic  Devices,  headed  by  Dr.  Paul  E.  Klop- 
steg.  It  was  established  by  the  National  Research 
Council  on  March  20,  1945,  to  conduct  an  intensive 
campaign  in  this  field,  which  resulted  in  many  ex- 
cellent results.  In  addition  to  the  OSRD  program, 
the  Veterans’  Administration  has  been  conducting 
limited  experimental  and  development  work  at  its 
hospital  in  the  Bronx,  New  York. 

5.  It  is  emphasized,  however,  that  the  perma- 
nent research  and  development  program  is  con- 
cerned only  with  the  long-range  future  aspect  of 
the  problem.  In  other  words,  it  seeks  to  develop 
the  best  and  most  modern  appliances  and  does  not 
include  instruction  as  to  their  actual  and  immediate 
usage. 

6.  To  meet  this  vital  phase  of  the  problem,  the 
Veterans’  Administration  has  formulated  plans  for 
an  immediate  research  and  educational  program  to 
teach  the  disabled  veteran  to  properly  use  artificial 
limbs  or  other  prosthetic  and  sensory  appliances  as 
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quickly  as  possible.  Leading  specialists  in  this 
field  will  be  employed  to  supervise  the  activities.  A 
formal  announcement  will  be  made  as  soon  as  key 
personnel  have  been  selected  to  head  the  program. 

ESTABLISHMENT  OF  HOSPITALS 

1.  The  19  hospital  locations,  which  General  Brad- 
ley, Administrator  of  Veterans’  Affairs  announced 
on  October  18,  1945,  are  only  a part  of  the  pro- 
gram, and  many  new  hospitals  containing  thousands 
of  beds  will  be  announced  upon  approval  by  the 
President. 

2.  The  policy  is  to  locate  hospitals  where  the 
Veterans  will  receive  the  maximum  benefit  from  the 
most  modern  medicine  and  surgery  of  the  type  now 
available  only  to  wealthy  (or  charity)  patients  at 
certain  nationally  known  medical  centers. 

3.  Generally  speaking,  the  benefit  received  de- 
pends primarily  upon  the  type  of  medicine  provided 
and  not  upon  the  buildings  housing  the  patients. 
First-rate  medicine  can  be  provided  only  by  first- 
rate  specialists. 

4.  There  are  insufficient  top-flight  specialists 
available  to  staff  expanding  Veterans’  Administra- 
tion hospitals.  Therefore,  the  services  of  this  lim- 
ited number  of  men  may  be  obtained  on  a part-time 
basis  only  and  only  at  the  places  where  they  are 
available,  which  are  near  the  leading  teaching  cen- 
ters. These  are  where  the  new  large  veterans’  hos- 
pitals should  be  located  if  the  maximum  benefits 
are  to  be  provided. 

5.  Much  of  this  new  policy  results  from  the  num- 
ber of  veterans  being  about  five  times  as  great  as 
before  World  War  II.  Where  4,000,000  veterans 
were  potentially  available  before,  there  are  now  al- 
most 20,000,000. 

6.  This  requires  the  policy  to  be  to  bring  the 
veterans  to  the  hospital  itself,  reversing  the  World 
War  I idea  of  bringing  the  hospital  to  the  veterans. 

7.  This  does  not  entail,  however,  the  abandon- 
ment of  existing  hospitals  or  preclude  the  building 
of  small  local  hospitals  for  the  convenience  of  vet- 
erans and  visiting  families.  It  will  provide  a type 
of  treatment  which  may  well  mean  the  difference 
between  recovery  or  death  for  thousands  of  serious- 
ly ill  or  injured  veterans. 

8.  The  interests  of  the  veterans  themselves, 
rather  than  of  communities  desiring  veterans  hos- 
pitals required  the  adoption  of  the  present  policy. 

As  part  of  the  program  announced  by  General 
Bradley  for  the  construction  of  19  new  Veterans’ 
Administration  hospitals  with  a total  of  11,100  beds, 
13  of  these  hospitals  with  9,550  beds  are  located 
near  medical  schools.  The  location,  number  of  beds 
and  nearest  medical  college  follows: 

New  Haven,  Conn.,  500,  Yale  Medical  School. 

Albany,  New  York,  1,000,  Albany  Medical  College. 

Buffalo,  New  York,  1,000,  University  of  Buffalo 
Medical  College. 

Newark,  N.  J.,  1,000,  Columbia  University  Medi- 
cal College;  Long  Island  College  of  Medicine;  New 
York  Medical  College;  Flowers  and  Fifth  Avenue 
Hospitals;  New  York  University  College  of  Medi- 
cine; Cornell  University  Medical  College. 

Baltimore,  Maryland,  300,  Johns  Hopkins. 


Washington,  D.  C.,  750,  George  Washington  and 
Georgetown  Medical  Schools. 

Louisville,  Kentucky,  750,  University  of  Louis- 
ville School  of  Medicine. 

Iowa  City,  Iowa,  500,  State  University  of  Iowa 
College  of  Medicine. 

Omaha,  Nebraska,  500,  University  of  Nebraska 
College  of  Medicine;  Creighton  University  School  of 
Medicine. 

New  Orleans,  La.,  500,  Louisiana  State  University 
School  of  Medicine;  Tulane  University  of  Louisiana 
School  of  Medicine. 

Oklahoma  City,  Okla.,  1,000,  University  of  Okla- 
homa School  of  Medicine. 

Cincinnati,  Ohio,  750,  University  of  Cincinnati 
College  of  Medicine. 

Gainesville,  Fla.,  1,000,  University  of  Florida 
Medical  School. 

The  October  18  list  provided  also  for  additions 
to  13  existing  hospitals  and  four  domiciliary  facili- 
ties with  a total  of  4,176  new  beds. 

Funds  for  the  new  hospitals  and  additions  are 
being  requested  for  the  current  fiscal  year  (1946). 
They  are  part  of  the  overall  29,100  bed  program 
approved  by  President  Truman  on  August  4,  1945. 
The  remainder  of  the  program,  which  will  be  an- 
nounced later,  will  be  requested  for  the  1947  fiscal 
year. 

APPOINTMENT  OF  DRS.  MAGNUSON 
AND  BLAIN 

General  Bradley  has  announced  the  appointment 
of  Dr.  Paul  B.  Magnuson  of  Chicago,  an  outstand- 
ing surgeon  and  orthopedic  specialist,  to  develop  the 
research  and  post-graduate  training  program  in  vet- 
erans hospitals  throughout  the  United  States.  Dr. 
Magnuson  will  have  charge  of  developing  research 
programs  for  Veterans’  Administration  in  conjunc- 
tion with  consultants  in  special  medical  fields; 
formulation  of  training  policies  for  medical  person- 
nel; and  establishment  and  operation  of  all  schools 
or  courses  of  instruction  on  professional  subjects  for 
VA  doctors. 

He  has  announced  also  the  appointment  of  Com- 
mander Daniel  Blain,  47,  of  New  York  City,  Public 
HealtK  Service  psychiatrist,  as  director  of  the  Vet- 
erans’ Administration  neuropsychiatric  services. 
Commander  Blain,  who  was  detailed  to  the  War 
Shipping  Administration  during  the  war,  will  have 
charge  of  the  treatment  of  61  per  cent  of  the  vet- 
eran patients  under  Veterans’  Administration  care. 
He  also  will  supervise  the  establishment  of  mental 
hygiene  clinics  in  each  of  the  53  Veterans’  Admin- 
istration regional  offices. 
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GENERAL  KIRK  RECEIVES  DISTINGUISHED 
SERVICE  MEDAL 

Major  General  Norman  T.  Kirk,  Surgeon  General 
of  the  Army,  has  been  awarded  the  Distinguished 
Service  Medal  by  General  Brehon  Somervell,  Com- 
manding General  of  the  Army  Service  Forces,  in 
recognition  of  his  “outstanding  leadership  ...  in 
directing  the  largest  Medical  Department  in  the 
history  of  the  United  States  Army.” 

General  Kirk’s  career  with  the  Army  Medical  De- 
partment began  in  1912  when  he  entered  the  Army 
as  a First  Lieutenant.  He  served  as  Chief  of 
Surgical  Service  at  Sternberg  General  Hospital,  in 
Manila;  Letterman  General  Hospital,  San  Francisco, 
and  Walter  Reed  General  Hospital,  Washington, 
D.  C.  In  1914  he  was  with  a field  hospital  in  Vera 
Cruz,  New  Mexico.  In  1942,  then  a Colonel,  he  was 
assigned  as  Commanding  Officer  of  Percy  Jones 
General  Hospital,  and  in  1943  was  promoted  to  Brig- 
adier General.  Later  in  the  same  year  he  was  ap- 
pointed Surgeon  General,  with  the  rank  of  Major 
General. 

Born  in  Rising  Sun,  Maryland,  General  Kirk  is  a 
graduate  of  the  University  of  Maryland  Medical 
School,  and  has  written  books  on  medical  subjects, 
which  are  used  as  textbooks,  and  is  a member  of 
the  following  medical  associations:  American  Medi- 
cal Association,  American  Surgical  Association, 
American  Orthopaedic  Association,  American 
Academy  of  Orthopaedic  Surgeons,  U.  S.  A.  Typhus' 
Commission,  Central  Committee,  American  Red 
Cross;  Board  of  Commissioners,  U.  S.  Soldiers 
Home;  Association  of  Military  Surgeons;  Federal 
Board  of  Hospitalization;  National  Research  Coun- 
cil; National  Board  of  Medical  Examiners;  Board  of 
Directors,  American  Foundation  for  Tropical  Medi- 
cine, and  Pan  American  Medical  Association. 

The  official  citation  said,  “By  careful  planning, 
efficient  administration,  and  dynamic  example,  he 
(General  Kirk)  made  possible  extraordinary  care 
for  sick  and  wounded  American  soldiers — care  which 
has  never  been  equalled  in  any  war.  He  supervised 
the  selection  of  qualified  medical  specialists  who 
were  assigned  to  posts  stretching  from  the  forward 
areas  to  general  hospitals  in  the  Zone  of  the  In- 
terior, and  combined  their  exceptional  talents  with 
a prompt  evacuation  system  to  achieve  unprece- 
dented results.  Under  his  able  guidance  every  ef- 
fort was  made  to  utilize  the  newer  methods  of  medi- 
cal and  surgical  treatment  and  to  develop  new  tech- 
niques. His  plans  for  the  care  of  battle  casualties 
and  outstanding  efforts  to  prevent  disease  among 
the  troops  resulted  in  an  enormous  reduction  in 
mortality  and  morbidity.  Bearing  tremendous  re- 
sponsibilities, General  Kirk  accomplished  his  trying 
task  in  a distinctly  superior  manner,  thereby  making 
a major  contribution  to  the  success  of  American 
arms.” 

GENERAL  SOMERVELL  REPORTS  ON 
MEDICAL  DEPARTMENT 

In  his  annual  report  to  the  Under  Secretary  of 
War  and  the  Chief  of  Staff,  General  Brehon  Somer- 
vell, Commanding  General,  Army  Service  Forces, 
made  the  following  remarks  concerning  the  Army 
Medical  Department: 

“The  American  Army  is  the  healthiest  army  in 
history. 


“Unbelievable  strides  have  been  made  by  Army 
doctors  even  as  the  war  progressed,  not  only  in 
surgery  and  care  of  the  sick  but  in  preventive  medi- 
cine. 

“Bold  and  successful  use  of  sulfonamides  and 
penicillin  reduced  the  fatality  rate  of  meningitis 
from  38  per  cent  in  the  first  World  War  to  three 
per  cent  in  1944,  pneumonia  from  24  per  cent  to 
0.7  per  cent,  dysentery  from  1.5  to  only  one  recorded 
death.  Deaths  from  malaria  have  dropped  to  an 
astounding  low.  In  1917-1919  there  were  0.2  deaths 
per  hundred  cases  . . . today  the  number  is  0.06  per 
hundred. 

“Great  advances  were  made  in  the  fiscal  year  in 
the  uses  of  whole  blood  and  penicillin.  In  North 
Africa  the  Army  doctors  discovered  that  blood  plas- 
ma, although  it  did  have  a remarkably  beneficial 
effect,  could  not  substitute  for  whole  blood  in  cases 
of  the  most  severe  shock.  Blood  banks  set  up  in 
the  United  States  sent  206,000  pints  of  whole  blood 
to  overseas  theaters  in  nine  months. 

“Penicillin,  for  all  its  value,  originally  had  shown 
a tendency  to  disappear  from  the  blood  stream  after 
a few  hours.  In  order  to  retain  its  effect,  Army 
doctors  worked  out  a method  of  suspending  it  in 
beeswax  and  peanut  oil.  Given  hypodermically  in 
this  combination,  penicillin  remained  in  the  blood  for 
as  long  as  twenty  hours  and  destroyed  disease 
germs. 

“New  methods  of  surgical  care  were  perfected  in 
the  fiscal  year.  ‘Phasing’  of  treatment  was  intro- 
duced. Care  of  the  wounded  was  divided  into  three 
distinct  phases.  The  first  phase  took  place  on  the 
battle  front,  where  surgeons  and  first  aid  crews  gave 
emergency  treatment.  Patients  then  were  evacu- 
ated, more  swiftly  than  ever  before,  to  hospitals  in 
the  Communications  Zone.  Much  of  this  evacuation 
was  done  by  air.  It  was  not  unusual  for  men  who 
could  be  moved  to  undergo  their  emergency  treat- 
ment within  the  sound  of  guns  and  eight  or  few 
hours  later  be  in  bed  in  hospitals  five  hundred 
miles  behind  the  lines.  There  the  second  phase  . . . 
“reparative  surgery”  was  undertaken.  Again  men 
were  evacuated  swiftly  as  soon  as  they  were  able  to 
be  moved  safely  to  hospitals  in  the  United  States. 
Here  the  final  phase  of  surgical  reconstruction  and 
rehabilitation  was  undertaken. 

“The  results  are  apparent  in  the  lowest  mortality 
rate  in  the  history  of  any  army  in  the  world  .... 
4.3  per  cent  of  the  wounded. 

“DDT,  the  magic  chemical  produced  in  vast  quan- 
tities for  the  Army,  halted  many  plagues  among 
civilian  populations  and  prevented  plagues  in  the 
Army  by  destroying  insects  and  vermin.  The  entire 
population  of  Naples  underwent  DDT  treatment, 
their  clothing  and  bedding  being  sprayed,  and  dan- 
gerous epidemics  were  halted  before  they  had  a 
chance  to  spread. 

“Inspection  of  foodstuffs  is  another  duty  of  th 
Medical  Department.  Thirty-three  million  pounds 
of  food  were  inspected  daily  at  home  and  overseas. 

“Forward  steps  in  the  neuropsychiatry  treat- 
ments resulted  in  the  return  to  duty  in  the  theatre 
of  operations  of  90  per  cent  of  the  cases  of  battle 
fatigue.  Forty  to  sixty  per  cent  were  able  to  re- 
turn to  combat  units.  Before  the  introduction  of 
the  new  treatment,  which  occurs  immediately  behind 
the  front,  only  ten  per  cent  returned.” 


Volume  30 
Number  12 


OFFICE  OF  THE  SURGEON  GENERAL 


449 


FELLOWSHIPS  OFFERED  IN 
NEUROPSYCHIATRY 

For  the  benefit  of  those  interested  in  neuropsy- 
chiatry, the  Austin  Riggs  Foundation  of  Stock- 
bridge,  Massachusetts,  has  announced  that  fellow- 
ships for  three  years’  training  in  this  specialty  are 
now  open.  Army  personnel  who  wish  to  go  into  the 
field  of  neuropsychiatry  may  apply  to  Doctor 
Charles  H.  Kimberly,  Medical  Director,  Austin  Riggs 
Foundation,  Stockbridge,  Massachusetts. 

QUALIFIED  RESERVE  OFFICERS  TO  RECEIVE 
PROMOTION 

Qualified  reserve  officers  who  have  not  yet  re- 
ceived a promotion  while  on  active  duty  will  re- 
ceive one  promotion  as  they  are  separated,  the  War 
Department  has  announced.  To  be  eligible  for  this 
promotion,  the  officer  must  have  served  two  years 
in  his  present  rank  since  September  16,  1940,  and 
must  have  an  efficiency  rating  of  at  least  35.  This 
does  not  apply  to  promotions  above  the  rank  of 
Colonel. 

WORLD  WAR  II  CASUALTIES 

Sixty-three  per  cent  of  the  wounds  received  in 
World  War  II  were  those  of  the  upper  and  lower 
extremities,  with  the  lower  extremities  the  heaviest 
proportion,  according  to  Major  General  Norman  T. 
Kirk,  Surgeon  General  of  the  Army,  who  spoke 
recently  before  the  Milwaukee  Association  of  Com- 
merce. 

“There  were  207,754  men  of  the  United  States 
Army  killed  in  action  and  571,490  wounded,”  Gen- 
eral Kirk  stated.  “Of  those  wounded,  363,322  re- 
turned to  duty  after  hospitalization  and  25,145  died. 
These  figures  indicate  that  the  rate  of  those 
wounded  who  died  was  nearly  twice  as  great  in 
World  War  I.” 

Of  the  15,000  amputees  of  World  War  II,  14,000 
needed  artificial  limbs,  7,000  of  whom  still  remain  in 
general  hospitals.  The  balance  either  returned  to 
civilian  life  or  remained  on  duty  as  instructors  for 
other  amputees,  the  General  continued.  There  have 
been  two  quadruple  amputations  and  nine  triple  am- 
putations recorded  in  World  War  II.  Of  the  14,000 
needing  prostheses,  95  per  cent  have  lost  one  arm 
or  leg,  and  five  per  cent  have  suffered  two  major 
amputations. 

Outlining  the  Army’s  job  in  medical  care  and  re- 
habilitation of  the  wounded,  General  Kirk  also 
stressed  the  part  of  the  American  public  in  helping 
the  returned  veteran,  and  concluded,  “Too  many 
men  in  the  last  war  became  social  derelicts  because 
too  little  responsibility  was  assumed  by  business 
and  industry  in  placement  of  the  individual  in  a job 
commensurate  with  disabilities.  Those  men  have 
won  the  war,  now  let  us  help  them  win  the  peace.” 

INTERNAL  MEDICINE  CONFERENCE  TO  BE 
HELD  AT  LETTERMAN  GENERAL  HOSPITAL 

A conference  on  internal  medicine  will  be  held  at 
Letterman  General  Hospital  in  San  Francisco,  Cali- 
fornia, November  7 and  8,  under  the  direction  of 
Brigadier  General  Charles  C.  Hillman,  Commanding 
General  of  the  hospital,  to  be  attended  by  medical 
chiefs,  consultants,  and  surgeons  of  various  hos- 
pitals and  service  commands. 

Representing  the  Office  of  the  Surgeon  General, 


Brigadier  General  Hugh  J.  Morgan,  Chief  Con- 
sultant in  Medicine,  will  speak  on  the  role  of  medi- 
cine in  the  Pacific  war  and  Major  Clarence  Livin- 
good,  Consultant  in  Dermatology,  will  take  part  in  a 
panel  discussion  of  diphtheria  and  lichenoid  and 
allied  skin  diseases. 

Other  subjects  under  discussion  will  be  rheu- 
matic fever,  coccidioidomycosis,  and  hepatitis.  A 
program  of  dedication  has  been  planned  for  the  new 
swimming  pool  at  Letterman,  and  members  of  the 
conference  will  be  conducted  on  a tour  of  the  hos- 
pital. 

O’REILLY  AND  FITZSIMONS  GENERAL  HOS- 
PITALS BECOME  PLASTIC  EYE  CENTERS 

In  keeping  with  the  Army’s  program  to  establish 
sufficient  plastic  eye  centers  to  supply  the  needs  of 
patients  requiring  prostheses,  Fitzsimons  and 
O’Reilly  General  Hospitals  have  been  added  to  the 
list  of  general  hospital  centers. 

Other  Army  General  Hospitals  now  producing 
plastic  eyes  are:  Thayer,  Birmingham,  McGuire, 
Hammond,  Barnes,  Dibble,  Newton  D.  Baker,  Tilton, 
(also  Waltham  Regional  Hospital),  Rhoads,  Hal- 
loran,  McCloskey,  Wakeman,  Glennan,  Cushing,  Ash- 
burn,  Crile,  Northington,  Gardiner,  Lawson,  Walter 
Reed,  Percy  Jones,  Brooke,  William  Beaumont,  Fin- 
ney, Harmon,  and  Valley  Forge. 

RECOVERY  TEAMS  EVACUATE  ALLIED 
PRISONERS  OF  WAR 

Allied  prisoners  of  war,  escapees  from  Japanese 
prison  camps  and  American  pilots  who  crashed  on 
the  Japanese  island  of  Hainan  were  located  and 
cared  for  by  Army  recovery  teams  and  portable 
hospitals  set  up  for  the  purpose,  according  to  a re- 
cent announcement  by  the  War  Department. 

Many  of  the  prisoners,  who  escaped  from  the 
Japanese  and  hid  in  the  hills  or  were  taken  in  by 
friendly  Chinese  inhabitants,  were  still  unaware  that 
the  war  was  over,  and  it  was  the  job  of  these  recov- 
ery teams  to  find  them  and  evacuate  them  from  the 
island. 

The  42nd  Portable  Surgical  Hospital,  headed  by 
Captain  Gordon  B.  Carver,  Ann  Arbor,  Michigan, 
was  set  up  in  hospitals  made  available  by  the  Japa- 
nese, and  Dutch,  Australian  and  Indian  liberated 
prisoners  began  pouring  into  the  hospitals.  Of  30,- 
000  Chinese  .coolies  pressed  into  service  on  the 
island  by  the  Japanese,  only  5,000  remained  alive. 
They  were  all  suffering  from  malnutrition,  and 
many  of  them  had  beriberi,  amoebic  dysentery,  and 
other  diseases.  Of  the  700  prisoners  evacuated  from 
Hsiao-ling  prison  camp,  more  than  half  needed  medi- 
cal attention  and  250  required  hospitalization. 

Through  the  efforts  of  the  hospital  personnel  and 
the  cooperation  of  the  Chinese  villagers,  the  last 
of  the  patients  were  evacuated  on  hospital  ships  by 
the  early  part  of  September.  The  42nd  Portable 
Surgical  Hospital  is  still  operating  on  the  island, 
taking  care  of  personnel  located  in  that  area. 

SANITATION  AND  PUBLIC  HEALTH 

The  new  knowledge  made  available  in  the  field 
of  sanitation  during  World  War  II  will  prove  in- 
valuable in  planning  a national  research  program 
of  health  and  sanitation  for  the  coming  years  of 
peace,  according  to  Brigadier  General  James  Stevens 
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Simmons,  Chief  of  Preventive  Medicine  Service,  Of- 
fice of  the  Surgeon  General,  who  spoke  recently  at 
the  annual  meeting  of  the  National  Sanitation 
Foundation,  Ann  Arbor,  Michigan. 

Tracing  the  Army’s  “long,  proud  tradition  of  re- 
search in  preventive  medicine,”  General  Simmons 
discussed  the  achievements  of  the  Army  Medical  De- 
partment in  World  War  II  in  fields  directly  con- 
cerned with  or  contributory  to  sanitation.  Peni- 
cillin, streptomycin,  and  many  other  life-saving 
drugs  were  a result  of  wartime  research,  while  the 
new  insect  repellent,  DDT,  has  revolutionized  the 
control  of  insect-borne  diseases,  General  Simmons 
pointed  out.  The  Army’s  research  program  will  not 
cease  because  of  the  war’s  end,  but  will  continue 
on  problems  yet  unsolved. 

“The  United  States  is  now  a leader  in  the  field 
of  public  health,”  the  General  concluded.  “Or- 
ganization of  research  and  leadership  in  the  field 
of  sanitation  will  mean  increasing  the  strength  and 
security  of  America.” 

ARMY  PERSONNEL  RECEIVE  INFLUENZA 
INOCULATIONS 

All  Army  personnel  have  been  ordered  inocu- 
lated during  the  months  of  October  and  November 
with  a new  influenza  vaccine  as  a preventive  meas- 
ure against  influenza  epidemics,  the  Office  of  the 
Surgeon  General  has  announced. 

The  vaccine,  made  by  injecting  influenza  virus 
into  chick  embryo,  is  to  be  administered  in  a single 
injection.  Experimentation  with  the  new  vaccine 
was  started  early  in  1943,  but  sufficient  quantities 
for  mass  inoculation  were  not  made  available  until 
the  present  year. 

CENTRAL  AGENCY  ESTABLISHED  TO  SERVE 
PHYSICALLY  HANDICAPPED 

The  National  Society  for  Crippled  Children  and 
Adults,  Inc.,  211  West  Wacker  Drive,  Chicago  6, 
Illinois,  is  establishing  a central  agency  for  all  per- 
sonnel qualified  to  serve  the  physically  handicapped. 
It  invites  registration  by  qualified  persons  in  the 
following  listed  and  related  categories: 

Physicians  specializing  in  physical  medicine  and 
orthopedic  surgery. 

Technicians — Occupational  therapy,  physiothera- 
py, medical  stenography,  dietetics,  industrial  nurs- 
ing. 

Speech  correctionists,  physical  educators,  teachers 
of  arts  and  crafts,  teachers  of  trades,  testing  psy- 
chologists, clinical  psychologists,  clinical  psycholo- 
gists, guidance  specialists,  medical  social  workers, 
and  social  case  workers. 

All  applicable  commissioned  and  enlisted  person- 
nel eligible  or  soon  to  become  eligible  for  release 
are  invited  to  register. 

WORK  OF  MEDICAL  DEPARTMENT  IN 
WORLD  WAR  II 

In  his  biennial  report  to  the  Secretary  of  War, 
General  George  C.  Marshall,  Chief  of  Staff  of  the 
United  States  Army,  paid  tribute  to  the  Medical  De- 
partment for  its  outstanding  work  in  World  War  II, 
as  follows: 

“The  remarkable  reduction  in  the  percentage  of 
the  deaths  from  battle  wmunds  is  one  of  the  most 


direct  and  startling  evidences  of  the  great  work  of 
the  Army  medical  service.  In  the  last  two  years 
Army  hospitals  treated  9,000,000  patients;  another 

2.000. 000  were  treated  in  quarters  and  more  than 

80.000. 000  cases  passed  through  the  dispensaries  and 
received  outpatient  treatment.  This  tremendous 
task  was  accomplished  by  45,000  Army  doctors  as- 
sisted by  a like  number  of  nurses  and  by  more 
than  one-half  million  enlisted  men,  including  bat- 
talion-aid men,  whose  courage  and  devotion  to  duty 
under  fire  has  been  as  great  as  that  of  the  fighting 
men  they  assisted. 

“One  of  the  great  achievements  of  the  Medical 
Department  was  the  development  of  penicillin 
therapy  which  has  already  saved  the  lives  of  thou- 
sands. Two  years  ago  penicillin,  because  of  an  ex- 
traordinary complicated  manufacturing  process,  was 
so  scarce  the  small  amounts  available  were  price- 
less. Since  then  mass  production  techniques  have 
been  developed  and  the  Army  is  now  using  2,000,000 
ampules  a month. 

“Despite  the  fact  that  United  States  troops  lived 
and  fought  in  some  of  the  most  disease-infested 
areas  of  the  world,  the  death  rate  from  non-battle 
causes  in  the  Army  in  the  last  two  years  was  ap- 
proximately that  of  the  corresponding  age  group  in 
civil  life — about  3 per  1,000  per  year.  The  greater 
exposure  of  troops  was  counter-balanced  by  the 
general  immunization  from  such  diseases  as  typhoid, 
typhus,  cholera,  tetanus,  smallpox,  and  yellow  fever, 
and,  obviously,  by  the  fact  that  men  in  the  Army 
were  selected  for  their  physical  fitness. 

“The  comparison  of  the  non-battle  death  rate  in 
this  and  other  wars  is  impressive.  During  the 
Mexican  War,  10  per  cent  of  officers  and  enlisted 
men  died  each  year  of  disease;  the  rate  was  re- 
duced to  7.2  per  cent  of  Union  troops  in  the  Civil 
War;  to  1.6  per  cent  in  the  Spanish  War  and  the 
Philippine  Insurrection;  to  1.3  per  cent  in  World 
War  I;  and  to  0.6  per  cent  of  the  troops  in  this 
war. 

“Insect-borne  diseases  had  a great  influence  on 
the  course  of  operations  throughout  military  his- 
tory. Our  campaigns  on  the  remote  Pacific  Islands 
would  have  been  far  more  difficult  than  they  were 
except  for  the  most  rigid  sanitary  discipline  and 
the  development  of  highly  effective  insecticides  and 
repellents.  The  most  powerful  weapon  against 
disease-bearing  lice,  mosquitoes,  flies,  fleas  and 
other  insects  was  a new  chemical  compound  com- 
monly known  as  DDT.  In  December  1943  and  early 
1944,  a serious  typhus  epidemic  developed  in  Naples. 
The  incidence  had  reached  50  cases  a day.  DDT 
dusting  stations  wTere  set  up  and  by  March  more 
than  a million  and  a quarter  persons  had  been 
processed  through  them.  These  measures  and  an 
extensive  vaccination  program  brought  the  epidemic 
under  control  within  a month.  Shortly  after  the 
invasion  of  Saipan  an  epidemic  of  dengue  fever  de- 
veloped among  the  troops.  After  extensive  aerial 
spraying  of  DDT  in  mosquito-breeding  areas,  the 
number  of  cases  a day  fell  more  than  80  per  cent  in 
two  weeks.  The  danger  of  scrub  typhus  in  the  Pa- 
cific Islands  and  in  Burma  and  China  was  reduced 
measurably  by  the  impregnation  of  clothing  with 
dimethyl  phthalate. 

“The  treatment  of  battle  neurosis  progressed 
steadily  so  that  between  40  and  60  per  cent  of  men 
who  broke  down  in  battle  returned  to  combat  and 
another  20  to  30  per  cent  returned  to  limited  duties. 
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Tn  the  early  stages  of  the  war  less  than  10  per  cent 
of  these  men  were  reclaimed  for  any  duty. 

“The  development  of  methods  of  handling  whole 
blood  on  the  battlefield  was  a great  contribution 
to  battle  surgery.  Though  very  useful,  plasma  is 
not  nearly  as  effective  in  combating  shock  and  pre- 
paring wounded  for  surgery  as  whole  blood.  Blood 
banks  were  established  in  every  theatre  and  addi- 
tional quantities  were  shipped  by  air  from  the 
United  States,  as  a result  of  the  contribution  of 
thousands  of  patriotic  Americans.  An  expendable 
refrigerator  was  developed  to  preserve  blood  in  the 
advanced  surgical  stations  for  a period  of  useful- 
ness of  21  days. 

“So  that  no  casualty  is  discharged  from  the  Army 
until  he  has  received  full  benefit  of  the  finest  hos- 
pital care  this  Nation  can  provide,  the  medical 
service  has  established  a reconditioning  program. 
Its  purpose  is  to  restore  to  fullest  possible  physical 
and  mental  health  any  soldier  who  has  been  wound- 
ed or  fallen  ill  in  the  service  of  his  country. 

“To  insure  that  men  are  properly  prepared  for  re- 
turn to  civilian  life  the  Army  established  25  special 
convalescent  centers.  At  these  centers  men  receive 
not  only  highly  specialized  medical  treatment,  but 
have  full  opportunity  to  select  any  vocational  train- 
ing or  recreational  activity,  or  both,  they  may  de- 
sire. Men,  for  example,  who  have  been  disabled  by 
loss  of  arms  or  legs  are  fitted  with  artificial  limbs 
and  taught  to  use  them  skillfully  in  their  former 
civilian  occupation  or  any  new  one  they  may  select. 
Extreme  care  is  taken  to  insure  that  men  suffering 
from  mental  and  nervous  disorders  resulting  from 
combat  are  not  returned  to  civil  life  until  they  have 
been  given  every  possible  treatment  and  regained 
their  psychological  balance.” 

ARMY  MEDICAL  DEPARTMENT  GETS  SIX  PER 

CENT  OF  WORLD  WAR  II  DECORATIONS 

Of  the  1,400,409  decorations  given  in  World  War 
II  in  recognition  of  meritorious  service  and  gallan- 
try, six  per  cent  were  received  by  Medical  Depart- 
ment personnel,  according  to  a biennial  report  by 
General  George  C.  Marshall.  These  figures  are  ex- 
clusive of  the  Air  Medal  and  the  Purple  Heart. 

ARMY  DENTISTS  FILL  OVER  SEVENTY-ONE 
MILLION  TEETH 

The  Army  Dental  Corps  has  made  71,500,000  fill- 
ings, 16,500,000  extractions,  and  2,600,000  dentures 
for  personnel  of  the  Army  since  Pearl  Harbor,  ac- 
cording to  a report  by  Major  General  Robert  H. 
Mills,  Director  of  the  Dental  Division,  Office  of  The 
Surgeon  General. 

As  a result  of  the  dental  requirements  of  the 
early  Selective  Service  program  from  1940  to  1941, 
which  required  the  recruit  to  have  three  natural 
masticating  teeth  and  three  serviceable  opposing 
natural  incisors,  8.8  per  cent  of  the  first  3,000,000 
inductees  were  rejected.  Dental  defects  were  the 
leading  cause  for  rejection,  with  eye  defects  second 
and  mental  and  nervous  defects  third.  The  dental 
requirements  for  entrance  in  the  Army  were  lowered 
twice  in  1942  to  meet  the  need  for  men  in  military 
service  and  finally  the  only  disqualifying  factors 
were  severe  jaw  malformation  or  malignancies. 

The  Army  Dental  Corps  accepted  full  responsi- 
bility for  rehabilitating  these  men  who  could  not 
meet  the  minimum  dental  requirements.  It  was 


found  that  average  dental  requirements  for  every 
100  inductees  were  about  60  to  80  extractions  and 
a minimum  of  240  fillings. 

In  addition  to  the  rehabilitation  of  1,500,000  men 
for  the  Army  by  use  of  prosthetic  appliances,  the 
Army  Dental  Corps  is  now  working  in  cooperation 
with  opthalmological  services  in  methods  of  fabricat- 
ing an  artificial  eye  in  synthetic  resin,  of  which 
more  than  five  thousand  have  been  inserted  to  date. 
The  Dental  Service  has  been  active  also  in  making 
and  perfecting  the  technique  associated  with  plastic 
ears,  noses  and  chins. 

REGULAR  ARMY  OFFICERS  TO  RECEIVE 
PROFESSIONAL  TRAINING 

One  hundred  Regular  Army  officers  have  been 
assigned  to  Army  General  Hospitals  and  medical 
installations  as  part  of  the  Army’s  new  plan  to  give 
professional  training  to  officers  of  the  Regular 
Army  Medical  Department. 

Under  this  policy,  the  Regular  Army  Medical 
Corps  officer  will  be  assured  a professional  career 
and  will  receive  graduate  training,  aid  in  obtaining 
board  certification  for  medical  specialties  from  rec- 
ognized civilian  specialty  boards,  and  security  not 
usually  available  in  civilian  practice.  The  new  pro- 
gram also  offers  opportunities  for  Regular  Army 
officers  now  doing  administrative  work  to  under- 
study doctors  who  have  been  active  in  professional 
practice  during  the  war. 

Twenty-one  of  the  one  hundred  officers  have  been 
assigned  to  specialize  in  Internal  Medicine,  and 
thirty-three  in  General  Surgery.  The  others  are 
assigned  in  Radiology,  EEN'T,  Anesthesiology,  Neu- 
ropsychiatry, Urology,  Pathology,  Orthopedics,  Ob- 
stetrics and  Gynecology,  and  Public  Health. 

OKINAWA  SNAKES  PROVIDE  ANTIVENIN 

Snakes  brought  from  Okinawa  to  aid  in  experi- 
ments for  the  production  of  American  antivenin 
will  be  kept  on  exhibit  at  the  Washington  Zoo,  ac- 
cording to  an  announcement  recently  made  by  the 
Office  of  the  Surgeon  General. 

Experiments  are  under  way  to  determine  the  ef- 
fectiveness of  American  antivenin  against  the  venom 
obtained  from  these  Okinawa  snakes.  Analyses  are 
also  being  made  of  samples  of  Japanese  antivenin 
which  were  captured  at  Okinawa. 

Although  this  experimental  work  has  not  yet  been 
concluded,  present  indications  are  that  American 
antivenin  should  be  reasonably  effective  in  the 
treatment  of  snake  bites  on  Okinawa. 

Several  different  species  of  snakes  were  im- 
ported from  Okinawa  and  placed  in  the  Washington 
Zoo,  where  venom  was  taken  from  them  for  the 
work  in  the  biological  laboratories.  There  are  no 
snakes  similar  to  these  in  America. 

Until  September  13  this  whole  subject  was  classi- 
fied as  confidential,  but  since  then  it  has  been  de- 
classified and  Washington  Zoo  authorities  were 
authorized  to  exhibit  and  label  the  snakes  which 
were  placed  in  their  care. 
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(Christmas 


Above  the  tumult  of  the  World 
We  hear  a song  again, 

A song  of  Hope,  and  Faith,  and  Joy, 
of 

“PEACE,  GOOD  WILL  TO  MEN ” 

We  see,  above  the  darkness, 

A star  shine  from  the  blue 
And  know  that  God's  unfailing  loVe 
Will  make  that  song  come  true! 
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NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 

News  Notes 

The  nursing  organizations  in  the  state, 
Nebraska  State  Nurses’  Association,  Nebras- 
ka State  League  of  Nursing  Education  and 
Nebraska  State  Organization  for  Public 
Health  Nursing,  held  a three-day  meeting  in 
Omaha  in  October.  Nursing  problems  dis- 
cussed concerned  the  new  Counseling  and 
Placement  Service;  better  nursing  through 
integration  of  public  health  nursing  in  the 
basic  curriculum,  and  mental  hygiene  in  pub- 
lic health  nursing. 

The  private  duty  section  presented  Dr. 
Herbert  H.  Davis  in  a discussion  of  “Protein 
Deficiencies  in  Surgery,”  and  Dr.  A.  E.  Ben- 
nett was  the  speaker  at  the  luncheon  meet- 
ing Friday  on  “Mental  Hygiene  Needs  in 
Nebraska.” 


The  State  Department  of  Health,  in  coop- 
eration with  the  University  of  Nebraska,  De- 
partment of  Entomology,  has  sponsored  a 
Seminar  and  demonstration  on  insect  control. 
In  this  Seminar  lectures  were  given  to  in- 
struct those  present  in  the  habits  of  the  re- 
spective insects  to  be  controlled,  the  use  of 
insecticides,  and  the  practices  that  should  be 
given  special  attention.  The  lecture  work 
was  followed  by  demonstrations  to  illustrate 
the  specific  controls  on  the  insects  under  con- 
sideration. Inasmuch  as  DDT  is  drawing  so 
much  attention  at  this  time,  a good  portion 
of  the  sessions  was  devoted  to  its  application 
and  use. 

The  Seminar  was  held  in  Lincoln,  Novem- 
ber 5 and  6,  1945.  The  classroom  sessions 
were  held  at  the  University  of  Nebraska,  Col- 
lege of  Agriculture,  Department  of  Ento- 
mology. Demonstrations  were  given  at  dairy 
barns,  poultry  houses,  kitchens  and  other 
specific  units,  either  at  the  University  of 
Nebraska  or  at  one  of  the  institutions  of  the 
State  Board  of  Control.  The  Seminar  was 
under  the  direct  supervision  of  Dr.  H.  D. 
Tate,  Chairman,  Department  of  Entomology, 
University  of  Nebraska,  and  Dr.  J.  R.  Rowe, 
Entomologist,  U.  S.  Public  Health  Service, 
Kansas  City,  Missouri. 

This  was  the  first  meeting  of  this  type 
to  be  held  in  Nebraska. 


The  educational  material  used  in  the 
schools  and  homes  in  connection  with  the 


immunization  programs  over  the  state  is  be- 
ing revised.  It  will  soon  be  ready  for  distri- 
bution to  those  schools  that  have  arranged 
with  the  physicians  for  the  immunization 
program. 


The  new  Communicable  Disease  Chart  for 
use  in  schools  is  off  the  press  and  is  being 
distributed  to  the  schools.  These  Charts 
are  available  to  any  physicians  interested  in 
receiving  them. 


W.  E.  Holmes,  M.D.,  has  returned  from 
service  in  the  European  Theater  of  Opera- 
tions and  has  been  reappointed  as  Health  Of- 
ficer for  the  Scotts  Bluff  County  Health  De- 
partment, Gering,  Nebraska.  Dr.  Holmes 
served  in  this  capacity  several  years  ago. 


Charles  P.  Bergtholdt,  formerly  Industrial 
Hygienist  with  the  Nebraska  Defense  Cor- 
poration, Fremont,  has  been  appointed  to  the 
Laboratory  staff  of  the  State  Department  of 
Health  as  Bacteriologist.  Mr.  Bergtholdt  be- 
gan his  new  work  October  3. 


Willard  E.  Deacon,  formerly  captain  with 
the  Sanitation  Corps  of  the  Army,  is  a new 
member  of  the  Bacteriological  staff  of  the 
State  Laboratories,  beginning  his  work  No- 
vember 1.  Mr.  Deacon  has  carried  on  labora- 
tory work  in  various  European  theaters  dur- 
ing the  war. 


A.  F.  Bates  terminated  his  service  as  Bac- 
teriologist with  the  State  Health  Labora- 
tories to  assume  his  new  duties  November  1, 
as  Director  of  the  Laboratory  of  the  City 
of  Lincoln,  Department  of  Health. 


William  Sayre  Proudfit,  formerly  with  the 
State  Health  Laboratories,  has  been  heard 
from  recently.  He  was  at  Brest,  France, 
awaiting  a ship  to  bring  him  home  and  to  his 
old  job  as  Serologist  with  the  State  Labora- 
tories. 


The  X-ray  Mobile  Unit  will  complete  its 
schedule  in  Sarpy  County,  November  13, 
1945.  The  program  for  the  next  three 
months  will  be  as  follows: 

In  Lincoln: 

St.  Elizabeth’s  Hospital,  Cadet  Nurses, 
staff  and  employees; 
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Bryan  Memorial  Hospital,  Cadet  Nurses, 
staff  and  employees; 

Home  for  Dependent  Children; 

State  Reformatory  for  Men ; 

State  Penitentiary; 

State  Hospital. 

In  Grand  Island : 

Soldiers’  and  Sailors’  Home. 

In  Scotts  Bluff  County: 

A county  survey. 


U.  S.  Public  Health  Service  representa- 
tives in  cooperation  with  the  State  Depart- 
ment of  Health  have  begun  tests  of  food 
handling  establishments  in  a survey  that  will 
extend  to  many  places  in  the  state. 

Working  out  of  a $12,500  portable  bacteri- 
ological laboratory,  the  health  officials  are 
making  bacteria  counts  from  utensils,  dishes 
and  glasses  used  in  restaurants,  soda  foun- 
tains and  taverns.  The  laboratory  inspects 
milk  from  dairies,  also  farm  products,  and 
examines  sewage  to  determine  its  effect  on 
nearby  streams. 

T.  A.  Filipi,  Lincoln,  Director  of  the  Divi- 
sion of  Sanitation  of  the  State  Department 
of  Health  is  making  arrangements  for  the 
laboratory’s  survey.  Capt.  Stephen  Megre- 
gian  is  the  laboratory  chief. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Dr.  G.  J.  Srb  of  Dodge  visited  in  California  for  a 
few  days  in  October. 

Serving  a residency  in  orthopedic  surgery  in  Iowa 
City  is  Dr.  Chester  Barta  of  Ashland. 

Dr.  and  Mrs.  R.  E.  Roche  of  Sidney  visited 
their  son.  Dr.  Jason  Roche,  in  Boston  in  October. 

Dr.  H.  M.  Hepperlen  addressed  the  Beatrice  Ki- 
wanis  Club  on  “The  Story  of  Penicillin,”  in  Novem- 
ber. 

Dr.  A.  A.  Enos,  who  for  three  years  was  physician 
to  the  Ordnance  Plant  in  Grand  Island,  has  located 
in  Kearney. 

Dr.  John  M.  Thomas  was  elected  a member  of 
the  Omaha  School  Board  to  complete  the  term  of  the 
late  Dr.  Claude  Mason. 

Dr.  and  Mrs.  Lucien  Stark  vacationed  in  Cali- 
fornia in  October,  visiting  their  son  and  daughter- 
in-law,  Mr.  and  Mrs.  Howard  Stark  and  their  chil- 
dren. 

Dr.  and  Mrs.  D.  D.  Stonecipher  of  Nebraska  City 
visited  their  son,  David,  who  is  serving  his  interne- 


ship  in  the  Merchant  Marine  Hospital  on  the  west 
coast. 

Dr.  F.  M.  Heacock  of  Lyons  suffered  minor 
bruises  and  lacerations  in  October  when  his  coupe 
overturned  and  skidded  at  an  intersection  north  of 
Oakland  on  Highway  No.  77. 

R.  T.  Takenaga  has  located  in  North  Platte.  Dr. 
Takenaga  is  a graduate  of  Creighton  University 
Medical  School  and  has  served  a residency  in  Mercy 
Hospital  in  Council  Bluffs  and  the  Leo  N.  Levi  Hos- 
pital in  Hot  Springs,  Arkansas. 


DEATHS 

Breuer,  Miles  John,  Los  Angeles.  Born  in  Chicago, 
111.,  in  1889.  Graduate  of  Rush  Medical  College  in 
1915,  and  located  in  Lincoln  in  1915.  Served  in 
World  War  I as  a captain  in  the  Medical  Corps. 
Following  his  service  in  the  Army  he  returned  to 
Lincoln  where  he  remained  in  practice  until  1943, 
when  he  moved  to  Los  Angeles.  Death  occurred 
October  14,  1945.  Surviving  are  his  wife  and  two 
daughters,  one  of  whom  is  Dr.  Rosalie  Neigh  of 
Ann  Arbor,  Mich. 


'i  oder,  Charles  Albert,  Elm  Creek,  retired.  Born 
in  Missouri  in  1875.  Graduate  of  Lincoln  Medical 
College,  Lincoln  in  1902.  Was  a practicing  physician 
in  Custer  County  for  the  past  44  years.  Served  in 
the  first  world  war  as  a captain  in  the  Army  Medical 
Corps.  Died  October  9,  1945.  Survivors  are  a wife 
and  two  daughters. 


Brink,  Chester  Abram,  Pleasanton.  Born  in  Illi- 
nois in  1870.  Graduated  from  University  of  Illinois 
College  of  Medicine  in  1893.  Practiced  in  Nebraska 
for  more  than  50  years.  Served  in  World  War  I in 
the  Army  Medical  Corps.  Died  at  his  home  on 
October  21,  1945.  Surviving  is  the  widow. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  bought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise 
of  ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever 6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 
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* Killed  in  action 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Donovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
**Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
Weber,  C.  R.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Albertson,  L.  C.,  Kearney 
Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  B.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak.  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
CUSTER  COUNTY 

Koefoot,  Ted,  Jr.,  Broken  Bow 
Leonard,  Patrick,  Broken  Bow 
DAWES  COUNTY 
Anderson,  A.  W.,  Lexington 
DeFlon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 
**Norall,  V.  D„  Lexington 

Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 
**Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 
Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 
**Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
**Best,  R.  Russell 
Bowers,  Warren  F. 

Blazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

**Cohen,  Louis  Allen 
**Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
**Day,  .Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 


As  of  November  15,  1945 

**  Released  from  Service 


**Donelan,  James  P. 
Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
**Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 
**Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 
**Green,  M.  C. 

Greenberg,  Maynard 
**Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Hafflce,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H„  Int. 

**Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 
**Heywood,  Leo.  T. 
Hirschman,  J.  H.,  Int. 
Hoekstra,  Clarence,  S.,  Int. 
**Holden,  Walter  J. 

** Holmes,  W.  E. 

**Horwich,  Joe  Maurice 
Hubenka,  A.  H. 
Hungerford,  Wm.  E. 
**Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kemp,  Wm.  T. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 
**Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 
Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 
Lierman,  C.  E.,  Inc. 

Longo,  Jos.  A. 
**Mackenbrock,  F.  C. 

Mangiameli,  Carl  L. 
**Mangimelli,  Sami.  T. 

Martin,  Paul  J. 
**McLaughlin,  Chas.  W. 
**Millett,  Clinton  C. 
isMoran,  C.  S. 

Mooater,  Chas.  J.,  Int. 
Morrow,  Paul 
**Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 
O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 
**Rose,  Forrest  I. 

Schaefers.  Richard  Henry 
Senter,  Vance  E.,  Int. 
Shamberg.  Alfred  H.,  Int. 
**Staubitz,  H.  F. 

**Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand.  Clarence  Johnson 
**Tamisiea,  .John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tombkins,  Chas. 
**Townley,  Robt.  Hadley 
Vroman,  Donald  Clav 
Waters,  C.  H.,  Jr. 

** Weinberg',  J.  A. 

Wendland,  John  P. 
**Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 
“Young,  Geo.  Alex.,  Jr. 


f Died 

FILLMORE  COUNTY 
**Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M„  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
**Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
Johnson,  E.  George,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainlay,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E„  Kimball 
KEITH  COUNTY 

Vandiver,  H.  A.,  Ogallala 

KNOX  COUNTY 

Carrig,  M.  H.,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Everett,  H.  H„  Jr. 

Fechner,  A H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Greer,  Rex  E. 

Haentzschel,  L.  E. 

Haley,  Robert  R. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
“Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

** Miller,  S.  D. 

Morton,  H.  B. 

Hunger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 


Nebr.  S.  M.  Jour. 
December,  1045 
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Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

**Snipes,  J.  J. 

Stein,  Robt.  J. 

**Still,  Richard  M. 

Taborsky,  A.  P. 

**Teal,  Frederick  P. 

**Teal,  Philip 
**Underwood,  G,  R. 

**  Whitham,  R,  H. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H,  H. 

LINCOLN  COUNTY 
Anderson,  Gustave  Theodore,  N. 
Platte 

Anderson,  Thorwald  R.,  N.  Platte 
Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L E.,  North  Platte 
Long',  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
fRedfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 


MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
NEMAHA  COUNTY 
Tushla,  F.  M.,  Auburn 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 

Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 
PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W„  Holdrege 
PLATTE  COUNTY 
**Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 

RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 

RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest.  Falls  City 
Youngman,  R.  A.,  Falls  City 


SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
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OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Lt.  Col.  W.  B.  Kingsley  stationed  at  Dyersberg, 
Tenn.,  was  home  on  a ten-day  leave  in  Hastings  in 
October. 

James  F.  Kennedy  of  Alliance  is  stationed  in  the 
Philippines. 

Following  a three-year  stay  in  Europe,  Capt. 
Hamilton  H.  Morrow  of  Fremont  has  returned  to 
the  U.  S. 

Dr.  Paul  Huber,  of  Exeter,  following  four  years’ 
service  in  the  U.  S.  Army  Medical  Corps  has  been 
discharged  and  is  planning  on  locating  in  Crete, 
Nebr. 

A veteran  of  three  invasions  and  seven  campaigns 
in  Europe,  Lt.  Col.  F.  C.  Mackinbrock,  a graduate 
of  Creighton  Medical  School  in  1934,  has  located  in 
Omaha.  Dr.  Mackinbrock  is  on  the  staff  of  Creigh- 
ton University  Medical  School  in  the  department  of 
Internal  Medicine. 

Dr.  Donovan  B.  Foote  of  Hastings,  recently  dis- 
charged from  the  army  medical  corps  has  resumed 
his  practice  as  a member  of  the  Foote  Clinic  in 
Hastings. 

Dr.  Harry  Jakeman  has  returned  to  Wahoo  fol- 
lowing his  discharge  from  the  medical  corps  of  the 
United  States  Army. 

Following  his  discharge  from  the  army  medical 
corps  as  a major,  Dr.  Juul  Nielsen  has  returned  to 
his  former  post  as  superintendent  of  the  Hastings 
State  hospital  at  Ingleside. 

Dr.  Donald  Watson  has  returned  to  Grand  Island, 
to  become  associated  with  his  father,  Dr.  E.  A. 
Watson.  Dr.  Watson  served  as  a captain  in  North 
Africa,  Sicily,  Italy  and  all  other  phases  of  the 
Mediterranean  campaign. 

Following  nearly  four  years  of  service  in  the 
army  medical  corps  Dr.  Paul  J.  Heidrick  of  Lincoln 


has  retired  from  the  army  as  a major.  For  two 
years  Dr.  Heidrick  was  stationed  in  Newfoundland 
as  base  surgeon  for  an  Army  Air  Transport  Com- 
mand. 

Dr.  A.  H.  Shamberg  of  Scottsbluff  has  leased  the 
office  of  Dr.  P.  C.  Mockett  in  Kimball.  Dr.  Sham- 
berg is  a graduate  of  the  University  of  Nebraska 
Medical  College  and  has  recently  been  discharged 
from  the  army. 

Lt.  Col.  Chester  Shupe  of  Fairbury  is  on  terminal 
leave  and  expects  to  be  discharged  from  the  army 
soon.  Col.  Charles  H.  Arnold  of  Lincoln  who  has 
been  serving  overseas  with  the  A.T.O.  for  two 
years,  expects  to  be  out  of  the  army  in  January, 
1946.  He  expects  to  return  to  Lincoln  to  resume 
practice  there.  Col.  Arnold  is  now  in  the  O’Reilly 
General  Hospital  at  Springfield,  Mo. 

Dr.  0.  W.  Topp  of  Hastings  received  an  honorable 
discharge  from  the  medical  corps  recently,  follow- 
ing almost  six  years’  military  service.  Dr.  Topp 
was  retired  as  captain. 

Capt.  H.  A.  Vandiver  of  Ogallala  expects  to  be 
separated  from  the  service  in  the  near  future  and 
to  return  to  Ogallala  to  his  former  practice. 

Dr.  Roy  S.  Cram  who  was  retired  as  a major  of 
the  Army  Medical  Corps  recently  is  now  back  in  his 
practice  at  Burwell. 

Discharged  from  the  Army  Medical  Corps  re- 
cently was  Major  Martin  Anderson  of  Hastings. 
Dr.  Anderson  is  now  serving  as  resident  physician 
in  a California  Hospital. 

Dr.  Forrest  I.  Rose,  recently  discharged  from  the 
Army  Medical  Corps  as  a major,  has  become  asso- 
ciated with  Dr.  I.  C.  Munger  of  Lincoln.  Before 
entering  the  military  service,  Dr.  Rose  practiced  in 
Omaha. 

Discharged  from  the  Army  Medical  Corps  as  a 
major,  Dr.  Richard  H.  Schaefer,  a graduate  of  the 
University  of  Nebraska  Medical  College  in  1939,  has 
located  in  Hastings. 

Dr.  John  L.  Seberg,  recently  retired  as  a captain 
(Continued  on  p.  xxviii) 
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Biolac 


'BABY  TALK”  FOR  A GOOO  SQUARE  MEAL 


Biolac  is  a liquid  modified  milk,  prepared  from  whole  and  skim 
milk,  with  added  lactose,  and  fortified  with  vitamin  Bi,  concentrate 
of  vitamins  A and  D from  cod  liver  oil,  and  iron.  Evaporated, 
homogenized,  and  sterilized.  Vitamin  C supplementation  only  is 
necessary.  Biolac  is  available  in  13  fl.  oz.  cans  at  all  drug  stores. 


you  sure  sound 
good  to  me.  mister 

—A  typical  compliment  to  "Biolac  Babies”— and, 
at  the  same  time,  a reflection  of  the  physician’s 
good  judgment. 

The  soft-curd  characteristics  of  Biolac  assure 
ease  of  digestion.  Adjusted  milk  fat  content  fa- 
cilitates digestion  and  assimilation,  with  greater 
freedom  from  fat  upsets;  ample  lactose  assures 
soft,  natural  stool  formation;  and  a high  protein 
level  contributes  to  optimal  growth  and  health. 

Since  Biolac  supplies  adequate  potencies  of 
Vitamins  A,  Bi,  B2,  and  D,  as  well  as  iron,  the  need 
for  time-consuming  calculations  of  extra  formula 
ingredients  is  eliminated.  Indeed,  Biolac  (supple- 
mented with  vitamin  C)  provides  completely 
for  the  nutritional  requirements  of  the  infant 
partially  or  entirely  deprived  of  human  milk. 


BORDEN’S  PRESCRIPTION  PRODUCTS  DIVISION 
350  MADISON  AVENUE  NEW  YORK  17,  N.  Y. 


Easily  calculated . . . 
quickly  prepared.  1 ft. 
oz.  Biolac  to  IV2  fl.  oz. 
water  per  pound  of 
body  weight. 
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"EUREKA!  I THINK 
THIS  IS  IT!” 

SAID  A DOCTOR  WHEN  SHOWN 
THE  SPENCER  BREAST  SUPPORT 
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from  the  Army  Medical  Corps,  has  located  in 
Fullerton. 

Returning  to  Lincoln  following  two  years’  serv- 
ice with  the  Armed  Forces  is  Dr.  Samuel  D.  Miller, 
formerly  associated  with  the  Benjamin  F.  Bailey 
sanatorium. 

Dr.  W.  J.  Holden  has  returned  to  Elkhorn.  Dr. 
Holden  served  as  a captain  in  the  Army  Medical 
Corps  from  March,  1942,  to  the  end  of  October,  1945. 

Dr.  Joseph  Kuncl  recently  retired  from  the  Army 
Medical  Corps  as  a colonel,  has  returned  to  Alliance. 
Dr.  Kuncl  is  associated  with  the  Slagle  Clinic. 

Dr.  Richard  M.  Still  has  returned  to  practice  in 
Lincoln  where  he  will  be  associated  with  Dr.  Harry 
Evere't.  During  his  period  of  service  in  the  armed 
forces  Dr.  Still  was  Chief  of  a General  Surgical 
Team  in  a General  Surgical  Auxiliary  Group. 

Dr.  E.  George  Johnson,  son  of  Dr.  Earl  Johnson 
of  Grand  Island,  is  now  a 1st  lieutenant  in  the 
Medical  Corps  stationed  at  Valley  Forge  General 
Army  Hospital  in  Pennsylvania. 


BOOKS  RECEIVED 


SPENCER 

BREAST  SUPPORTS 

Hold  Heaviest  Ptosed  Breasts  In 
Healthful  Position 

Improve  circulation  and  tone,  rendering 
breasts  less  likely  to  inflammation  or  disease. 
Encourage  squared  shoulders,  aiding  breath- 
ing. Release  strain  on  muscles  and  ligaments 
of  chest,  neck,  shoulders  and  back. 

Aid  Antepartum,  Postpartum  patients  by  pro- 
tecting inner  tissues,  helping  prevent  outer 
skin  from  breaking;  guard  against  caking  and 
abscessing  during  postpartum. 

Individually  designed  for  each  patient. 

For  a dealer  in  Spencer  Supports,  look  in 
telephone  book  under  Spencer  corsetiere  or 
write  direct  to  us. 


SPENCER,  INCORPORATED 

129  Derby  Ave.,  New  Haven  7 , Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer  Supports 
Aid  the  Doctor's  Treatment." 

Name  M.D. 

Street  

City  & State  M-12-45 

SPENCER™™""  SUPPORTS 

Ktf.  VS  P,i.  cm. 

For  Abdomen,  Back  and  Breasts 


New  and  Nonofficial  Remedies,  1945,  containing 
descriptions  of  the  articles  which  stand  accepted 
by  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  Jan.  1,  1945. 
Cloth.  Price,  postpaid,  $1.50.  Pp.  760.  Chicago: 
American  Medical  Association,  1945. 

Each  year  a revised  list  of  the  articles  which 
stand  accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association  as 
of  January  first  is  published  in  book  form  under 
the  title  of  “New  and  Nonofficial  Remedies.”  The 
book  contains  the  descriptions  of  acceptable  pro- 
prietary substances  and  their  preparations,  pro- 
prietary mixtures  if  they  have  originality  or  other 
important  qualities,  important  nonproprietary  non- 
official articles,  simple  pharmaceutical  prepara- 
tions, and  other  articles  which  require  retention  in 
the  book. 

Some  fifteen  or  twenty  newly  accepted  prepara- 
tions appear  in  the  1945  volume.  A large  number 
of  preparations  have  been  omitted,  mainly  brands  of 
official  preparations.  The  general  statement  con- 
cerning these  pharmacopeial  preparations  has  been 
retained  for  the  information  of  physicians. 

As  stated  in  the  preface,  the  entire  book  has  been 
scanned  to  bring  it  up  to  date  with  the  latest  medical 
knowledge.  It  is  noted  that  the  section  “Articles 
and  Brands  Accepted  by  the  Council  But  Not  De- 
scribed in  N.N.R.,”  a vestigal  remnant  of  which 
appeared  in  the  1944  volume,  has  now  entirely  dis- 
appeared. 

This  section  appeared  to  have  been  a catch-all  for 
brands  of  official  articles  the  acceptance  of  which 
the  manufacturers  desired  for  reasons  of  prestige, 
and  miscellaneous  preparations  which  were  not 
necessarily  or  importantly  within  the  Council’s 
scope  and  which  did  not  require  detailed  descrip- 
tion. Many  of  the  official  preparations  have  been 
transferred  to  the  body  of  the  book  and  the  others 
deleted.  One  is  struck  by  the  large  amount  of  medi- 
cal information  contained  in  this  volume.  Certainly 
no  other  compendium  of  comparable  price  contains 
so  much. 


May  IV  e 
Send  You 
Booklet? 
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